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INTRODUCTION 


M health is a continuum, ranging from 
the annoyances of stressful random nui- 
sances to serious mental disorders. We hope that 
readers will find this third edition of The Encyclo- 
pedia of Mental Health helpful while coping with 
everyday challenges in healthy ways. 

According to Healthy People 2010, published by 
the U.S. government, mental health is a state of 
successful mental functioning, resulting in pro- 
ductive activities, fulfilling relationships, and the 
ability to adapt to change and cope with adversity. 
This blueprint for good health indicates that men- 
tal health is indispensable to well-being, family 
and interpersonal relationships, and one’s contri- 
bution to society. 

Much has changed in the world since the sec- 
ond edition of The Encyclopedia of Mental Health 
appeared in 2001. Many entries in this third edi- 
tion reflect the current state of our global soci- 
ety. Our goal while compiling this edition was to 
cover many contemporary and disparate concepts, 
including those of aging, technological advance- 
ments, employment, the economy, war, terrorism, 
personal security and acts of nature such as hurri- 
canes and tsunamis that have profound effects on 
mental health as well as some new therapies. 

Older people today have increased health 
expectancies, compared with Americans even 
10 years ago, according to the National Institute 
on Aging. That means that people over the age of 
65 have fewer physical, and, with good luck, also 
fewer mental health concerns. A major issue for 
the aging population is the decline in mental fac- 
ulties; promising research is ongoing in the areas 


of dementia and Alzheimer’s disease. Research is 
essential: In 1900 there were 120,000 Americans 
over age 85. Now there are more than 4 million, 
and this is the fastest growing age group in the 
United States. Federal officials estimate that by the 
year 2030 there will be 72 million, meaning that 
20 percent of the American population will be over 
age 65. 

Baby boomers are beginning to turn 65. Now 
those born between 1946 and 1960 account for 42 
percent of U.S. households. These individuals have 
come though periods of very rapid social change, 
particularly in the last decade. Change, by itself, 
whether for good or not, can be a source of stress 
and can influence mental health. Technological 
changes, for example, continue at an accelerat- 
ing pace. Instantaneous communication by cell 
phones, including those that transmit pictures, and 
Internet access are helpful on a daily basis to many 
people but a stressful challenge to some others. 

As people age, the job market changes. Some 
people are forced into earlier retirement than they 
had planned. Jobs are no longer for life. Mergers and 
layoffs have caused job insecurity across the board, 
and in many cases older workers are the first to go 
and face an insecure future. Working people also 
face increasing threats to good mental health due 
to fast-moving worldwide advancements in com- 
munications and technology. Effective adjustment 
strategies are necessary. Recognition of the impact 
of mental health on the economy is essential. 

The shifting global economy causes psychologi- 
cal uncertainties for many. Many workers are laid 
off from jobs they have held for many years. Some 
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find that those jobs no longer exist. New positions 
may not be available in their fields and may require 
relocation and difficult retraining. Whereas older 
generations in factories and office buildings were 
culturally homogenous, today’s global economy 
has produced a rich diversity of workers with 
pronounced ethnic and cultural differences. The 
stresses that arise from this diversity create unique 
challenges for employers, communities and men- 
tal health professionals. 

Mental health issues vary among individuals, 
cultures and types of communities. Many people 
experience culture shock when they are caught 
between two worlds, particularly those who tran- 
sition from agrarian to urbanized settings. When 
workers from disparate backgrounds are placed 
in new environments, mental and physical symp- 
toms may include anxiety and frustration, fatigue, 
headaches and stomach pains. Culture shock is a 
common experience; individuals and their fami- 
lies in a new environment may face demands and 
pressures without the necessary coping skills. 
Expectation may exceed reality. Practical accul- 
turation strategies can help minimize these effects. 
Learning the language, adjusting to the norms and 
values of the new society and culture, building a 
social support system and promoting diversity by 
understanding new neighbors’ cultural and reli- 
gious habits can reduce feelings of alienation and 
improve self-confidence. 

Outsourcing labor to reduce costs may result in 
workers abroad experiencing effects of isolation, 
lack of social support, overwork and diminished 
concerns for industrial hygiene. In many places, 
immigrant and migrant workers face not only the 
social stresses of being different but also a lack of 
benefits, particularly health benefits, and a differ- 
ential in paid vacation time. Ideally, more univer- 
sal worker benefits would prevail. 

Gender and age differentials vary among cul- 
tures, and gender gaps in income and promotions 
exist within our own society. Retirement in some 
cultures is encouraged while in other cultures 
expertise of elders is valued. 

Change is a constant influence on mental 
health. Effects of change are a major source of 
anxiety. Loss of control as well as fears of miscom- 
munication and inadequate job performance may 


also threaten good mental health for workers fac- 
ing mega-mergers, downsizings, job transfers and 
demands for more work from fewer workers. Mas- 
tering and updating skills and adoption of more 
globally applicable health and safety standards 
may help prevent some predictable effects on men- 
tal health. 

It is in the economic interest of employers and 
their communities to acknowledge the relationship 
among workers’ mental health, quality control, 
productivity, profits and safety, on and off the job. 

Government, labor and industry can work 
together to encourage communities to focus on 
environmental factors, including commuting time, 
personal space, air and noise pollution and reduc- 
tion of cigarette smoking, to reduce the unhealthy 
effects from these sources. Health promotion 
through employee and community wellness pro- 
grams with concern for ergonomics and human 
factors can promote better mental health. 

Outside the workplace, many other factors can 
affect people’s mental health. Threats of terror- 
ism continue to cause anxieties. While necessary 
and costly for communities and workplaces, visibly 
enhanced security measures and programs can help 
reduce fears, although they may also increase fears. 
Post-traumatic stress disorder (PTSD) is now a term 
in our vocabulary because of terrorism and war. 
Since September 11, 2001, when terrorist attacks 
resulted in the deaths of more than 3,000 people in 
New York City, Washington. D.C., and Pennsylvania, 
millions of Americans have experienced depression, 
anxiety and PTSD. Many rescue workers also expe- 
rienced these symptoms. An increasing number of 
Iraq war veterans have symptoms of PTSD. 

Concerns about worldwide terrorism continue 
to make many people fearful and apprehensive 
when traveling or in crowds. Worldwide, in the 
mid-2000s terrorism attacks continued in vari- 
ous ways in many places. Suicide bombers have 
become more common and increasingly difficult 
to detect and deter. 

Acts of nature continue to cause devastating 
effects on mental health. For example, in late 2005 
Hurricane Katrina, the costliest hurricane in U.S. 
history, destroyed much of New Orleans and many 
towns in Mississippi, killing more than 1,400 peo- 
ple and leaving thousands homeless and dispersed 
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to various places throughout the United States. In 
2004 a massive tsunami hit the coasts of 23 coun- 
tries in south Asia, killing as many as 280,000 
people, displacing more than 1 million people, 
and resulting in more than 14,000 people miss- 
ing. In these situations, as well as in less dramatic 
occurrences, mental health workers help survivors 
cope with loss, grief and relocation. Post traumatic 
stress disorder (PTSD) is a common occurrence 
in those who witnessed or survived these trau- 
matic situations. Many veterans of the war in Iraq, 
which began in 2003, suffer from PTSD and are 
receiving treatment to overcome their flashbacks, 
depression, nightmares, and feelings of constant 
vigilance. 

Along with shared anxieties, many people 
have their own private mental health concerns. 
Depression hits more than 19 million U.S. adults 
each year. Of those, 12 million are women. About 
one in eight U.S. women will be diagnosed with 
depression during her lifetime. Depression is a 
leading cause of drug and alcohol use. Drug and 
alcohol addictions continue to incur huge costs for 
society, such as emergency medical care crime, 
corrections, law enforcement, lost productivity, 
education, treatment and prevention. Sleep diffi- 
culties resulted in 45 million prescriptions being 
written for sleep medications in 2005. Many peo- 
ple manage their anxieties by overeating or smok- 
ing. In the long run, unhealthy ways of coping take 
their toll on physical as well as mental health. 

Research in the area of therapies for many var- 
ied mental health issues is ongoing. In the last few 
years, the professional community has given much 
attention to the use of medications known as atyp- 
ical antidepressants. Many of these new pharma- 
ceutical tools have been approved and have been 
useful for some people. 


Another area of ongoing research involves 
determining a definition of happiness and how 
various people interpret happiness. Happiness 
can be defined as a lasting state of mind charac- 
terized by contentment and acceptance as well 
as engagement in life’s experiences with peri- 
ods of joyfulness and appreciation as opposed to 
immediate pleasures. Happiness is very difficult 
to attain without good mental health and matu- 
rity, but even then it requires conscious attention. 
It is attainable through developing the capacity to 
see beyond moments of disappointment and hurt, 
beyond the mundane experience of living, and 
to appreciate life’s beauty, the miracle of human 
consciousness and life itself. Depression, anxieties, 
addictive behaviors and severe physical pain make 
it difficult to attain happiness by interfering with 
the ability to see beyond one’s immediate negative 
experience. 

This book gives an overview of mental health 
topics and is not intended to provide complete 
information on any one topic. The resource sec- 
tion at the end of the book will help readers desir- 
ing more information explore selected topics more 
fully. Also, the material in this book is not intended 
to be used for diagnostic purposes or for medical 
treatment. While self-knowledge can be very help- 
ful, in many cases self-help without professional 
supervision is not advised. Indications for thera- 
pies change constantly; readers are advised to seek 
updates from health professionals, professional lit- 
erature or reliable Web sites. 


—Ada P. Kahn, Ph.D., Evanston, Illinois 
—Jan Fawcett, M.D., Santa Fe, New Mexico 


ENTRIES A to Z 


aberration Any behavior considered a deviation 
from the normal or typical in a particular culture. 
Aberrations are defined differently in different cul- 
tures. In some societies, for example, any sexual 
practice that is not related to reproduction (includ- 
ing any act from autoeroticism to voyeurism) is 
considered an aberration. In a sexually restricted 
culture, the strict “nonreproductive behavior” norm 
could apply. In a more liberal, sexually free culture, 
any type of sexual behavior occurring between or 
among consenting adults might be considered quite 
acceptable; in such a culture, the term “aberrant” 
might apply only to behavior in which there is vic- 
timization (for example, child abuse or the threat of 
violence) or adverse social consequences. 


abnormal Applied to behavior, the term relates 
to any deviation from what is considered nor- 
mal in the culture. Abnormal behavior is usually 
considered evidence of a mental disturbance that 
could range from a minor adjustment problem to 
a severe mental disorder. Abnormal psychology is 
the branch of psychology that studies mental and 
emotional disorders. Applied to statistics, the term 
indicates scores that are outside the expected range 
or normal range. 


abortion Interruption or loss of any pregnancy 
before the fetus is capable of living. The term abor- 
tion usually refers to induced or intentional termi- 
nation of a pregnancy, while spontaneous abortion, 
the natural loss of a pregnancy, is usually referred 
to as a miscarriage. 

Abortion was legalized throughout the United 
States by the Supreme Court decision in the 1972 
Roe v. Wade case. Before that 7-2 decision, most 





states had laws forbidding induced abortions. The 
annual number of abortions peaked in 1990, but 
since then the general trend has been gradually 
downward. 

In 2001 a total of 853,485 legal induced abor- 
tions were reported, representing a 0.5 percent 
decrease in the number reported for the previous 
year. The highest percentages of reported abortions 
were for unmarried women (82 percent), white 
women (55 percent) and women under 25 years 
of age (52 percent). In 2000 as in previous years, 
deaths related to legal induced abortions occurred 
rarely (less than one death per 100,000 abortions). 

Findings from ongoing national monitoring of 
abortions by public health agencies are used to 
identify characteristics of women who are at high 
risk for unintended pregnancy. Ongoing annual 
surveillance watches trends in the number, ratio 
and rate of abortions in the United States. Abortion 
and pregnancy rates can be used to evaluate the 
effectiveness of family planning programs and pro- 
grams for preventing unintended pregnancies. 

According to the Centers for Disease Control 
(CDC), abortions usually result from unintended 
pregnancies, which often occur despite use of 
contraception. Approximately 49 percent of all 
pregnancies in 1994 were unintended at concep- 
tion. In 1995 31 percent of births were reported as 
unintended at conception, 21 percent were con- 
sidered mistimed, and 10 percent were consid- 
ered unwanted. Unintended pregnancy is a public 
health problem for all women of reproductive age 
and a particular concern for adolescents, unmarried 
women and women of low socioeconomic status. 

Considering and undergoing an abortion causes 
anxiety for many women. For example, some mourn 
the loss of their fetus, while others, years later, fan- 
tasize about how old the child would have been. 
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Abortion Ratio*, by Age Group of Women Who Obtained 
a Legal Abortion—Selected Statest, United States, 2001 
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*Number of abortions per 1,000 live births. 


tData are from 46 states, the District of Columbia, and New York City. 


Source: Centers for Disease Control, “Abortion Surveillance—United States, 2001.” Available online. 
URL: http:/Awww.cdc.gov/mmwr/preview/mmwrhttml/ss5309al.htm. Accessed December 4, 2006. 
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Women who have the least anxiety surrounding 
an abortion are those who undergo mental health 
counseling before and after the procedure. The sub- 
ject of abortion is also a source of anxiety for the 
men who may share in the decision-making process 
regarding the continuation of the pregnancy. 
Women who find themselves with an unwanted 
pregnancy should seek counseling to determine their 
options and help relieve the stresses of the situation. 


Selecting the Safest Method 
To minimize anxieties and fears, a woman should 
get information and counseling before seeking an 
abortion. Once the decision is made, women should 


have a medical examination before undergoing an 
abortion to detect possible cardiac conditions or 
bleeding disorders. In the United States, Planned 
Parenthood maintains offices in many large cities 
that can provide information on clinics and services. 
Local health departments can provide names of ser- 
vices that meet acceptable health standards. Women 
may feel less stressed and more confident if they 
have a recommendation from a trusted physician or 
a member of a local hospital gynecology staff. 
See also PREGNANCY. 


Holt, Linda Hughey, and Melva Weber. AMA Book of 
Woman Care. New York: Random House, 1982. 


accommodation 3 





Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


Abraham, Karl (1877-1925) German psychoan- 
alyst and one of Sigmund Freud’s early disciples. 
As the first German psychoanalyst, he made signifi- 
cant contributions to the study of manic depression, 
schizophrenia, the relation between symbolism in 
dreams and myths and the formation of the oral 
and anal characters through pregenital fixation. 

See also ANAL CHARACTER; DREAMING; FREUD, SIG- 
MUND; ORAL CHARACTER; SCHIZOPHRENIA. 


abreaction A therapeutic process originated 
by Josef Breuer, in which a patient discharges 
repressed emotions by reviving and reliving painful 
experiences buried in the unconscious. The desired 
result of abreaction is catharsis (the discharge of 
tension). 

See also CATHARSIS. 


abstract thought An ability to appreciate ideas 
from multiple frames of reference. It is often asso- 
ciated with high intelligence. Abstract thinking is 
usually part of a mental status examination given 
by mental health professionals. An individual's 
capacity to think abstractly can be assessed in vari- 
ous ways, including interpreting proverbs or iden- 
tifying commonalities between two items. Some 
answers may indicate a disturbance in the form 
of thinking, such as loose associations (no logical 
connection discernible), incoherence, illogicality, 
clanging (repeating words with similar sound and 
different meanings) or flight of thought (jumping 
from one somewhat related thought to another 
with no conclusion of the main idea). 


abuse See ADDICTION; DOMESTIC VIOLENCE. 


acceptance An attitude on the part of a psycho- 
therapist toward the individual under treatment for 
a mental health concern. A nonjudgmental attitude 
is considered a necessary aspect in therapy. 


The therapist conveys respect and regard for 
the individual, without implying approval of spe- 
cific behaviors or an emotional attachment toward 
the client. Acceptance was defined by Carl Rogers 
(1902-87), an American psychologist, as “valu- 
ing or prizing all aspects of the client including the 
parts that are hateful to himself or appear wrong in 
the eyes of society.” The term “acceptance” is used 
interchangeably with unconditional positive regard 
by client-centered therapists ascribing to the ideas 
of Carl Rogers. 

See also BEHAVIOR THERAPY; CLIENT-CENTERED 
THERAPY; ROGERS, CARL. 


access to care The extent to which an individual 
who needs care and services is able to get them. 
Access is more than having insurance coverage 
or the ability to pay. It is also determined by the 
availability and acceptability of services, cultural 
appropriateness, location, hours of operation, trans- 
portation needs and cost. However, many individu- 
als who are uninsured and underinsured do not 
have access to good mental health care because 
they cannot pay the cost themselves. Copayments 
for individuals who are insured for health care also 
can reduce access to health care. In general, people 
in rural areas in the United States have less access to 
mental health care than those in metropolitan areas 
in which major teaching institutes are located. 

Accessible services are those that are afford- 
able, located nearby, and open during evenings and 
weekends. An accessible service can handle con- 
sumer demand without placing people on a waiting 
list. Staff is sensitive to and considers individual and 
cultural needs. For example, an adolescent may be 
more willing to attend a support group in a church 
or club near home than to travel to a mental health 
center. 


accommodation Adaptation of language and 
specific therapeutic techniques to meet the needs 
of each individual under treatment. With accom- 
modation, the therapist enhances trust and rap- 
port and helps promote change for the individual 
or family. 

See also PSYCHOTHERAPIES. 
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acculturation A process associated with increased 
anxieties and fears, in situations where there are 
linguistic or cultural communication barriers or an 
individual’s expectations are not congruent with 
actual events. As reported in an editorial in Cana- 
dian Family Physician, (October 1995) the anxieties 
of the immigration experience are compounded 
particularly for individuals whose future residency 
status is in question. Behavioral changes, such as 
an increase in alcohol and tobacco consumption, 
may follow immigration. When different family 
members become accustomed to a new culture at 
different rates, conflicts can arise between the gen- 
erations, adding to the overall anxiety. 

Increasingly, mental health workers see immi- 
grant patients from ethnic backgrounds that do 
not use the Western medical model. Some of these 
patients see Western medicine as one of many heal- 
ing systems, or hold cultural beliefs that clash with 
standard medical procedures. Cultural expectations 
can cause anxieties for both physicians and patients. 
For example, some East Indian women cannot 
allow a pelvic examination by male physicians, 
even by those from their own culture. Because 
such an examination can be used as grounds for 
divorce, the relatively simple procedure becomes 
both a cultural and a medical issue. 

Practitioners of biomedicine should address the 
clinical issues surrounding folk beliefs and behav- 
iors in a culturally sensitive manner, according 
to an article in The Journal of the American Medical 
Association (March 1, 1994). Lee M. Pachter, D.O., 
associate director of Inpatient Pediatrics, St. Fran- 
cis Hospital and Medical Center, Hartford, Con- 
necticut, wrote: “A culturally sensitive health care 
system is one that is not only accessible, but also 
respects the beliefs, attitudes and cultural lifestyles 
of its patients. It is a system that is flexible and 
acknowledges that health and illness are in large 
part molded by variables such as ethnic values, 
cultural orientation, religious beliefs and linguistic 
considerations.” 

Dr. Pachter explained that most medical folk 
beliefs and practices are not harmful and do not 
interfere with biomedical therapy. Under these 
circumstances, the clinician should not attempt to 
dissuade the patient from these beliefs but instead 
should discuss the importance of the biomedi- 


cal therapy in addition to the patient-held belief. 
However, any ethnomedical practice that has the 
potential for serious negative outcome needs to be 
discouraged. This must be done in a sensitive and 
respectful way, possibly by replacing dangerous 
practices with alternatives that fit into the patient’s 
ethnocultural belief system and are thus easier to 
accept. 


Reducing Anxieties Involved in Interactions 
Between Mental Health Workers and Patients 


Pachter recommended the following strategies for 
physicians treating ethnic populations: 


e Become aware of the commonly held folk 
medical beliefs and behaviors of the patient’s 
community. 


e Assess the likelihood of a particular patient or 
family acting on these beliefs during a specific ill- 
ness episode. 


e Arrive at a way to successfully negotiate between 
the two belief systems. 


Following a study conducted in Canada, research- 
ers drew up a list of recommendations to reduce 
anxieties on the part of the physician as well as the 
patient: 


e Be aware of your own cultural biases. 


e Determine whether language will be an issue 
during office visits. 


e Develop an office guide for immigrant patients 
including typical questions asked during an 
examination, needs for disrobing and types of 
examinations and testing procedures and their 
importance. 


e Prepare a list of local agencies that are available 
to help with multicultural issues. 


e Train the nurse or receptionist to explain the 
preliminary aspects of routine examination 
procedures. 


e Encourage patients to share their culture and life- 
style with you. Explain that you are not trying to 
pry into their lives but need the information for 
accurate diagnoses and appropriate therapy. 


e Ask before going ahead with any procedures. 
Seeking permission and explaining the proce- 
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dures removes the mystery, and patients become 
partners in the activity rather than objects of scru- 
tiny. Compliance improves with understanding. 


e Take advantage of opportunities for cross-cultural 
learning in group discussions with other profes- 
sionals from different cultural backgrounds. 


See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; CULTURE-RELATED SYNDROMES; MIGRATION; PER- 
SONAL SPACE. 


Cave, Andrew, et al. “Physicians and Immigrant Patients.” 
Canadian Family Physician 41 (October 1995): 1,685— 
1,690. 

Pachter, Lee M. “Physicians Should Not Ignore Folk Med- 
icine Beliefs and Remedies.” Journal of the American 
Medical Association (March 1, 1994). 


acetylcholine A naturally occurring substance in 
many body tissues that functions as a neurotransmit- 
ter to facilitate transfer of nerve impulses between 
nerve cells. Acetylcholine plays an important role 
in memory storage and retrieval. Individuals who 
have Alzheimer’s disease show losses of acetylcho- 
line. Dysregulation in the acetylcholine system has 
been suggested as a possible neurochemical mecha- 
nism for the symptoms of depression. Many medi- 
cations such as antihistamines (antiallergy) and 
antidepressant medications can temporarily block 
acetylcholine function, resulting in dry mouth, 
constipation and sometimes short-term memory 
loss and blurred near vision. 
See also ALZHEIMER’S DISEASE; DEPRESSION. 


acquaintance rape See RAPE, RAPE PREVENTION 
AND RAPE TRAUMA SYNDROME. 


acquired immunodeficiency syndrome (AIDS) A 
complicated, feared and devastating disease that 
leaves the body vulnerable to many opportunistic 
infections and many types of cancer and that results 
in death for many individuals. 

AIDS is caused by the human immunodeficiency 
virus (HIV). Although HIV causes AIDS, a person 
can be infected with HIV for many years before 


AIDS develops. When the virus enters the body, it 
infects specific cells of the immune system. These 
cells, known as CD4 or helper T cells, are impor- 
tant parts of the immune system and help fight 
infection. When a person’s CD4 cells are not work- 
ing properly, he or she is more likely to become 
ill. According to the Centers for Disease Control 
and Prevention (CDC), in a person with a healthy 
immune system, the CD4 cell count ranges from 
500 to 1,800 per cubic millimeter of blood. When 
the CD4 cell count goes below 200, AIDS is diag- 
nosed. Even if the CD4 count is over 200, AIDS 
can be diagnosed if a person has HIV and certain 
diseases such as tuberculosis or Pneumocystis carinii 
pneumonia (PCP). 

The epidemic was first recognized between 
1981 and 1984. Many people discovered their ill- 
ness for the first time in the emergency room 
when an AIDS-defining condition was diagnosed. 
Before 1986 HIV testing was not generally available 
except to a few people enrolled in research studies. 
Since then both knowledge of AIDS and screen- 
ing tests have become widespread. The drug AZT 
has been available since 1987 to combat the dis- 
ease, and other new and powerful treatments for 
opportunistic infections have subsequently been 
approved. Thus the treatment of infections and 
cancers became more sophisticated and more effec- 
tive during the latter part of the 1980s, and during 
the 1990s, contributed to a more positive outlook 
for people with AIDS. 

Estimates of the average length of time for pro- 
gression from HIV to AIDS are being developed, 
according to the CDC. Before antiretroviral therapy 
became available in 1996, researchers estimated 
that AIDS would develop within 10 years in about 
half of the people who had HIV. Since 1996 medical 
treatments have been developed that can prevent 
or even cure some of the illnesses associated with 
AIDS, but they cannot cure AIDS itself. 

The time between infection with HIV and the 
development of AIDS varies among individuals. The 
time is shorter for people infected with more than 
one type of HIV, those who have poor nutrition 
or severe stress and those who are older. It takes 
longer for those who take care of themselves, eat 
healthy foods and closely follow their physicians’ 
recommendations. 
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AIDS Epidemic continues 

Since 1980, when the first cases were diagnosed 
in the United States, more than 500,000 Ameri- 
cans have died from the disease, including 518,500 
adults and adolescents and 65,492 children under 
age 13. As many as 950,000 Americans live with 
AIDS or HIV, up from 900,000 in 2001; many 
are sustained by combinations of antiretroviral 
drugs. Half of all those who are newly infected are 
African-Americans. In 2003, according to the CDC, 
the estimated number of new diagnoses of AIDS in 
the United States was 43,171. Adult and adolescent 
AIDS cases totaled 43,112; 31,614 cases in males 
and 11,498 cases in females. Also in 2003 there 
were 59 AIDS cases estimated in children under 
age 13. The estimated number of deaths of persons 
with AIDS was 18,017, including 17,934 adults and 
adolescents and 83 children under age 13. 

AIDS has had a major impact on American soci- 
ety and an even larger one on many developing 
nations. In sub-Saharan Africa, AIDS is devastat- 
ing a generation of young people and affecting the 
economies of those countries. 

According to the International Labor Organiza- 
tion, the labor force of 334 African countries will 
probably shrink between 5 percent and 35 percent 
by 2020 because of AIDS deaths. 

In Western Europe 580,000 people have the 
virus, a rise from 540,000 two years before. In 2003 
there were 1.1 million new HIV infections in Asia. 


AIDS CASES BY AGE IN THE UNITED STATES 





Distribution of person’s age at time of diagnosis (or the 
estimated number of AIDS cases) 





India has 5.1 million people with HIV, more than 
anywhere outside South Africa. 

There is an increasing trend of AIDS cases in 
younger people across the world. Almost half of all 
new HIV infections are now found among 15- to 24- 
year-olds; 10 million young people worldwide are 
living with HIV, including 6.2 million in sub-Saharan 
Africa. Of those, three-quarters are young women. 
In Eastern Europe, where HIV is expanding rap- 
idly, more than 80 percent of the 1.3 million people 
infected with HIV are younger than 30, according to 
the United Nation Programme on HIV and AIDS. 


Women and AIDS 

In 1998 women made up 41 percent of adults liv- 
ing with HIV around the world. In 2005 nearly half 
of all adults living with HIV globally were women, 
and close to 60 percent were in Sub-Saharan Africa. 
Women and girls are particularly vulnerable to 
AIDS in Africa as older men spread HIV to younger 
females. Rates of HIV infections in young women 
ages 15 to 24 are double those of young men in 
South Africa and four times higher in Kenya and 
Mali. Women also must endure the effects of AIDS 
by being responsible for tending crops, caring for 
children who have lost parents to AIDS and caring 
for sick adults. There are 12 million AIDS orphans 
in Africa; by 2010 estimates show that there might 
be as many as 18 million, according to the Joint 
United Nations Programme on HIV and AIDS. 

According to the Russian Federal AIDS Center, 
in Russia, which has the worst epidemic in Eastern 
Europe and Central Asia, 33 percent of people liv- 





AIDS CASES BY RACE/ETHNICITY (UNITED STATES) 











Estimated # Cumulative Estimated 

of AIDS Cases # of AIDS Estimated numbers of diagnoses of AIDS, by race 
Age in 2003 Cases through 2003 or ethnicity 
Under 13 59 9,419 Estimated # Cumulative 

of AIDS Cases Estimated # of AIDS 

A m p Race or Ethnicity in 2003 Cases, through 2003 
Ages 25-34 9,605 311,137 White, not Hispanic 12,222 376,834 
Ages 35-44 17,633 365,432 Black, not Hispanic 21,304 368,169 
Ages 45-54 10,051 148,347 Hispanic 8,757 172,993 
Ages 55-64 2,888 43,451 Asian/Pacific Islander 497 7,166 
Ages 65 or older 886 13,711 American Indian/ 196 3,026 





Source: Centers for Disease Control. 
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AIDS CASES BY EXPOSURE CATEGORY (UNITED STATES) 





Following is the distribution of the estimated number 
of diagnoses of AIDS among adults and adolescents 
by exposure category. A breakdown by sex is provided 
where appropriate. 


Estimated # of AIDS 
Cases, in 2003 





Exposure Category Male Female Total 

Male-to-male sexual contact 17,969 — 17,969 

Injection Drug Use 6,353 3,096 9,449 

Male-to-male sexual contact 1,877  — 1,877 
and injection drug use 

Heterosexual contact 5,133 8,127 13,260 

Other* 281 276 557 





Estimated # of AIDS 
Cases, in 2003 


Exposure Category Male Female Total 





Male-to-male sexual contact 440,887 — 440,887 
Injection Drug Use 175,988 70,558 246,546 
Male-to-male sexual contact 62,418 — 62,418 

and injection drug use 
Heterosexual contact 
Other* 


56,403 93,586 149,989 
14,191 6,535 20,726 





*Includes hemophilia, blood transfusion, perinatal and risk not 
reported or not identified. 


ing with HIV in 2003 were women, compared with 
42 percent in 2001. 


AIDS in Older Adults 


Since 2002 17 percent of new cases of AIDS in 
the United States are among those 50 and older, 
up from 15 percent from 1991 through 2001. The 
incidence of HIV/AIDS in this age group is increas- 
ing faster now than it was earlier in the epidemic. 
This trend may be explained by several factors. 
Since the advent of drugs for erectile dysfunction, 
more men are sexually active later in life. Many 
women over age 50 who once relied on birth con- 
trol pills are not familiar with using condoms dur- 
ing sexual intercourse. Additionally, physicians 
usually do not ask older patients about their sex 
lives or drug use, nor do they routinely test these 
patients for HIV/AIDS. 


Treatment for AIDS 


Drugs used to treat HIV are called antiretroviral 
medications. These medicines control the virus and 
slow progression of the HIV infection, but do not 
cure it. Medications must be taken as advised. The 
current recommended treatment is a combination of 
three or more medications. This regimen is known 
as highly active antiretroviral therapy (HAART). 
Physicians choose a combination of drugs for each 
individual. There is no one best regimen. 

People living with AIDS have a high chance of 
developing certain other diseases, called oppor- 
tunistic infections. They are called opportunistic 
because an HIV infection gives these diseases the 
opportunity to develop. It is important to be tested 
and begin treatment early so that the opportunistic 
infections do not occur. 

Symptoms of opportunistic infections may occur 
even before AIDS is diagnosed. Symptoms may 
include breathing problems; mouth problems, such 
as thrush, trouble swallowing or loose teeth; fever 
for more than two days; weight loss; change in 
vision; skin rashes or itching and diarrhea. 


How AIDS Affects Mental Health 


Because people may be infected and not know it, 
and because symptoms may lie dormant for years, 
it is especially easy for a person to worry that he 
or she might have AIDS. Some individuals, espe- 
cially hypochondriacs, homosexual men and needle 
users, May experience anxiety or panic attacks, and 
even some minor, superficial symptoms that mimic 
AIDS. They may feel certain that they are dying 





OPPORTUNISTIC INFECTIONS 








Common name Full name 

PCP Pneumocystis carinii pneumonia 
MAC Mycobacterium avium complex 
CMV Cytomegalovirus 

TB Tuberculosis 

Toxo Toxoplasmosis 

Crypto Cryptosporidiosis 

Hep C Hepatitis C 

HPV Human papilloma virus 


Source: Centers for Disease Control and Prevention. Available online. 
URL: http://www.cdc.gov/hiv/pubs/brochure/livingwithhiv.htm. 
Downloaded on February 20, 2007. 
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and become obsessed with details of the disease or 
the thought of having to face the stigma it still car- 
ries. Furthermore, obsessional worries are common 
in populations at risk (which include women) and 
sometimes even more so in non-risk people who 
fear contracting the disease unknowingly. 

People who fear AIDS may reduce their sexual 
contacts, have less interest in sexual activity or 
have sexual difficulties; may stop participating in 
activities of the gay community; may feel depressed 
or anxious for no obvious reason and may have 
sleeplessness, nightmares or loss of appetite. They 
may feel guilty for their past lifestyle of high-risk 
activity. To alleviate anxiety, individuals should 
know that they are not alone with these fears, get 
a complete medical check-up, practice safe sex and 
if they are a drug user, be sure to use clean needles. 
Educational materials, available from health clinics 
and civic health departments, can also be helpful. 

Because AIDS is transmitted through the exchange 
of bodily fluids, including blood, drug users who 
share needles, persons receiving or donating blood 
and health-care workers have all been subject to 
anxiety surrounding the disease. With proper pre- 
cautions, risk to health-care workers, hemophiliacs 
and persons receiving blood transfusion are minimal, 
and risks to blood donors are virtually nonexistent. 


Psychological Reactions to Diagnosis 
Individuals may experience intense grief, heart- 
break and uncertainty when they learn that they 
have AIDS. They feel the loss of their health, loss of 
freedom to live each day without the threat of sud- 
den illness and loss of desire to make plans for the 
future. Individuals may experience these feelings 
long before physical symptoms begin. In the early 
stages of the disease, the infected person may won- 
der how long it will take to become ill, whether 
he or she will experience pain, what treatments 
will be available, who will take care of him or her 
and how to maintain hope in the face of such great 
uncertainty. 

Anger is often a major reaction to the discov- 
ery that one is HIV-positive. According to Judith 
G. Rabkin, Robert H. Remien and Christopher R. 
Wilson in Good Doctors, Good Patients: Partners in HIV 
Treatment, the anger may be directed at possible 
sources of infection, such as blood banks, past sex- 


ual partners or needle sharing friends, or it may be 
directed at oneself for not having acted responsibly 
in past behavior. However, anger can also contrib- 
ute to the “fighting spirit” that some people with 
AIDS consider the explanation for their continued 
psychological and physical survival. 


Complementary Therapies and HIV Infection 
AIDS patients may be motivated to explore alterna- 
tives when traditional therapies do not relieve ill- 
ness and its symptoms. An increasing number of 
therapies is available to supplement treatment rec- 
ommendations. As researchers continue to study 
the mechanisms and efficacy of various therapies, 
acceptance of complementary modalities is grow- 
ing among patients, health care providers and 
even some managed care programs and insurance 
companies. 


Relationship with Mental Health Professionals 


The primary doctor-patient relationship can provide 
constancy and comfort, as well as uncertainty. For 
people with AIDS (“PWAs”), the association with a 
caring physician may constitute one of the patient’s 
most enduring and emotionally intimate connec- 
tions. Rabkin, Remien and Wilson suggest that a 
successful relationship can mean shared expecta- 
tions, good communication and satisfaction about 
their collaboration at all stages of illness up to and 
including the patient’s death, should that occur. 

Physicians and patients constantly face crises. 
Demands upon both require flexibility, initiative 
and courage to make difficult decisions that make 
sense to both. Physicians and patients have con- 
siderably different attitudes than in earlier years 
about prospects of health and survival after diag- 
nosis. Before 1987 many patients were told that 
they had only six months to a year to live. Now, an 
AIDS diagnosis no longer means imminent demise, 
although many people continue to equate HIV with 
death. Many infected persons now lead reasonably 
healthy lives when using medications. 


Family and Friends: Disclosure and Support 
For people who discover they are HIV-positive 
through an antibody or blood test, there is usu- 
ally no urgency about disclosure (except to sex or 
needle-sharing partners). However, if one is hos- 
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pitalized for any of the infections associated with 
AIDS, family and friends find out. Disclosure is usu- 
ally a highly charged topic. When family members 
and friends learn about one’s HIV status, they may 
react with varying degrees of shock and disbelief. 
Many people do not know how they should act or 
what they should say. Some people may avoid the 
infected person, or they may become overly solici- 
tous. Unsuspecting parents may feel guilt and anger. 
Most relatives and friends need time to adjust to the 
news. Family and friends are understandably upset, 
sad, angry and distraught when they learn a loved 
one has HIV. However, it is important for friends 
to express reassurance that the relationship will 
remain unchanged. Confidentiality is an important 
issue; one who is close enough to the infected indi- 
vidual to be informed of his or her HIV-positive sta- 
tus should not betray that trust and not gossip with 
mutual friends. 

During acute illness, after hospital discharge or 
when the illness becomes chronic, the question of 
providing practical assistance arises. People may 
truly need help but do not want to acknowledge 
or accept it. Friends can be most helpful by making 
it clear that they are not “taking over,” but merely 
doing whatever the ill person indicates is impor- 
tant to him or her. Friends can let it be known that 
they are available for specific tasks, such as provid- 
ing transportation for medical attention, shopping, 
delivering meals or cooking. 


United Nations Programme on HIV and AIDS 
(UNAIDS) 


The Joint United Nations Programme on HIV and 
AIDS is the main advocate for accelerated, com- 
prehensive and coordinated global action on the 
HIV epidemic. The mission of UNAIDS is to lead, 
strengthen and support an expanded response to 
HIV and AIDS that includes preventing transmis- 
sion of HIV, providing care and support to those 
already living with the virus, reducing the vulner- 
ability of individuals and communities to HIV and 
alleviating the impact of the epidemic. 

Further, UNAIDS provides leadership and advo- 
cacy for action, strategic information and technical 
support to guide efforts against AIDS throughout 
the world; to track, monitor and evaluate the epi- 
demic and responses to it and to mobilize resources. 


The headquarters of UNAIDS is in Geneva, Swit- 
zerland. 

For information call the National AIDS Hotline: 
(800) 342-2437. 

See also ANXIETY; COMPLEMENTARY AND ALTERNA- 
TIVE MEDICINE; ELISA TEST; EPIDEMIC; HOMEOPATHY; 
NATUROPATHY; PANIC ATTACKS AND PANIC DISORDER; 
SEXUALLY TRANSMITTED DISEASES. 
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acrophobia Fear of heights, one of the most com- 
mon phobias. Individuals who have acrophobia 
fear being on the tops of mountains or on high 
floors of buildings. They usually feel a high level of 
anxiety when approaching overlooks or rooftops. 
Some fear falling or being injured. Fears of eleva- 
tors, escalators, being on a balcony or on the steps 
of a ladder are related to acrophobia. 
See also ANXIETY DISORDERS; PHOBIA. 


ACTH See ADRENOCORTICOTROPIC HORMONE. 


acting out An uncontrolled release of aggressive, 
violent or sexual impulses to relieve anxiety or ten- 
sion through acting on impulses. The term is some- 
times applied to antisocial or delinquent behavior. 
Acting out is often more common in individuals 
who cannot express feelings verbally (alexithymia) 
or cannot stop and fantasize or anticipate the out- 
come of acting on impulses. These behaviors are 
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often seen in patients diagnosed as having antisocial 
personality disorder as adults or conduct disorders as 
children. For example, children who are abused and 
beaten at home by a parent may “act out” in school, 
bully others or show signs of extreme, uncontrolled 
aggressiveness. 

Recent research findings have shown that men 
with low breakdown metabolites of serotonin (5H 
IAA) in their spinal fluid have a higher risk for vio- 
lent, impulsive behavior, drug or alcohol abuse and 
violent suicide. 

See also DEFENSE MECHANISMS. 


activity therapy Activities for improving physical 
and mental health that may take place in a mental- 
health or long-term care setting. These diversion- 
ary activities may include art, craft projects, card 
games, choral singing, musical participation, dance, 
and others and may be individualized or take place 
in groups. The goal is to enhance the intellectual, 
physical, emotional, social and spiritual well-being 
of participants. 

See ART THERAPY; COMPLEMENTARY AND ALTERNA- 
TIVE MEDICINE; DANCE THERAPY; MUSIC THERAPY; PSY- 
CHODRAMA; RECREATIONAL THERAPISTS. 


actualization The process of bringing together 
an individual’s potentialities and expressing them 
in concrete form. Actualization (also known as 
self-actualization) is the ability to transform one’s 
potentials into accomplishments. In a world preoc- 
cupied with intellectual and artistic potential, it is 
common to see pressured young people fear fail- 
ure, avoid hard work and thus fail to reach their 
potential. Actualization is also known as actualiza- 
tion therapy. 
See also PSYCHOTHERAPIES. 


acupressure Sometimes referred to as acupunc- 
ture without needles, acupressure embraces the 
same concepts of energy flow and point stimula- 
tion as the original science but uses the pressure of 
the therapist’s fingers for point stimulation. Acu- 
pressure is used by many people for relief of physi- 
cal symptoms as well as anxieties. Acupressure is 


thought to combine the science of acupuncture 
with the power of the healing touch and has been 
most widely used for pain control. 

In Eastern medicine, acupressure is helpful in 
conditions where the body’s energy balance has 
been upset by a variety of physical and/or emo- 
tional stresses. Because it is an extremely gentle 
technique, acupressure is sometimes used by indi- 
viduals who are fearful of needles. 

See also ACUPUNCTURE; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; SHIATSU. 


acupuncture A practice of inserting hair-thin 
needles into specific body points to improve health 
and well-being, a traditional method originated in 
China more than 2,000 years ago as a component 
of Chinese medicine. It is based on theories about 
the body’s “vital energy” (chi), which is said to 
circulate through meridians along the surfaces of 
the body. The theory holds that illness and disease 
result from imbalances in vital energy that can be 
remedied when therapy is applied to certain points 
along the meridians. The goal of acupuncture is to 
rebalance the flow of energy, promote health and 
prevent future imbalances that lead to physical and 
mental ill health. 

According to a survey conducted in 2002 by the 
U.S. Centers for Disease Control and Prevention 
(CDC), the practice had been used by 8.2 million 
American adults, and an estimated 2.1 million U.S. 
adults had used acupuncture in the previous year. 
The report from a Consensus Development Confer- 
ence on Acupuncture held at the National Institutes 
of Health (NIH) in 1997 stated that acupuncture is 
being “widely” practiced, by thousands of physi- 
cians, dentists, acupuncturists and other practitio- 
ners, for relief or prevention of pain and for various 
other health conditions. 

The U.S. Food and Drug Administration (FDA) 
approved acupuncture needles for use by licensed 
practitioners in 1996. The FDA requires that sterile, 
nontoxic needles be used and that they be labeled 
for single use by qualified practitioners only. 

Acupuncture has been used in clinics to help 
with substance abuse disorders through detoxifica- 
tion, to relieve anxiety, to treat attention deficit and 
hyperactivity disorder in children, to reduce symp- 
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toms of depression and to help people with physical 
ailments such as backaches and osteoporosis. 


Finding an Acupuncturist 

An acupuncture practitioner who is licensed and 
credentialed is the best choice. About 40 states have 
established training standards for acupuncture cer- 
tification, but states have varied requirements for 
obtaining a license to practice acupuncture. Proper 
credentials indicate that the practitioner has met 
certain standards to treat patients with acupunc- 
ture techniques. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; SUBSTANCE ABUSE. 


acute dystonia See DYSTONIC REACTION. 


Adapin Trade name for the generic drug doxepin, 
a tricyclic antidepressant. 
See also ANTIDEPRESSANT MEDICATIONS. 


adaptation The process by which an individual 
combines personal changes with alterations of the 
external environment. For example, a newcomer 
to a country learns to alter patterns of socializa- 
tion, based on the need to learn a new language. 
Individuals who are better able to adapt have fewer 
episodes of depression and anxiety. 

Since we all face severe stress and adversity at 
times, the ability to adapt is important in regard 
to how life turns out. It has been shown that indi- 
viduals who demonstrate the ability to adapt well 
have qualities of being able to suppress worry about 
ongoing stress while addressing immediate issues 
and being able to maintain a sense of humor or 
perspective under stress. Self-esteem also helps a 
person adapt. 

See also SELF-ESTEEM; STRESS. 


adaptive behavior scale A test developed by the 
American Association of Mental Deficiency for 
assessing the effectiveness of mental retardates in 
coping with environmental demands. Observers 
provide information on 10 behavior factors, such as 


independent functioning, language development, 
physical development and socialization, as well as 
maladaptive behaviors such as withdrawal, hyper- 
activity and destructive behavior. 

See also MENTAL RETARDATION. 


addiction Psychological dependence on the use 
of a chemical substance or activity. Some individu- 
als develop addictions to alcohol, caffeine, tobacco, 
narcotics and some sedatives, many of which are 
prescribed by physicians. Other individuals develop 
addictions to gambling, stealing or sexual activity. 

The term “substance abuse” or “substance 
dependence” has largely replaced the word “addic- 
tion” when referring to drug dependence. 

Criteria for addiction are a compulsive crav- 
ing leading to persistent use or repeated actions, a 
need to increase the dose or level of activity due 
to increasing tolerance, and possibly acute with- 
drawal symptoms if the drug is reduced or with- 
drawn abruptly, depending on the drug involved 
(e.g., alcohol, narcotics, barbiturates). Withdrawal 
symptoms alone do not necessarily imply addiction. 
However, physical dependence can develop with 
prolonged use of a drug (e.g., morphine for pain). 
Psychological dependence can involve a loss of con- 
trol of the substance use and a tendency to orient 
behavior or life priorities toward obtaining the drug 
or pursuing the addictive behavior. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
ANXIETY; NARCOTIC DRUGS; RESOURCES; SEDATIVE 
DRUGS; SUBSTANCE ABUSE. 


Hofler, Dagmar Zimmer, and Martien Kooyman. “Attach- 
ment Transition, Addiction and Therapeutic Bonding: 
An Integrative Approach.” Journal of Substance Abuse 
Treatment 13, no. 6 (November—December 1996): 
511-519. 


addictive personality A personality pattern char- 
acterized by strong tendencies to become psycho- 
logically and physically dependent on one or more 
substances, such as alcohol and tobacco, or activi- 
ties, such as sexual encounters. The existence of this 
as a specific personality type or disorder has been 
questionable, and it is not an officially accepted 
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diagnostic term in the Diagnostic and Statistical Man- 
ual of Mental Disorders, (4th ed., rev.). 

See also DIAGNOSTIC AND STATISTICAL MANUAL OF 
MENTAL DISORDERS. 


additive effect A term used when two drugs are 
taken together and the result is equal to the sum of 
the two separate effects. Two drugs given for differ- 
ent purposes may have additive side effects, such as 
taking a tricyclic antidepressant from one doctor and 
an antihistamine drug for allergies from another. 
Both have additive anticholinergic side effects. 
See also ACETYLCHOLINE. 


ADHD See DEVELOPMENTAL DISORDERS. 


adjustment disorders Clinically significant emo- 
tional or behavioral symptoms in response to an 
identifiable psychosocial stressor or stressors. The 
stressor may be a single event, such as ending a 
romantic relationship, or multiple stressors, such 
as marked business problems as well as marital 
problems. Symptoms develop within three months 
after the onset of the stressor or stressors. The sig- 
nificance of the reaction is in excess of what would 
be expected given the nature of the stressor, or by 
significant impairment in social, occupation or aca- 
demic functioning. 

Stressors may be recurrent, such as seasonal 
business crises, or continuous, such as living in a 
crime-ridden area. Stressors may affect one indi- 
vidual, an entire family, or a larger community, in 
the case of a natural disaster. 

The American Psychiatric Association character- 
izes adjustment disorders according to the predomi- 
nant symptoms: 


Adjustment disorder with depressed mood 

Adjustment disorder with anxiety 

Adjustment disorder with mixed anxiety and 
depressed mood 

Adjustment disorder with disturbance of conduct 

Adjustment disorder with disturbance of emotions 
and conduct 

Adjustment disorder: unspecified 


Symptoms of adjustment disorder may be either 
acute or chronic. If symptoms of adjustment disor- 
ders last more than six months, they may meet the 
criteria for other disorders, such as major depres- 
sion, dysthymia or generalized anxiety disorder. 

See also ANXIETY DISORDERS; DEPRESSION; DYSTHY- 
MIC DISORDER. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 


Adler, Alfred (1870-1937) An Austrian psychia- 
trist and the first disciple of Sigmund Freud to 
break away and form his own school. Known as 
individual psychology, Adler’s theory is based on 
the idea that human beings are governed by a con- 
scious drive to express and fulfill themselves. It also 
included concepts such as striving for superiority, 
feelings of inferiority, the inferiority complex, com- 
pensation and overcompensation and the creative 
development of an individual style incorporating 
both personal and social goals. 

See also FREUD, SIGMUND; INFERIORITY COMPLEX; 
PSYCHOLOGY. 


adolescent depression See DEPRESSION. 


adolescents See CHILDREN, ADOLESCENTS AND YOUTH. 


adolescent suicide See SUICIDE. 


adoption A legal proceeding that permits indi- 
viduals to take a child into their family and raise 
him or her as their own child. Adoption is a lifetime 
commitment with lifelong challenges and rewards. 
Many states offer or even require training sessions to 
help prospective adoptive families learn about adop- 
tion and prepare for the needs of their adoptive chil- 
dren. There are many options regarding adoptions, 
including public, private or international adoption. 
Each type of adoption has different requirements, 
but some issues are common to all types. 
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According to the American Society for Repro- 
ductive Medicine (ASRM) (formerly the American 
Fertility Society), many infertile couples choose 
adoption rather than infertility treatments, or they 
decide to adopt after infertility treatments have 
failed. Those who consider adoption after failed 
infertility treatments should allow time to become 
emotionally prepared to adopt. 

According to the Administration for Children and 
Families, U.S. Department of Health and Human 
Services, families seeking adoption should become 
educated about adoption. The National Adoption 
Information Clearinghouse (NAIC), a service of 
the Children’s Bureau, has comprehensive infor- 
mation. NAIC provides information, resources and 
referrals for all 50 states, the District of Columbia 
and U.S. territories. Requirements for prospective 
adoptive parents vary depending on the type of 
adoption and the agency involved. In the United 
States, agency criteria for prospective adoptive par- 
ents are often more restrictive for infant adoptions 
than for adoptions of older children, because fewer 
infants are available. Many agencies set age limits 
for prospective adoptive parents in infant adop- 
tions, and birth parents may chose younger parents 
in independent adoptions arranged without agency 
involvement. 

In intercountry adoption, each country sets 
requirements that prospective adoptive parents 
must meet to be eligible to adopt. Adoptions of 
older children and intercountry adoptions may 
offer more flexibility for older prospective adoptive 
parents. 

The ASRM advises considering characteristics 
of the child you want to adopt, such as race, age 
or special needs. This will help determine whether 
to pursue public or private agency, independent or 
international adoption. You may wish to contact 
several agencies to find the one that is right. A social 
worker will visit your home to meet you and bet- 
ter assess your physical, emotional and financial 
characteristics as potential adoptive parents, and 
may offer guidance in preparing your home for a 
new child. When a child is placed with you, the 
agency/intermediary will assist in legally filing for 
adoption. After the child has been living with you 
for a certain period of time, a social worker will visit 
your home. 


Estimates indicate that more than 1 million 
adopted children live in the United States, or over 
2 percent of all U.S. children. Between 2 and 4 
percent of American families include an adopted 
child. In 1995 about 500,000 women were seeking 
to adopt a child, and 100,000 had applied with an 
agency. The same year, an estimated 1.3 percent 
of women adopted one or more children, a decline 
from 2.1 percent in 1973. 

In 1992 (the last year national adoption totals 
were gathered) approximately 127,000 children 
were adopted through international, foster care, pri- 
vate agency, independent and step-parent adoption. 
Throughout the 1990s about 120,000 children were 
adopted each year. Stepparent adoptions accounted 
for an estimated 41 percent of all adoption, and fos- 
ter care adoptions accounted for 15 percent. 

Historically, there have been dramatic fluctua- 
tions in annual numbers of adoptions. For exam- 
ple, in 1944 there were 50,000 adoptions; in 1970 
there were 175,000. In 1992, the last year for which 
reliable numbers are available, there were almost 
127,000 adoptions in the U.S. 

Foster care adoption is the adoption of children in 
state care for whom reunification with their birth 
parents is not possible for various reasons. It is 
arranged by a child welfare agency or by private 
agent under contract with the states. Children may 
be adopted by their foster parents; adoption from 
foster care has increased in recent years in response 
to the 1997 Adoption and Safe Families Act (ASFA), 
which mandates that states encourage placing chil- 
dren with permanent families. 

In 2003, the latest year for which totals have 
been finalized, according to the U.S. Department 
of Health and Human Services, Administration for 
Children and Families, there were 523,000 children 
in foster care in the United States. Twenty-two 
percent of these children, 127,000 children, were 
available for adoption. The number of children 
entering foster care was 297,000 in 2003. Nearly 
60 percent of the children who exited foster care in 
1999 were reunited with their birth parents. About 
one-fifth were adopted or placed with a permanent 
guardian. 

In 2003 there were 119,000 children in the 
U.S. waiting to be adopted. Foster care adoptions 
increased 78 percent from 1996 to 2000. In 2003 
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50,000 children from foster care were adopted. 
Children in foster care may wait years for adoptive 
placement. Courts must terminate the birth parents’ 
parental rights, making the children legally eligible 
for adoption. Children wait again for an adoptive 
placement and wait for the legal adoption process 
to be completed. Some wait as long as three to four 
years for completion of the process. States with the 
highest number of adoptions are states with larger 
populations. In 1992 California led with 14,770 
adoptions. New York was second with 9,570, and 
Texas third with 8,235. 

Many children in foster care have physical and or 
psychological problems as a result of prenatal expo- 
sure to alcohol or drugs, neglect or abuse. Thirty 
to 40 percent of children in the child welfare sys- 
tem have physical health problems, and many have 
significant psychiatric and behavioral disorders. A 
2000 Department of Health and Human Services 
report found that children in foster care are more 
likely than other groups of Medicaid children to use 
mental health services. 

Private adoption can be arranged through an agency 
or through independent adoption. In private agency 
adoption, children are placed through a nonprofit 
or for-profit agency that is licensed by the states. 
In independent adoption, children are placed with 
adoptive parents by birth parents directly or with the 
help of a facilitator, such as an attorney. 

The number of infants available for private adop- 
tion in the United States has declined dramatically 
since the late 1980s. Reasons include many fac- 
tors, such as increased access to contraception, the 
legalization of abortion and changed social views 
regarding unmarried parenting. 

Agencies look at prospective adoptive parents for 
stability, a positive attitude toward adoption and a 
good marital relationship. Adoption agencies try to 
avoid parents who wish to adopt to solve their own 
marital difficulties or who have unrealistic attitudes 
about adoption. 

Open adoption. There is increasing openness 
about adoption. In many agency adoptions and in 
virtually all independent adoptions, birth parents 
are actively involved in selecting the adoptive fami- 
lies for their children. It has become more common 
for birth and adoptive families to have some direct 
contact after placement. The degree of openness 


varies. Some may meet before the adoption is final- 
ized and have no further contact, or families may 
maintain a level of ongoing contact throughout the 
child’s life, such as exchanging photos or letters or 
having face-to-face meetings. These situations can 
result in psychological stress for all involved, par- 
ticularly the child. Counseling is often helpful. 

Some adoptees seek out their birth parents after 
becoming adults. Most states have sealed adoption 
records, but adoptees sometimes can go through 
courts or contact their birth parents with the help 
of agencies acting as go-betweens to determine if 
birth parents wish to make contact with their chil- 
dren. Some adoptive parents are distressed and feel 
threatened when their grown children wish to con- 
tact their birth parents, while others are delighted 
to see the birthparents reunite with the children. 

A difficult-to-place group of adoptive children is 
older children who have memories and scars from 
earlier experiences. These children are the most 
likely to be among the 20 to 25 percent of adopted 
children who develop mental health needs that 
require professional help. 

An extremely difficult situation arises when 
adoptive parents feel that they must return a child 
to the adoption agency because of behavior or phys- 
ical problems that manifest themselves after the 
adoption that they cannot handle. Approximately 
1,000 children per year are returned to agencies for 
these reasons. Some parents have accused agencies 
of hiding factors from them that, if known, would 
have kept them from adopting. 

International adoptions are usually arranged 
through adoption agencies, and adoptions are final- 
ized abroad or in the United States, depending on 
the laws of the country where the child resided. 
Almost half of children adopted internationally are 
less than five years old, compared with two percent 
of children adopted from foster care. 

Between 1971 and 2001 U.S. citizens adopted 
265,677 children from other countries, according 
to the U.S. Department of State. War and its after- 
math are two common factors leading countries to 
allow their children to be adopted. Social upheaval 
and poverty have been major elements in adoptions 
of children from Latin America, the former Soviet 
Union and Eastern Europe. In China government 
population-control policies contribute to abandon- 
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STRUCTURE OF ADOPTIVE FAMILIES 





Married couple 67% 
Unmarried couple 2% 
Single female 28% 
Single male 3% 





ment of infant girls and overcrowded orphanages, 
factors in the government’s decision to facilitate 
international adoptions. 

Adoptions from Russia have grown significantly 
since the Soviet Union dissolved. In 2001 13 times as 
many children were adopted from Russia as in 1992, 
when it was declared independent. Guatemala leads 
Central and South America in adoptions. 

Transracial adoption refers to children who are 
placed with an adoptive family of another race or 
ethnicity. The new families face unique cultural 
issues. An estimated 15 percent of the 36,000 adop- 
tions from foster care in 1998 were transracial or 
transcultural. 


National Adoption Information Clearinghouse 
(NAIC) 

The National Adoption Information Clearinghouse 
(NAIC) was established by Congress in 1987 to 
provide free information on all aspects of adop- 
tion. The clearinghouse maintains many search- 
able databases, including journal articles and books 
related to adoption, lists of organizations dealing 
with adoption issues, support groups and relevant 
conferences and events. The NAIC Web site pro- 
vides comprehensive information on domestic and 
intercountry adoption. 

See also INFERTILITY. 


adrenal cortex The outer layer of the adrenal 
gland. The adrenal cortex is the source of several 
hormones, including androgens, glucocorticoids 
and mineral corticoids. Functions of the adrenal 
cortex are controlled by adrenocorticotropic hor- 
mone (ACTH), a hormone secreted by the pituitary 
gland especially under conditions of physiological 
and extreme psychological stress. Excessive produc- 
tion of one or more of the hormones of the adrenal 
cortex is known as adrenal-cortical hyperfunction. 
Some types of severe depression, including those 


that may result in suicide if not treated, show evi- 
dence of adrenal hyperfunction. 

Recently, animal studies have shown evidence 
that prolonged stress-related adrenal hyperfunc- 
tion can be associated with cell death in an area of 
the brain called the hippocampus, which regulates 
adrenal stress response and is essential for recent 
memory and learning. There is suggestive evidence 
that this process might occur in humans under con- 
ditions of prolonged severe stress (e.g., torture and 
severe depression). 


adrenal gland A small organ above the kidney 
that secretes several hormones. The medulla and 
the cortex are the two important parts of the gland. 
The adrenal medulla secretes two hormones, epi- 
nephrine (or adrenaline) and norepinephrine (or 
noradrenaline). The adrenal gland is also known as 
suprarenal gland. 
See also ADRENAL CORTEX. 


adrenaline A hormone (also known as epineph- 
rine) secreted by the central, or medullary, portion 
of the adrenal gland that produces an increase in 
heart rate, a rise in blood pressure and a contrac- 
tion of abdominal blood vessels. These sympathetic 
changes can be reversed by activation of the para- 
sympathetic system. 

See also ADRENAL GLAND; EPINEPHRINE; NEURO- 
TRANSMITTERS. 


adrenergic blocking agents Agents that inhibit 
some responses to adrenergic, or adrenaline-like 
(energizing), nerve activity. The term “adrenergic 
blocking agent” (a.b.a.) also applies to drugs that 
block action of the neurotransmitters epinephrine 
and norepinephrine. A.b.a.s are selective in action 
and are classed as alpha a.b.a.s (alpha blockers or 
alpha-receptor blocking agents) and beta a.b.a.s (beta 
blockers or beta-receptor blocking agents), depending 
on which types of adrenergic receptors they affect. 
Medications for some mental disorders may involve 
both alpha blockers and beta blockers, although the 
beta blockers are used primarily for certain forms of 
anxieties, such as test taking, performance and public 
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speaking. Some beta blockers may produce depres- 
sion as a side effect. 
See also ADRENERGIC DRUGS; ADRENERGIC SYSTEM. 


adrenergic drugs Substances that stimulate activ- 
ity of adrenaline (epinephrine) or mimic its func- 
tions and produce stimulation of the central nervous 
system. Adrenergic agents are produced naturally 
in plants and animals but can also be developed 
synthetically. Adrenergic drugs (a.d.s) are part of 
a group of sympathomimetic amines that includes 
ephedrine, amphetamines and isoproterenol. 

See also ADRENERGIC BLOCKING AGENTS; ADRENER- 
GIC SYSTEM. 


adrenergic system Part of the autonomic nervous 
system, including receptor sites, that is influenced 
by adrenergic drugs, which stimulate the activity of 
epinephrine or mimic its functions. 

See also ADRENERGIC BLOCKING AGENTS; ADRENER- 
GIC DRUGS. 


adrenocorticotropic hormone (ACTH) A_ sub- 
stance secreted by the pituitary gland to control the 
release of steroid hormones from the adrenal cor- 
tex; ACTH is also known as corticotropin. 

See also PITUITARY GLAND. 


advantage by illness The benefit or relative satis- 
faction a sick person gains from being ill. Sigmund 
Freud differentiated between primary and secondary 
advantages, or gains, of illness. In primary advan- 
tage, the psychic mechanism is preserved because 
inaction and withdrawal lower anxiety and avoid 
the emergence of possibly destructive impulses. In 
secondary advantage, the individual consciously or 
unconsciously perceives an environmental gain, 
such as sympathy and attention from family mem- 
bers, removal of responsibilities or possible failures 
and avoidance of frightening situations. 

See also ANXIETY; FREUD, SIGMUND; SECONDARY 
GAIN. 


affect Mood, or inner feelings at a particular 
moment. The word affect is often used to describe 


the mood as perceived by another person. One 
whose mood does not change, is not excited or 
angered by any stimuli, is said to have flattened 
affect (affective flattening). 

See also AFFECTIVE DISORDERS. 


affective disorders Affective disorders (also 
known as mood disorders) involve changes in 
affect, a term that means mood or emotion. An 
affective disorder usually is a mood disturbance 
intense enough to warrant professional attention. 
One who has an affective disorder may have feel- 
ings of extreme sadness or intense, unrealistic ela- 
tion with the disturbances in mood that are not due 
to any other physical or mental disorder. 

A disorder of the thought processes is not com- 
monly associated with affective disorders; however, 
if the affective disorder becomes intense, there may 
be changes in thought patterns that will be some- 
what appropriate to the extremes of emotion the 
person perceives. 

Affective disorders differ from thought disorders, 
as schizophrenic and paranoid disorders are pri- 
marily disturbances of thought, although individu- 
als who have those disorders may also have some 
distortion of affect. 

Death rates for depressed individuals seem to 
be about 30 times as high as in the general popu- 
lation because of the higher incidence of suicide. 
Manic individuals also have a high risk of death, 
because of physical exhaustion, neglect of proper 
precautions to safeguard health or accidents (with 
or without alcohol as a contributing factor). 

Historically, there have been descriptions of 
mood disorders in the early writings of the Egyp- 
tians, Greeks, Hebrews and Chinese. Descriptions of 
mood disorders appear in the works of Shakespeare, 
Dostoyevsky, Poe and Hemingway. Many historical 
figures have suffered from recurrent depression, 
including Churchill, Freud, Dostoyevsky, Moses, 
Queen Victoria, Lincoln and Tchaikovsky. 

Affective disorders, or mood disorders, can be 
subcategorized as major depression and bipolar 
disorders. These disorders can be acute or chronic, 
and both show symptoms by changes in the bio- 
logic, psychological and sociological functioning of 
the individual. In some individuals, bipolar disor- 
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ders and depressive disorders occur according to a 
seasonal pattern, with a regular cyclic relationship 
between the onset of the mood episodes and par- 
ticular seasons. 

A mood syndrome (depressive or manic) is a 
group of associated symptoms that occur together 
over a short duration. For example, major depres- 
sive syndrome is defined as a depressed mood or loss 
of interest, of at least two weeks’ duration, along 
with several associated symptoms, such as difficulty 
concentrating and sleeping, fatigue, hopelessness, 
loss of pleasure and weight loss or gain with sui- 
cidal thoughts sometimes present. 

A mood episode (major depressive, manic or 
hypomanic) isa mood syndrome not due to a known 
organic factor and not part of anonmood psychotic 
disorder such as schizophrenia, schizoaffective dis- 
order or delusional disorder. Psychiatrists diagnose 
a mood disorder by the pattern of mood episodes. 
For example, the diagnosis of major depression, 
recurrent type, is made when an individual has had 
one or more major depressive episodes without a 
history of a manic or hypomanic episode. 


Manic Episodes 

Manic episodes are distinct periods during which 
the individual experiences a predominant mood 
that is either elevated, expansive or irritable. Such 
individuals may have inflated self-esteem, increased 
energy, accelerated and loud speech, flight of ideas, 
distractibility, grandiose delusions and decreased 
need for sleep. The disturbance may cause marked 
impairment in working, social activities or relation- 
ships; an episode may require hospitalization to 
prevent harm to themselves or others. There may 
be rapid shifts of mood, with sudden changes to 
depression or anger. The mean age for the onset of 
manic episodes is in the early twenties, but many 
new cases appear after age 50. 


Hypomanic Episodes 
These are mood disturbances less severe than 
mania but sometimes severe enough to cause 
marked impairment in judgment, financial, social 
or work activities. Such episodes may be associ- 
ated with increased energy and activity, exagger- 
ated self-confidence, hypertalkativeness, euphoria 
and increased sense of humor. Hypomanic episodes 


may be followed by depressions of moderate to 
great severity. 


Major Depressive Episodes 

Major depression affects approximately 10 percent 
of the adult population. A major depressive epi- 
sode includes either depressed mood (in children 
or adolescents, irritable mood) or loss of interest or 
pleasure in all, or almost all, activities for at least 
two weeks. Symptoms persist in that they occur 
for most of the day, nearly every day, during at 
least a two-week period. Associated symptoms may 
include feelings of worthlessness or excessive or 
inappropriate guilt, difficulty concentrating, rest- 
lessness, inability to sit still, pacing, handwringing, 
appetite disturbance, change in weight, sleep dis- 
turbance, decreased energy and recurrent thoughts 
of death or of attempting suicide. 

Depressive episodes are more common among 
females than among males. The average age of 
onset of depressive episodes is in the late twenties, 
but a major depressive episode may begin at any 
age. Studies of depression show an earlier age at 
onset of depression among younger people, sug- 
gesting the rate of depressive disorders may be ris- 
ing in successively younger-aged groups. 


Bipolar Disorders 
Bipolar disorders (episodes of mania and depres- 
sion) are equally common in males and females. 
Bipolar disorder seems to occur at much higher 
rates in first-degree biologic relatives of people with 
bipolar disorder than in the general population. 


Cyclothymia 
In this condition, there are numerous periods of 
hypomanic episodes and numerous periods of 
depressed mood or loss of interest or pleasure that 
are not severe enough to meet the criteria for a 
bipolar disorder or a major depressive episode. 


Dysthymia 
In dysthymia, there is a history of a depressed mood 
for at least two years that is not severe enough to 
meet the criteria for a major depressive episode. 
This is a common form of depression, and one 
who has this condition may have periods of major 
depressive episodes as well. 
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Causes of Affective Disorders 


There are many explanations for affective disor- 
ders, including psychoanalytic theory, interper- 
sonal theory, cognitive theory, behavioral theory, 
learned helplessness theory and genetic theory. 
These theories have common points of focus that 
can be roughly categorized as biologic, psychosocial 
and sociocultural. 

Personality characteristics of some individuals 
predispose them to affective disorders, such as lack 
of self-esteem and negative views of themselves 
and of the future. A stressful life event for some 
individuals activates previously dormant nega- 
tive thoughts. Individuals who become manic are 
generally ambitious, outgoing and energetic, care 
what others think about them and are sociable 
before their episodes and after remission. However, 
depressive individuals appear to be more anxious, 
obsessive and self-deprecatory. They often are 
prone to feelings of self-blame and guilt. Depressed 
individuals tend to interact with others differently 
than manics do. For example, some manic individ- 
uals dislike relying on others and try to establish 
social roles in which they can dominate others. On 
the other hand, depressed individuals take on a role 
of dependency and look to others to provide sup- 
port and care. 

Feelings of a loss of hope and helplessness are 
central to most depressive reactions. In severe 
depression, “learned helplessness” may occur, in 
which the individual sees no hope and gives up try- 
ing to cope with his or her situation. 

There seems to be a hereditary predisposition, 
because incidence of affective disorders is higher 
among relatives of individuals with clinically 
diagnosed affective disorders than in the general 
population. There has been considerable research 
during the 1970s and 1980s to explore the view that 
depression and manic episodes both may arise from 
disruptions in the balance of levels of brain chemi- 
cals called biogenic amines. Biogenic amines serve 
as neural transmitters or modulators to regulate the 
movement of nerve impulses across the synapses 
from one neuron to the next. Two such amines 
involved in affective disorders are norepinephrine 
and 5-hydroxytryptamine (serotonin). Some drugs 
are known to have antidepressant properties and 
biochemically increase concentrations of one or the 
other (or both) of these transmitters. 


In many individuals, psychosocial and biochem- 
ical factors work together to cause affective disor- 
ders. For example, stress has been considered as a 
possible causative factor in many cases. Stress may 
also affect the biochemical balance in the brain, at 
least in some predisposed individuals. Some indi- 
viduals experience mild depressions following sig- 
nificant life stresses, such as the death of a family 
member. Other major life events may precipitate 
changes in mood, such as those involving reduced 
self-esteem, physical disease or abnormality or 
deteriorating physical condition. 


Treatment 

A variety of treatments, including behavioral ther- 
apy and drugs, are used to treat affective disorders. 
Some behavioral approaches, known as cognitive 
and cognitive-behavioral therapies, include efforts 
to improve the individual's thoughts and beliefs 
(implicit and explicit) that underly the depressed 
state. Therapy includes attention to unusual stress- 
ors and unfavorable life situations and observing 
recurrences of depression. 

See also AGORAPHOBIA; ALCOHOLISM AND ALCOHOL 
DEPENDENCE; ANTIDEPRESSANT MEDICATIONS; BIPO- 
LAR DISORDER; DEPRESSION; LEARNED HELPLESSNESS; 
LEARNED OPTIMISM; MANIC-DEPRESSIVE DISORDER; 
PHOBIA; SEASONAL AFFECTIVE DISORDER; SUICIDE. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., Washington, D.C.: 
1994. 

Fawcett, Jan, Bernard Goldin, and Nancy Rosenfeld. New 
Hope for People with Bipolar Disorder. Roseville, Calif.: 
Prima Publishing, 2000. 


affective flattening (blunting) A behavior pattern 
involving a lack of emotional expression, reactiv- 
ity and feeling. The individual may fail to smile or 
laugh when prompted, fails to show normal vocal 
emphasis patterns, acts “wooden” and does not use 
hand gestures or body position as an aid to express- 
ing ideas. Such behavior is also seen in the neuro- 
logic disorder Parkinson’s disease. It can also be a 
symptom of severe hypothyroidism (myxedema). 
Affective flattening can be evaluated by a mental 
health professional by observation of the individu- 
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al’s behavior and responsiveness during a routine 
interview. Some aspects of behavior may be affected 
by drugs, because side effects of some neuroleptics 
may lead to a masklike facial expression and dimin- 
ished movements (pseudo-Parkinsonism). How- 
ever, other aspects of mood, such as responsivity and 
appropriateness, are usually not so affected. Affec- 
tive flattening is sometimes referred to as blunting. 
Affective flattening may develop in the psychiatric 
disorder schizophrenia or major depression. 
See also AFFECTIVE DISORDERS; DEPRESSION. 


affirmation An affirmation (self-affirmation) is 
a positive self-statement. Affirmations help many 
individuals change negative feelings to more posi- 
tive ones. They help the individual break the stress- 
tension cycle. Affirmations are stated in a positive 
framework, such as “I feel great after exercising” or 
“I have a lot to offer” rather than “I won’t just sit 
around so much.” These are stated in the present 
tense, rather than future tense, and are repeated 
three to five times during daily relaxation practice 
sessions or other times frequently throughout the 
day. Individuals who benefit from affirmations 
imagine doing what they say in as much detail 
and with as much pleasure as possible. Affirma- 
tion statements often include the words “I can” 
or “I am” and are used by individuals to improve 
self-esteem and self-confidence, break the cycle of 
codependency and overcome addictions. 
See also SELF-ESTEEM. 


McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1991. 


agape (agapism) In psychoanalytic terms, agape 
involves the practice of erotic love of the body and 
also feelings of tenderness and protectiveness for 
the traits, gestures or speech of another person. 

The term is derived from the Greek word agape, 
referring to unselfish, spiritual love of one person 
for another with no sexual implications. In Chris- 
tian tradition, agape also encompasses the love of 
God for humankind, as well as the love of human- 
kind for God. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


age-associated memory impairment See FORGET- 
TING; MEMORY. 


age discrimination See AGING. 


aggression A general term for a variety of behav- 
iors that appear outside the range of what is socially 
and culturally acceptable. Aggression includes 
extreme self-assertiveness, social dominance to the 
point of producing resentment in others and a 
tendency toward hostility. Individuals who show 
aggression may do so for many reasons, including 
frustration, as a compensatory mechanism for low 
self-esteem, lack of affection, hormonal changes 
or illness. Aggression may be motivated by anger, 
over competitiveness, or directed toward harming 
or defeating others. 

An individual with aggressive personality may 
behave unpredictably at times. For example, such 
an individual may start arguments inappropriately 
with friends or members of the family and may 
harangue them angrily. The individual may write 
letters of an angry nature to government officials or 
others with whom he has some quarrel. 

Hormonal differences account for some aggres- 
sion because excessive androgens, the male sex 
hormones, seem to promote aggression (e.g., the 
use of androgenic steroids to promote development 
of muscle mass in athletes). 

Some psychiatric conditions occasionally are 
associated with aggression. These include antisocial 
personality disorder, schizophrenia and mania. 
The abuse of amphetamines, alcohol, PCP (“Angel 
dust”), cocaine and androgenic steroids (such as 
weight lifters use) is even more frequently associ- 
ated with violent behavior. Other medical causes 
include temporal lobe epilepsy, hypoglycemia and 
confusion due to illness. 

Individuals who are continuously aggressive 
may show changes in brain-wave patterns in elec- 
troencephalograms (EEG). 
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The opposite of aggression is passivity. The term 
“passive aggression” relates to behavior that seems 
to be compliant but in which “errors, mistakes 
or accidents” for which no direct responsibility is 
assumed result in difficulties or harm to others. 
(A passive-aggressive person might say, “Gee, I’m 
sorry, I didn’t mean to ruin all your work.”) Pat- 
terns of behavior such as making “mistakes” that 
harm others are considered “passive aggressive.” 

See also PASSIVE-AGGRESSIVE PERSONALITY DIS- 
ORDER. 


aggressive behavior See AGGRESSION; 
AGGRESSIVE PERSONALITY DISORDER. 


PASSIVE- 


aging Mental and neurological illnesses, depres- 
sion and Alzheimer’s disease are more common in 
older adults than younger people. Alzheimer’s dis- 
ease is the most common cause of dementia among 
people age 65 and older, affecting an estimated four 
million Americans. 

In 2005 the average person in the U.S. lived for 
nearly 78 years. According to the Administration on 
Aging, U.S. Department of Health and Human Ser- 
vices, in 2004 there were 35.9 million persons 65 
years or older, of whom three in five were women. 
The over-65 population represented 12.3 percent 
of the entire U.S. population, or one of every eight 
Americans. By 2030 there will be about 71.5 mil- 
lion older persons, or twice their number in 2000. 
In 2003 there were over 50,630 persons aged 100 
or more. 

Life expectancy continues to increase. In 2002 
persons reaching age 65 had an average life expec- 
tancy of an additional 19.5 years for females and 
16.6 years for males. A child born in 2002 could 
expect to live 77.3 years, about 30 years longer 
than in 1900. 

Although advances in medical technology enable 
people to live longer, chronic illnesses such as 
heart disease and cancer have a greater impact on 
the aging population. Many older adults undergo 
major lifestyle changes, including retirement and 
possible relocation and the death of spouses, friends 
and sometimes even children. For some people, 


such life-changing events may lead to depression 
and may worsen existing mental and physical ill- 
nesses. Some older adults have financial difficulties, 
find traveling difficult, and feel physically isolated 
from family and friends. These factors can lead to a 
decline in their mental health. 

According to the Canadian Mental Health Asso- 
ciation, effective coping with such changes includes 
lifestyle changes, an ability to expect and plan for 
change, and strong relationships with surviving 
family and friends and a willingness to stay involved 
with life and seek out new social contacts. 

Retirement from work is a major mental health 
challenge for many people whose source of identity 
was their profession or job. People miss the daily 
contact with friends from work. However, retire- 
ment is a good time to renew neglected friendships 
and interest in hobbies and enjoyable activities. 
Boredom and lack of motivation affects many older 
adults who lack goals and a sense of mastery. The 
highest suicide rates in the U.S. are found in white 
men over age 85. 


Age Discrimination (Agism) 

Agism refers to discrimination against someone 
because of his or her age, particularly middle-aged 
or elderly people. Victims of agism may experience 
challenges to their good mental health because 
of this unwarranted prejudice. While there may 
be some special challenges while growing older, 
assumptions should not be made about a person’s 
abilities or needs based on age alone. Agism is par- 
ticularly an issue in employment, and while it is 
illegal in the U.S. to discriminate because of age, 
many working people find themselves in situations 
in which they believe they are not being hired or 
they are released from employment because they 
are much older than their bosses or coworkers. 

In a study at Kent University in England, more 
people (29 percent) reported suffering age discrimi- 
nation than any other form of discrimination. Inter- 
views indicated that from age 55 onward, people 
are nearly twice as likely to have experienced age 
prejudice than any other form of discrimination. 
Nearly 30 percent of people in that study believed 
that there is more prejudice against the old than 
there was five years ago and that this will continue 
to worsen. One-third of people think that the demo- 
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graphic shift toward an older society will make life 
worse in terms of standard of living, health and 
security. The data also indicated that those with- 
out intergenerational friendships were more likely 
to hold negative beliefs about the competence of 
people over 70. The study concluded that positive 
relationships across the generations are important 
for combating stereotypes. 


Aging Memory 

Many people experience “senior moments” when 
they cannot quickly recall a name or number they 
know well. Many people think this phenomenon is 
a factor of brain overload, or of just accumulating 
too much information throughout life. However, 
according to a study at the University of California, 
Berkeley, inability to ignore distractions is the main 
reason that older people have memory problems. 
Using brain scans, researchers examined abilities 
to concentrate in adults ages 19-30 and 60-77. 
Results indicted that the older people had no prob- 
lems focusing on relevant information but could 
not effectively shut out competing distractions. The 
young subjects were able to suppress brain activity 
in areas that process information irrelevant to the 
memory task, but on average, the older adults were 
unable to suppress such distracting information. 


Aging Industry 

Because of a preoccupation to look younger, older 
adults are increasingly turning to the use of numer- 
ous antiaging products and cosmetic surgery. Many 
people go to great lengths to reduce wrinkles and 
sagging skin. According to Time Style @ Design (Fall 
2005), antiaging products and skin care are the 
fastest-growing segment of the $200 billion-plus 
global beauty industry. 


Planned Communities for Older Adults 


Many older adults in the United States choose to 
move into planned communities that give them 
opportunities for safe housing, social connections, 
exercise activities and health care. Active lifestyle 
communities enable older adults to remain in a 
familiar area or move to another type of climate and 
have surroundings conducive to healthy aging. Resi- 
dents of retirement communities have choices and 
opportunities of how to fill their days. Many such 
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Maintain friendships and relationships with others 

Make necessary lifestyle changes as circumstances 
change 

Develop goals 

Use time constructively 

Have regular health checkups 

Keep physically and mentally active 

Eat a proper diet and regular meals 

Exercise regularly as abilities permit 

Avoid excessive alcohol intake 

Do not smoke 

Wear a seat belt in cars 

Protect skin from effects of the sun 





communities have a minimum age restriction of 55, 
60 or 62 for residents. Some of these communities 
also provide health care and offer the residents peace 
of mind about receiving care when it is needed. 

See also ALZHEIMER'S DISEASE; CONTINUING CARE 
RETIREMENT COMMUNITIES; DAY CARE; DEPRESSION; 
ELDERLY PARENTS; RETIREMENT; SUICIDE; VOLUNTEERISM. 


Amos, Jonathan. “Age Prejudice ‘Ubiquitous in UK.’” 
BBC News, World Edition. September 6, 2005. Avail- 
able online. URL: http//news.bbc.co.uk/2/hi/science/ 
nature/4220228.stm. Downloaded on February 20, 
2007. 

Kahn, Ada P. Keeping the Beat: Healthy Aging through Ama- 
teur Chamber Music Playing. Evanston, Ill.: Wordscope 
Associates, 1999. 


aging parents See ELDERLY PARENTS. 


agitation Behavior that is tense and excited, with 
rapidly fluctuating levels of physical activity. It may 
be evidenced by pacing, loud and rapid speech, 
tense facial expression, cursing, wringing of hands, 
perspiration, short attention span and inability to 
concentrate or purposeless, potentially injurious 
movements. 

Agitation may be a reaction to stressful events or 
relationships or an untoward response to psycho- 
tropic medications (akathisia). Agitation can occur 
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in some mental disorders, such as schizophrenia, 
bipolar disorder, major depression, delirium and 
dementia. Agitation has been observed in other- 
wise normal individuals when exposed to a crisis 
situation, such as bereavement or natural disasters, 
in which they often experience extreme fear, isola- 
tion and sleep deprivation. 
See also AKATHISIA; ANXIETY; FEAR. 


agnosia A failure or impairment of the ability to 
recognize objects, grasp the meaning of words and 
other symbols or interpret sensory stimuli. The con- 
dition may be due to organic brain damage (strokes, 
brain tumors, brain injury) or to emotional factors, 
seen rarely in schizophrenia. Visual agnosia refers 
to an inability to respond appropriately to visu- 
ally presented material. Color agnosia refers to an 
impaired ability to select colors of the same hue, 
name colors or give the color of a specifically col- 
ored object, such as the sky. Prosopagnosia refers 
to the inability to recognize faces of people well 
known or newly introduced to the individual. Spa- 
tial agnosia includes disorders of spatial perception 
and loss of topographical memory. Auditory agno- 
sia is an impairment in recognition of nonverbal 
sound stimuli in the presence of adequate hearing. 
Agnosia for music includes tone deafness, melody 
deafness and disorders in perception of rhythm. 
Tactile agnosia is apparent in the individual who is 
unable to recognize objects by handling the objects 
without seeing them. Verbal agnosia implies the 
recognition of a word or object but the inability to 
verbalize its name (often as a result of strokes). 
See also STROKE. 


agonist A drug that affects a nerve receptor by 
binding to its surface and producing a physiological 
change. Such a change might involve stimulation 
of a neuron, causing a nerve impulse to be fired, or 
it could provide the mediation needed to inhibit a 
nerve-cell discharge. The term also refers to a con- 
tracting muscle whose action is opposed by another 
muscle. L-dopa is a dopamine-receptor agonist used 
to treat Parkinson’s disease. 
See also PHARMACOLOGICAL APPROACH. 


agoraphobia A complex syndrome characterized 
by a fear of being in public places where escape may 
be blocked or help unavailable in the event that 
embarrassing or incapacitating symptoms develop. 
Agoraphobia involves a combination of fears, such 
as being without help in stores, public transpor- 
tation and crowds. Agoraphobia involves fear of 
losing control of oneself, as in fainting or “going 
crazy.” Agoraphobia usually occurs in adults; the 
ratio of women with agoraphobia versus men is 
three to one. 

According to the National Institute of Mental 
Health, in 2001 about 3.2 million American adults 
ages 18 to 54, or about 2.2 percent of people in this 
age group in a given year, have agoraphobia. 

Agoraphobia frequently results from panic 
attacks or panic disorder. Panic attacks are either 
“out-of-the-blue attacks” or those that occur in a 
setting of anticipatory anxiety related to previ- 
ous panic attacks. They are attacks of overwhelm- 
ing anxiety, leading the victim to fear death from 
a heart attack, or loss of mental control. After 
repeated panic attacks, victims frequently develop 
a fear of crowds, enclosed places (e.g., tunnels, air- 
planes) and even leaving home; they are afraid that 
a repeat panic attack might occur. Panic anxiety is 
the most severe form of anxiety, and individuals 
suffering from panic attacks may exhibit suicidal 
impulses as an escape from this torment. There 
are successful pharmacologic and psychotherapeu- 
tic treatments for panic attacks and agoraphobia, 
which develops after panic attacks. 

Many agoraphobics are socially disabled because 
they cannot travel to visit friends, work or shop. 
Many refuse invitations and often make excuses for 
not going out. Thus adjustments are necessary to 
compensate for the agoraphobic’s lack of participa- 
tion in family life and activities outside the home. 

Anxious, shy women are the group of individu- 
als most prone to agoraphobia. Some agorapho- 
bics tend to be indecisive, have little initiative, are 
guilty and self-demeaning and feel they should be 
able to get out of their situation themselves. They 
may become increasingly withdrawn into their 
restricted life. There is some evidence that depen- 
dency and perfectionism are associated with a sub- 
group of people who develop agoraphobia. There 
is also substantial clinical evidence that emotional 
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suppression is strongly associated with develop- 
ment of agoraphobia. 

Most agoraphobics are married at the time they 
come for treatment. In most research projects 
involving agoraphobics, spouses seem well adjusted 
and integrated individuals. In some cases, thera- 
pists use the Maudsley Marital Questionnaire to 
assess the individual’s perception of his or her mar- 
riage before and after treatment. Questions relate 
to categories of marital and sexual adjustment, 
orgasmic frequency, work and social adjustment 
and “warmth” items. When agoraphobia improves 
with treatment, marriages usually remain stable or 
improve. 

Agoraphobia may strain a marriage because the 
agoraphobic person may ask the spouse to take over 
chores that require going out, such as shopping or 
picking up children; spouses often must fulfill social 
obligations without the companionship of their 
mates. Spouses are additionally stressed by having 
to be “on call” in case anxiety attacks occur that 
require communication or a trip home to soothe 
the agoraphobic. Thus a couple that may have 
been happy may be driven apart by the disorder, 
with each blaming the other for a lack of under- 
standing. The husband may think that the wife is 
not trying to overcome her phobic feelings, and 
the agoraphobic wife may think that her husband 
does not understand her suffering. The wife may 
become so preoccupied with fighting her daily ter- 
rors that she focuses little attention on their marital 
relationship and her husband’s needs. However, in 
cases in which the agoraphobic has an understand- 
ing, patient and loving spouse, this support can be 
an asset in overcoming the agoraphobic condition. 
The spouse can attend training sessions with the 
therapist and group therapy sessions and act as the 
“understanding companion” when the agoraphobic 
is ready to venture out. 

When agoraphobics seek treatment, they are 
often in a constant state of alertness and have a 
passive, dependent attitude and a tendency toward 
sexual inhibition. Typically, the agoraphobic admits 
to being generally anxious and often expresses feel- 
ings of helplessness and discouragement. However, 
many agoraphobics were formerly active, sociable, 
outgoing persons. Some agoraphobics abuse alco- 
hol and drugs, and researchers are beginning to 


uncover the extent of such abuse. Some current 
estimates place 30 percent of alcoholics as having a 
primary anxiety disorder that leads to the chronic 
use of alcohol. 


Symptoms 
Symptoms may include fear of dizziness or falling, 
loss of bladder or bowel control, vomiting, palpita- 
tions and chest pain. There may be a fear of hav- 
ing a heart attack because of the rapid heart action, 
of fainting if the anxiety becomes too intense and 
of being surrounded by unsympathetic onlookers. 
The individual then develops a fear of the fear that 
brings about anxiety in anticipation of a panic reac- 
tion, resulting in avoidance of the feared situation. 

A common characteristic of agoraphobia is a his- 
tory of panic attacks in which the individual experi- 
ences many symptoms including an overwhelming 
sense of imminent catastrophe and fear of loss of 
control or of public humiliation. However, ago- 
raphobia may occur with or without a history of 
panic attacks. Many women report that generalized 
anxiety and panic in agoraphobia tend to be worse 
just prior to and during menstruation. 

Broader symptoms include general anxiety, 
spontaneous panic attacks and occasional deperson- 
alization—a change in the perception or experience 
of the self so that the feeling of one’s own reality is 
temporarily lost. For some individuals, anxiety in 
agoraphobia may be aggravated by certain predict- 
able situations, such as arguments between marital 
partners and general stress. For some, the anxiety is 
nearly always relieved somewhat in the presence of 
a trusted companion, a pet or an inanimate object 
such as an umbrella or shopping cart. 

Some agoraphobics develop ways to live more 
comfortably with their disorder. For example, those 
who go to churches or movie theaters may be less 
frightened in an aisle seat so that they can make a 
fast exit if they experience a panic attack. Having a 
telephone nearby is another comfort. 

Many agoraphobics have episodes of depres- 
sion. The first episode may occur within weeks or 
months of the first panic attack. Individuals com- 
plain of feeling “blue,” have crying spells, feel hope- 
less and irritable, suffer from a lack of interest in 
work and have difficulty in sleeping. Agoraphobia 
is often aggravated during a depressive episode. The 


24 agoraphobia 





increased anxiety may make individuals less moti- 
vated to work hard at tasks (such as going out) that 
they previously did with difficulty. 

Some agoraphobics are also claustrophobic. 
Claustrophobia is usually present before the ago- 
raphobia develops. The common factor between 
the two phobias is that escape is blocked, at least 
temporarily. Symptoms of the phobic anxiety in 
agoraphobia may include many physical sensations 
that accompany other anxiety states, such as dry 
mouth, sweating, rapid heart beat, hyperventila- 
tion, faintness and dizziness. 


Panic Attacks and Agoraphobia 


Panic attacks are defined, discrete episodes of unpre- 
dictable, intense fearfulness, terror or extreme 
apprehensiveness, along with feelings of impend- 
ing doom. An individual may experience symptoms 
such as difficulty in breathing (hyperventilation), 
palpitations, chest pain or discomfort, choking 
or smothering sensations and fear of going crazy 
or losing control. Attacks may last from minutes 
to hours. Diagnosticians use three panic attacks 
within a two-week span of time to characterize the 
panic “syndrome.” Panic attacks often precede the 
agoraphobic state, although some individuals have 
agoraphobia without panic attacks. 

In panic disorder with agoraphobia, the indi- 
vidual meets the criteria for panic disorder and 
additionally has a fear of public places from which 
escape might be difficult or embarrassing or where 
help might not be available. 


Obsessions 
Many agoraphobics experience obsessions, which are 
persistent and recurrent ideas, thoughts, impulses or 
images that occur involuntarily as ideas that invade 
consciousness. Obsessional behavior is usually pres- 
ent before an individual develops agoraphobia. 
Individuals may develop obsessional thinking about 
certain places, situations or objects that might cause 
them to experience their fear reaction. Obsessional 
thinking is difficult to control, often distorts or exag- 
gerates reality and causes much anticipatory anxi- 
ety. Individuals may develop compulsive behavior 
in an attempt to reduce obsessional thoughts and 
resultant anxiety. Some agoraphobics often have 


obsessive symptoms, such as ritual checking or 
thoughts of harming others or themselves. 


Causes 


For some individuals, learned experiences condi- 
tion them to regard the world as a dangerous place. 
Many agoraphobics have had at least one agora- 
phobic parent, and many have had at least one par- 
ent who is somewhat fearful. In some cases, they 
received mixed messages from their parents; while 
they were encouraged to achieve, they were not 
well prepared to deal with the world, either because 
they were overprotected—taught that home is the 
only safe place—or underprotected, having to take 
on too much responsibility at an early age. 

Recent studies have suggested evidence for a 
genetic predisposition to panic disorder. Family 
history studies have found panic disorder to be as 
much as 10 times more frequent in the biologic rel- 
atives of those with panic disorder as among nor- 
mal control subjects. 

The biologic basis for panic attacks and resul- 
tant agoraphobia is being researched, and theories 
abound. Symptoms of panic attacks, such as palpi- 
tations, sweating and tremulousness, lead to theory 
that they are the result of massive discharges from 
the adrenergic nervous system. (Some studies sug- 
gest that beta-blocking agents such as propranolol 
may ameliorate panic attacks.) 

The triazolobenzodiazepine drug alprazolam 
(trade name: Xanax) has been approved by the 
Food and Drug Administration for the treatment 
of panic attacks or panic disorder. Imipramine or 
monoamine oxidase inhibitors (MAOIs) such as 
phenelzine (trade name: Nardil) are helpful in sup- 
pressing panic attacks. 

Another hypothesis is that panic attacks result 
from increased discharge in the locus coeruleus and 
increased central noradrenergic turnover. While 
electrical stimulation of this structure in the brains 
of animals has been shown to produce fear and 
anxiety, relevance of these animal studies to anxi- 
ety disorders in humans is unclear. 

Researchers have found that intravenous infu- 
sion of sodium lactate will provoke a panic attack 
in most panic disorder sufferers, but not in normal 
subjects. The mechanism by which this occurs is not 
clear; further study may lead to an understanding 
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of the biochemical factors in the etiology of panic 
attacks. 


Treatment 


Treatment is usually targeted toward several 
aspects of the agoraphobic syndrome: agoraphobia, 
panic attacks and anticipatory anxiety. A variety 
of treatments are used, sometimes in sequence or 
in combination. Treatment of agoraphobia is more 
complicated than treatment of simple phobias 
because panic attacks themselves seem to be the 
basis of the disorder. 

Many treatments are based on exposure therapy. 
A major component of treatment involves exposing 
the agoraphobic to situations that are commonly 
avoided and frightening in order to demonstrate 
that there is no actual danger. Treatment may 
include direct exposure, such as having the individ- 
ual walk or drive away from a safe place or a safe 
person or enter a crowded shopping center. Indi- 
rect exposure is also used; this may involve use of 
films with fear-arousing cues. Systematic desensiti- 
zation is included in this category, as this procedure 
is characterized by exposure (either in imagination 
or in vivo) to the least reactive elements of a situ- 
ation or object until the anxiety response no lon- 
ger occurs. Then a slightly more reactive element 
or item is presented and so on until the individual 
can be exposed to the most critical aspect without 
a strong anxiety response. Another imaginal proce- 
dure for anxiety treatment includes flooding or con- 
tinuous presentation of the most reactive elements 
of a situation until anxiety reduction occurs. 

Behavior therapy is used to treat many agora- 
phobics. This includes educating individuals about 
their reactions to anxiety-producing situations, 
explaining the physiology and genetics involved 
(where applicable) and teaching breathing exer- 
cises to help overcome hyperventilation. In many 
cases, three to six months of behavior therapy is 
effective, and subsequent supportive and behav- 
ioral techniques reduce the anxiety level and help 
individuals master their fear of recurrent attacks in 
specific situations. 

Also known as in vivo therapy, exposure ther- 
apy uses real-life exposure to the threat. Facing the 
fearful situation with appropriate reinforcement 
may help an individual undo the learned fear. 


Some therapists set specific goals for the sufferer for 
each week, such as walking one block from home, 
then two and three, taking a bus and progressing 
after each session. Particularly in the early stages of 
treatment, many therapists accompany agorapho- 
bic individuals as they venture into public places. In 
some cases, spouses or family members are trained 
to accompany the agoraphobic individual; other 
therapists recommend structured group therapy 
with defined goals and social skill training for the 
agoraphobic and their families. 


Psychotherapy 
With psychotherapy, agoraphobics learn to resolve 
past conflicts that may have contributed to their 
agoraphobic state. Psychotherapy is often used 
in conjunction with an attempt to relieve symp- 
toms with behavioral therapies and possibly drug 
therapy. 


Drug Therapy 


The treatment of choice today for agoraphobia 
involves the use of behavioral exposure therapy and 
careful use of medication, with the latter withdrawn 
as progress is made in behavioral therapy. Particu- 
larly for those who have panic attacks, drug therapy 
initially seems to enhance results of exposure- 
based treatments. In many cases, drugs are used for 
three to six months and then discontinued once the 
individual has some control over bodily sensations. 
Some individuals never experience recurrence of 
attacks, while attacks return months or years later 
for others. When attacks recur, a second course of 
drug therapy is often successful. 

A variety of drugs are used in the treatment of 
panic attacks associated with agoraphobia. These 
include the tricyclic antidepressants and the MAOIs 
(which are also used to treat severe depression) and 
alprazolam, an antianxiety drug. For many individ- 
uals, panic attacks are successfully controlled with 
use of particular tricyclic antidepressants (imipra- 
mine, desipramine or clomipramine). MAOIs are 
often used as second-line medications when patients 
do not respond to a tricyclic. 

Free-floating or anticipatory anxiety is often 
treated with selective use of a benzodiazepine 
(for example, oxazepam) or alprazolam (Xanax) 
alone, because it both reduces anticipatory anxiety 
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and blocks panic attacks. Xanax has recently been 
approved by the Food and Drug Administration to 
treat symptoms of panic attacks. Clonazepam (trade 
name: Klonopin) is a newer benzodiazepine that is 
also thought to have antipanic properties, but it has 
not yet been well studied. Buspirone (trade name: 
Buspar), a nonbenzodiazepine antianxiety agent, is 
less sedating and less prone to be abused than the 
benzodiazepines, but its efficacy in panic disorder is 
still under study. 

Involvement of spouses and family members 
usually produces more continuing improvement 
with better results than treatment involving the 
agoraphobic alone. Greater improvement occurs 
because of the motivation for continued “prac- 
tice” in facing feared situations both between 
sessions and after treatment is completed. Home- 
based treatment, where individuals proceed at 
their own pace within a structured treatment 
program, produces fewer dropouts than the more 
intensive, prolonged exposure or pharmacologic 
treatments. 


Self-help 

Self-help groups for agoraphobic people encourage 
participants to offer one another mutual support in 
going out. As recovery from agoraphobia is a long- 
term process, self-help groups can provide valuable 
support. Individuals share common experiences and 
coping tips and have an additional social outlet. Some 
agoraphobics get together for outings, help take chil- 
dren to and from school, arrange programs and 
retrain themselves out of their fears and anxieties. 


Alcoholism and Agoraphobia 


Because alcohol is somewhat effective in relieving 
chronic anticipatory anxiety, some agoraphobics 
move toward alcoholism in an unsuccessful attempt 
to prevent panic. However, alcohol may even exac- 
erbate panic by bringing about a feeling of loss of 
control and causing strange body sensations. More- 
over, the use of alcohol may interfere with effective 
treatment of the agoraphobia, as central nervous 
system depressants reduce the efficacy of exposure 
treatment. However, some agoraphobic men avoid 
social situations in which alcohol is not served and 
believe that alcohol helps to calm them before they 
venture out into public. 


Agoraphobics who abuse alcohol and nonalco- 
holic agoraphobics may both have histories of dis- 
turbed childhoods. Disturbed childhoods of alcoholic 
agoraphobics frequently include familial alcoholism 
and depression. In addition, children whose early 
attachments to caretakers are characterized by lack 
of consistent support as well as frightening and 
dangerous interactions may fail to develop a sense 
of trust and security. Such individuals may be par- 
ticularly vulnerable to later psychopathology, such 
as panic attacks and agoraphobia; alcoholism may 
be one mode of coping for such individuals. 

The clinical picture of both agoraphobia and 
alcoholism often involves depression. Agoraphobics 
who are alcohol abusers may also be more socially 
anxious than their nonalcoholic peers. High rates 
of social phobia have been noted among inpatient 
alcoholics, and major depression has been found to 
increase both the likelihood and intensity of agora- 
phobia and social anxieties. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
ANTIDEPRESSANT MEDICATIONS; ANXIETY; BEHAVIOR 
THERAPY; CLAUSTROPHOBIA; DEPRESSION; RESOURCES. 
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aha experience A descriptive term for the emo- 
tional reaction that typically occurs at a moment of 
sudden insight after a long process of problem solv- 
ing, learning or psychotherapy; it is the moment 
when various elements of a problem situation come 
together and seem to make sense. 

See also PSYCHOTHERAPIES. 
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AIDS See ACQUIRED IMMUNODEFICIENCY SYNDROME; 
HUMAN IMMUNODEFICIENCY VIRUS. 


AIDSinfo A U.S. Department of Health and Human 
Services (CDHHS) project that provides informa- 
tion on clinical trials and treatment related to HIV 
and AIDS. It is the result of merging two previous 
DHHS projects, the AIDS Clinical Trials Informa- 
tion Service (ACTIS) and the HIV/AIDS Treatment 
Information Service (ATIS). Clinical trials evaluate 
experimental drugs and other therapies for adults 
and children at all stages of HIV infection, from 
patients who are HIV positive with no symptoms to 
those with various symptoms of AIDS. 

AIDSinfo is the main dissemination point for 
federally approved HIV treatment and prevention 
guidelines. AIDSinfo provides information about 
current treatment regimens for HIV infection and 
AIDS-related illnesses, including the prevention 
of HIV transmission from mother to child during 
pregnancy. 


AIDSinfo. Available online. URL: http://aidsinfo.nih.gov. 
Downloaded on February 16, 2007. 


AIDS-related complex (ARC) A condition affect- 
ing some persons with HIV infection. Common 
symptoms include fatigue, weight loss, diarrhea and 
oral candidiasis. Some symptoms become severe 
enough to cause disability. Some persons in this 
group will suffer further damage to their immune 
system and will ultimately be diagnosed as having 
AIDS (acquired immunodeficiency syndrome). Per- 
sons who have been diagnosed as having ARC have 
a high level of anxiety related to their health sta- 
tus and may have depression related to changes in 
their lifestyle and possible impending death, fears 
related to loss of control, pain and suffering, pow- 
erlessness related to feelings of stigmatization and 
possible guilt related to having caused HIV infection 
through behavior (for example, needle sharing or 
sexual practices). 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME. 


akathisia A state of mental agitation or need to 
move induced as a side effect of antipsychotic medi- 


cations. Sometimes conditions resembling akathisia 
can be a side effect of selective serotonin reuptake 
inhibitors (SSRIs) such as Prozac, Zoloft, Paxil and 
Celexa. 

See also SELECTIVE SEROTONIN REUPTAKE INHIBI- 
TORS. 


Al-Anon/Alateen Organizations for families of 
alcoholics. Al-Anon was founded in 1951 by wives 
of two early Alcoholics Anonymous members and 
has evolved from 87 groups to more than 27,000 
groups in 115 countries. Alateen, for younger mem- 
bers, began in 1957. The common bond among AI- 
Anon/Alateen members is that a relative or friend 
has an alcoholism problem. The relationship with 
the alcoholic may be current or past; members meet 
for mutual aid. Members take turns facilitating 
meetings where they share hopes, strengths and 
experiences. 

A 2003 survey showed increases in people who 
have been members for more than 10 years. Al- 
Anon members have attended meetings for an 
average of 10.6 years. Alateens, on average, have 
been members for 2.5 years. 

Almost half of Al-Anon members have an alco- 
holic parent; about half have a current spouse who 
is an alcoholic. More than 90 percent of Alateens 
have an alcoholic parent or stepparent, 59 percent 
another relative, and 44 percent a friend with a 
drinking problem. 

Al-Anon and Alateen also help military fami- 
lies. Al-Anon and Alateen meetings are held on or 
near military bases in the United States, Canada, 
and around the world. The latest Al-Anon/Alateen 
Membership Survey (completed in 2003) indicated 
that 25 percent of Al-Anon members and 29 per- 
cent of teen members surveyed have a relationship 
with a problem drinker on active duty in the mili- 
tary. An additional six percent have a relationship 
with a reservist, and 10 percent of adult and 29 per- 
cent of teens are dealing with a problem drinker 
retired from the military. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
SUBSTANCE ABUSE. 


alcohol amnestic disorder See ALCOHOLISM AND 


ALCOHOL DEPENDENCE. 
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Alcoholics Anonymous 
ALCOHOL DEPENDENCE. 


See ALCOHOLISM AND 


alcoholism and alcohol dependence A chronic 
disorder associated with excessive consumption 
of alcohol over a period of time. Most authorities 
recognize alcoholism as a disease, although some 
say that it is a self-inflicted condition and cannot 
properly be designated a disease. Nevertheless, it is 
a physiological and psychological dependence on 
alcohol and therefore an addiction. Alcohol exerts 


mental and physical effects and becomes a major 
part of the dependent person’s life. 

Many people become dependent on alcohol for 
relief of symptoms ranging from loneliness to anxi- 
ety and panic attacks. Some agoraphobics become 
alcoholics as a way of coping with their fears. 
Because agoraphobic individuals do not go out, it is 
fairly easy for them to conceal their habit. 

Estimates indicate that there are approximately 
5 million alcohol-dependent persons in the United 
States. According to the American Psychiatric Asso- 
ciation’s Diagnostic and Statistical Manual of Mental 
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Note: The analyses excluded adults with unknown alcohol consumption (about 2% of respondents each year). 
Beginning with the 2003 data, the National Health Interview Survey (NHIS) transitioned to weights derived from the 
2000 census. In this Early Release, estimates for 2000-2002 were recalculated using weights derived from the 2000 census. 
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Disorders, 4th ed. as many as 90 percent of adults in 
the United States have had some experience with 
alcohol, and a substantial number (60 percent of 
males and 30 percent of females) have had one or 
more alcohol-related adverse life events, such as 
driving after consuming too much alcohol or miss- 
ing school or work due to a hangover. 

Factors that lead many individuals to alcohol 
dependence include fears, personality, environment 
and the addictive nature of the drug alcohol. Many 
people become dependent on alcohol for relief of 
symptoms ranging from loneliness to anxiety and 


panic attacks. Some agoraphobics become alcoholic 
as a way of coping with their fears. Because agora- 
phobic individuals do not go out, it is fairly easy for 
them to conceal their habit. 

The term “alcoholism” was coined by Magnus 
Huss, a Swedish scientist, in 1852, when he iden- 
tified a condition involving abuse of alcohol and 
labeled it “alkoholismus chronicus.” However, ref- 
erences to the problem are found in earlier works 
of Benjamin Rush, an 18th-century American phy- 
sician, considered the “father of American psychia- 
try,” and the Roman philosopher Seneca. In 1956 
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the American Medical Association and the Ameri- 
can Bar Association officially recognized alcohol- 
ism as a disease, an action which affected the legal 
status of alcoholics, alcoholism-related state and 
federal laws, program financing, insurance cover- 
age and hospital admissions. 


How Alcohol Affects the Body 
Contrary to popular belief, alcohol is a depres- 
sant, not a stimulant. The effects of alcohol are felt 
most noticeably in the central nervous system. As 
sensitivity is reduced in the nervous system, the 
higher functions of the brain are dulled, leading to 
impulsive actions, loud speech and lack of physical 


control. The drinker’s face may turn red or pale. 
While drinking, the alcoholic loses any sense of 
guilt or embarrassment, gains more self-confidence 
and loses inhibitions as the alcohol deadens the 
restraining influences of the brain. Large quantities 
impair physical reflexes, coordination and mental 
acuteness. 


Symptoms and Stages of Alcoholism 
In the first phase of dependence on alcohol, the heavy 
social drinker may feel no effects from alcohol. In 
the second phase, the drinker experiences memory 
lapses relating to events that happen during drink- 
ing episodes. In the third phase, there is lack of con- 
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trol over alcohol, and the drinker cannot be certain 
of discontinuing to drink by choice. The final phase 
begins with long binges of intoxication, and there 
are observable mental or physical complications. 

Behavioral symptoms may include hiding bottles, 
aggressive or grandiose behavior, irritability, jealousy, 
uncontrolled anger, frequent change of jobs, repeated 
promises to self or others to give up drinking and 
neglect of proper eating habits and personal appear- 
ance. Physical symptoms may include unsteadiness, 
confusion, poor memory, nausea, vomiting, shaking, 
weakness in the legs and hands, irregular pulse and 
redness and enlarged capillaries in the face. Alcohol 
dependent persons are more susceptible than others 
to a variety of physical and mental disorders. 


Treatment for Alcoholism 


Medical help for alcohol dependence includes 
detoxification (assistance in overcoming with- 
drawal symptoms) and psychological, social and 
physical treatments. Psychotherapy is usually done 
in groups, using a variety of techniques. Therapists 
for alcoholic dependent persons may be psychia- 
trists, psychologists or social workers. Social treat- 
ments involve family members in the treatment 
process. Many alcohol dependent persons benefit 
from involvement in self-help groups such as Alco- 
holics Anonymous. 


Life Expectancy May Increase with Abstinence 


Life expectancy may be improved by alcoholics 
who go dry, according to a study published in the 
Journal of the American Medical Association (January 
4, 1992). Results of the study supported the notion 
that achievement of stable abstinence reduces the 
risk of premature death among alcoholics. Kim D. 
Bullock, Psychiatry and Research Services, Vet- 
erans Affairs Medical Center, San Diego, and col- 
leagues reported on 199 men who had histories 
of at least five years of drinking at alcoholic lev- 
els. All were current or former patients of the V.A. 
Alcoholism Treatment Program and/or members of 
Alcoholics Anonymous. The men were recruited 
from 1976 to 1987. Follow-up on relapse and mor- 
tality was obtained; 101 men had relapsed, and 98 
were abstinent. A control group of 92 nonalcohol- 
ics equated for age, education and sex were also 
studied for mortality. There were 19 deaths among 
the relapsed alcoholics compared with the expected 


number of 3.83. Among abstinent alcoholics there 
were four deaths. Alcoholic men who achieved sta- 
ble abstinence did not differ from nonalcoholic men 
in mortality experience. However, alcoholics who 
relapsed died at a rate 4.96 times that of an age-, 
sex- and race-matched representative sample. 


Alcoholics Anonymous (AA) and Self-Help 
Alcoholics Anonymous is an international orga- 
nization, founded in 1935, devoted to maintain- 
ing the sobriety of its members and helping them 
control the compulsive urge to drink through self- 
help, mutual support, fellowship and understand- 
ing. Medical treatment is not used. The program 
includes the individual’s admission that he or she 
cannot control his or her drinking, the sharing of 
experiences, problems, and concerns at meetings, and 
helping others who are in need of support. AA cel- 
ebrated 70 years of “one alcoholic talking to another” 
when more than 40,000 AA members from around 
the world gathered in Toronto for the International 
AA Convention, June 30-July 3, 2005. For the first 
time in its history, members from the People’s Repub- 
lic of China and Cuba participated in the opening 
flag ceremonies. More than 75 other countries were 
represented at the four-day event. Traditionally, AA 
holds an International Convention every five years, 
in either the United States or Canada. 

At the core of AA’s program is the “desire to stop 
drinking.” Members follow a 12-step program, that 
stresses faith, disavowal of personal responsibility, 
passivity in the hands of God or a higher power, 
confession of wrongdoing and response to spiritual 
awakening by sharing with others. 

See also ADDICTION; AGORAPHOBIA; ANXIETY; 
CODEPENDENCY; CONTROL; EMPLOYEE ASSISTANCE PRO- 
GRAMS; PANIC ATTACKS AND PANIC DISORDER; SUB- 
STANCE ABUSE. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. Washington, D.C.: 
1994. 

Eliason, Michele J. “Identification of Alcohol-Related 
Problems in Older Women.” Journal of Gerontological 
Nursing (October 1998): 8-15. 


Alexander technique A technique developed by the 
Australian actor F. Matthias Alexander (1869-1955). 
It is a practical method of education/reintegration, 
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which uses observation, awareness and attention to 
the performance of simple activities to explore the 
relationship between the mind and body. Stress, 
tension headaches and anxiety states, including 
performance anxiety and panic attacks, have been 
responsive to the technique for many people. 

See also BODY THERAPIES; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; MIND/BODY CONNECTIONS. 


alexithymia An inability to express emotion. 


algolagnia A psychiatric term for a disorder in 

which an individual derives sexual excitement by 

inflicting pain on his or her partner (sadism), experi- 

encing pain (masochism) or both (sadomasochism). 
See also MASOCHISM; SADOMASOCHISM. 


alienation A term that relates to withdrawal or 
separation of one’s affections from an object or 
position of former attachment or from the values 
of one’s family and culture. The term also refers to 
estrangement from one’s own feelings. Alienation 
causes an individual to feel powerless and isolated. 
Boredom and depression may follow. 

Alienation is a characteristic of obsessive- 
compulsive disorder and also occurs in extreme 
forms of schizophrenia. 

See also DEPERSONALIZATION; OBSESSIVE-COMPUL- 
SIVE DISORDER; SCHIZOPHRENIA. 


alogia A general term referring to impoverished 
thought processes that often occur in individu- 
als who have schizophrenia. Persons with alogia 
have thinking processes that seem slow or empty. 
Because thinking cannot be seen, it is inferred from 
the individual’s speech. 


alpha adrenergic blockers See ADRENERGIC BLOCK- 
ING AGENTS; ADRENERGIC DRUGS. 


alpha adrenergic function See ADRENERGIC SYSTEM. 


alprazolam Generic name for a pharmaceutical 
product marketed as Xanax. It is in a class of drugs 


known as triazolobenzodiazepine compounds with 
antianxiety and sedative-hypnotic actions. It is effi- 
cacious in agoraphobia and panic disorders and 
is also used to treat generalized anxiety disorder. 
Studies suggest that alprazolam also has antidepres- 
sant properties. 

Drowsiness is the most commonly reported side 
effect. Caution should be observed when other 
drugs possessing sedative actions are given with 
alprazolam. Physical and psychological dependence 
is likely when larger than usual doses are prescribed 
or therapy is prolonged. As with all benzodiaze- 
pines, treatment should be terminated by gradually 
reducing the dose. 

See also PHARMACOLOGICAL APPROACH. 


Fawcett, Jan A., and Howard M. Kravitz. “Alprazolam: 
Pharmacokinetics, Clinical Efficacy and Mechanism of 
Action.” Pharmacotherapy 2, no. 5 (September—October 
1982). 


alternative therapies See COMPLEMENTARY AND 


ALTERNATIVE MEDICINE. 


Alzheimer’s disease A progressive, irreversible 
neurological disorder. Many people fear developing 
the disease as they age, and families of Alzheimer’s 
disease sufferers cope with the anxieties of caregiving, 
as well as the fears involved in watching the disease 
advance. Sufferers aware of the disease’s progress 
face increasing challenges to their mental health. 

According to the Alzheimer’s Association, an esti- 
mated 4.5 million Americans have Alzheimer’s dis- 
ease. The number of Americans with the disease has 
more than doubled since 1980. Predictions are that 
the number of Americans with Alzheimer’s disease 
will continue to grow and that by 2050 the number 
of people with the disease could range from 11.3 
million to 16 million. In a Gallup poll commissioned 
by the Alzheimer’s Association, one in 10 Ameri- 
cans said they had a family member with the disease 
and one in three knew someone with the disease. 
Approximately 58,000 people die from Alzheimer’s 
disease each year, and it is the eighth leading cause 
of death in the U.S., according to a 2002 statistic 
from the National Center for Health Statistics. 
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On a national basis, direct and indirect annual 
costs of caring for individuals with Alzheimer’s dis- 
ease are at least $100 million, according to estimates 
by the Alzheimer’s Association and the National 
Institute on Aging. More than seven of 10 peo- 
ple with Alzheimer’s disease live at home, where 
almost 75 percent of their care is provided by family 
and friends. The remainder is “paid” care costing an 
average of $19,000 per year, most of which is paid 
out of pocket by family members. Half of all nurs- 
ing home residents have Alzheimer’s disease or a 
related disorder. 

The disease was named in 1907 by Alois Alzheimer 
(1864-1915), after diagnosing a 51-year-old patient. 
There are many research projects under way world- 
wide, and researchers increasingly understand more 
about the disease. 

In fiscal year 2005 the federal government esti- 
mated spending approximately $647 million for 
Alzheimer’s disease research. 


Symptoms 

Symptoms of Alzheimer’s disease vary in rate of 
change from person to person. However, they gen- 
erally include gradual loss of memory, particularly 
for recent events; dwindling powers of judgment, 
reasoning and understanding; disorientation; per- 
sonality changes; an inability to perform normal 
activities of daily living; difficulty in learning; loss 
of language skills and general intellectual deterio- 
ration. The dementia is progressive, degenerative 
and irreversible, and eventually, patients become 
totally incapable of caring for themselves. For 
caregivers of Alzheimer’s sufferers, it is a very 
frustrating and dehumanizing condition to wit- 
ness. It has been referred to as “Old Timer’s dis- 
ease,” although it may occur as early as age 40. 
More commonly, it occurs in those 65 years of 
age and older. It is the fourth leading cause of 
death for people over age 65. More women than 
men are affected, but that may be because women 
statistically outlive men. Alzheimer’s disease is a 
major cause for admission to long-term care facil- 
ities and nursing homes. 

Symptoms of Alzheimer’s should not be confused 
with age-associated memory impairment (AAMI), a 
term health care professionals use to describe minor 
memory difficulties that come with age. According 


SOME DIFFERENCES BETWEEN AGE-ASSOCIATED 
MEMORY IMPAIRMENT AND ALZHEIMER’S DISEASE 








Activity Alzheimer’s Patient AAMI 
Forgets Whole experience Part of an 
experience 

Remembers later Rarely Often 

Follows written or Gradually unable Usually able 
spoken directions 

Able to use notes, Gradually unable Usually able 
reminders 

Able to care for self Gradually unable Usually able 





to the Alzheimer’s Disease and Related Disorders 
Association, Inc., there are some differences between 
AAMI and Alzheimer’s. 


Diagnosis 

Before a diagnosis of Alzheimer’s disease is made, 
the physician will want to rule out other conditions, 
such as potentially reversible depression, adverse 
drug reactions, metabolic changes, nutritional defi- 
ciencies, head injuries and stroke. Before techno- 
logically sophisticated testing procedures became 
available, many sufferers were misdiagnosed and 
consequently mistreated. For example, screen star 
Rita Hayworth was misdiagnosed with alcoholic 
dementia in the 1970s; later she was diagnosed as 
suffering from Alzheimer’s, and she died from the 
disease in 1987. Her stage career ended when she 
could not remember her lines. Former president 
Ronald Reagan’s diagnosis of Alzheimer’s disease 
was made public in 1994. 


Caregivers of Alzheimer’s Patients 
The following guidelines, which may help reduce 
anxieties and stresses for caregivers, were compiled 
by the Pennsylvania Hospital, Philadelphia: 


e Take one day ata time, tackling each problem as 
it arises. One cannot predict how an Alzheimer’s 
patient will behave. 


e Try to put yourself in the patient’s shoes. You will 
feel less annoyed the 10th time you are asked 
what day it is if you imagine how unsettling it 
must be not to be oriented in time and space. 
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e Maintain a sense of humor. This is especially 
valuable in getting through potentially embar- 
rassing situations. 


e Arrange for time for yourself. Get another family 
member or friend to relieve you for an hour or 
two each day. Hire a part-time caretaker. Arrange 
for the patient to spend time at a senior day-care 
facility. 

e Pay attention to your own needs. Be sure to 
maintain good nutrition and get regular exer- 
cise; develop hobbies and outside interests. Find 
people you can talk to such as family members, 
friends or, if needed, professional counselors. 


Writing in The Quill, a publication of the Pennsyl- 
vania Hospital, Todd Iscovitz advised those who give 
care to AD patients to keep in mind that the elderly 
and afflicted never outgrow their need for love and 
affection. Being honest with yourself is most impor- 
tant when caring for a loved one. Know your limita- 
tions, and recognize when the burden of caregiving 
is too much. If your own health starts to fail, or if you 
are feeling overwhelmed, consider other care alter- 
natives. These guidelines for caregivers also apply to 
caregivers of patients with other disorders as well. 


Information Line and Support Groups 


The Alzheimer’s Association has a national, toll-free 
information and referral service telephone number. 
The 800 line offers callers the most current infor- 
mation available on Alzheimer’s disease and sup- 
port services through the association. The number 
is: (800) 272-3900. 

The Alzheimer’s Disease and Related Disorders 
Association (ARDRA) is a privately funded national 
voluntary health organization, founded in 1980 
and headquartered in Chicago. ARDRA has more 
than 1,000 support groups and 160 chapters and 
affiliates nationwide. ARDRA’s board of directors is 
comprised of business leaders, health professionals 
and family members. A medical and scientific advi- 
sory board consults on and monitors related issues. 

See also CAREGIVERS; DEPRESSION; MUSIC THERAPY; 
SUPPORT GROUPS. 


Kahn, Ada P. Encyclopedia of Stress and Stress-Related Dis- 
eases, 2d ed. New York: Facts On File, 2006. 


Reekum, Robert Van, Martine Simard, and Karl Farcnik. 
“Diagnosis of Dementia and Treatment of Alzheimer’s 
Disease.” Canadian Family Physician 45 (April 1999): 
945-952. 


Ambien Trade name for zolpidem, a non- 
benzodiazepine hypnotic for treatment of insomnia. 


ambisexuality Sexual behavior related to erotic 
interest in both males and females. The term was 
introduced by Sandor Ferenczi (1873-1933), a 
Hungarian psychoanalyst and an associate and fol- 
lower of Sigmund Freud, to identify the psycholog- 
ical aspects of bisexuality. Ambisexuality also refers 
to the possession of sexual characteristics that are 
both male and female, such as pubic hair. 
See also TRANSSEXUALISM. 


ambivalence The existence of two sometimes 
contradictory feelings, attitudes, values or goal at 
the same time. For example, some individuals have 
feelings of ambivalence toward a mate whom they 
love but who abuses them. Other individuals are 
ambivalent about work and other major life issues. 
The term was introduced by Eugen Bleuler, a Swiss 
psychiatrist (1857-1939), to refer to the simulta- 
neous feelings of antagonistic emotions, such as 
approach or avoidance of the same activity or goal. 
Ambivalence is a characteristic of some individuals 
who have schizophrenia. 
See also AGORAPHOBIA; SCHIZOPHRENIA. 


amentia Subnormal development of the mind, 
particularly the intellectual capacities; a type of 
severe mental retardation. 

See also MENTAL RETARDATION. 


Americans with Disabilities Act A law protect- 
ing the rights of disabled persons, including those 
who have mental illnesses. The Americans with 
Disabilities Act was signed into law in July 1990. 
It prohibits private employers, state and local gov- 
ernments, employment agencies and labor unions 
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from discriminating against qualified individuals 
with disabilities in job application procedures, hir- 
ing, firing, advancement, compensation, job train- 
ing and privileges and conditions of employment. 
The law was designed to integrate people who have 
disabilities into the mainstream of American society 
and has removed many barriers for persons who 
have mental disabilities who previously had little 
access to employment. 

The ADA explicitly includes people who have 
mental disabilities, such as individuals with psychi- 
atric impairments. There are many individuals in the 
American workforce who have psychiatric disabili- 
ties and face employment discrimination because 
their disabilities are stigmatized or misunderstood. 
Congress intended Title I of the ADA to combat such 
discrimination in employment as well as the stereo- 
types, myths and fears on which it is based. 

According to the act, an individual with a dis- 
ability is a person who 


e Has a mental or physical impairment that sub- 
stantially limits one or more major life activities. 


e Has a record of such an impairment or is consid- 
ered to have such an impairment. 


The ADA’s definition of mental impairment 
includes mental or psychological disorders such as 
emotional or mental illness, including major depres- 
sion, bipolar disorder, anxiety disorders (including 
panic disorder, obsessive-compulsive disorder, and 
post-traumatic stress disorder), schizophrenia and 
personality disorders. ADA uses the American Psy- 
chiatric Association’s Diagnostic and Statistical Manual 
of Mental Disorders (DSM-IV) for identifying these dis- 
orders. The DSM-IV is recognized as an important 
reference by courts as well as insurance companies. 

However, in the view of the ADA, not all condi- 
tions listed in the DSM-IV are disabilities or even 
impairments. For example, several conditions are 
expressly excluded from the ADA’s definition of dis- 
ability. While DSM-IV covers conditions involving 
drug abuse, the ADA says that the term “individual 
with a disability” does not include one who is cur- 
rently engaging in illegal use of drugs. The DSM-IV 
also includes conditions that are not mental disor- 
ders but for which one may seek treatment from a 
therapist, such as marital or family problems. 


A qualified employee or applicant with a disabil- 
ity is one who, with reasonable accommodation, can 
perform the essential functions of the job in ques- 
tion. Reasonable accommodations may include, but 
are not limited to, modifying work schedules, job 
restructuring or reassignment to a vacant position. 

Employers must make accommodation to the 
known disability of a qualified applicant or employee 
if it would not impose an “undue hardship” on the 
employer’s business. Undue hardship is defined as 
an action requiring significant difficulty or expense 
when considered in light of factors such as an 
employer’s size and financial resources and the 
nature of its operation. An employer is not required 
to lower quality or production standards to make 
an accommodation, nor is an employer obligated to 
provide personal use items such as glasses or hear- 
ing aids. 

Applicants may be asked about their abilities to 
perform specific job functions, but employers may 
not ask job applicants about the existence, nature 
or severity of a disability. A job offer may be con- 
ditioned on the results of a medical examination, 
but only if the same examination is required for all 
entering employees in similar jobs. Medical exami- 
nations must be consistent with the employer’s 
business needs and related to the job. 


amine A chemical produced by the central ner- 
vous system involved in the functioning of the 
brain. Some researchers indicate that depression 
may result from decreased levels of amines. Amines 
are technically known as biogenic amines or neu- 
rotransmitters and are chemical transmitters that 
nerves use to send messages to each other. Amines 
include norepinephrine, dopamine and serotonin. 

See also BRAIN; CENTRAL NERVOUS SYSTEM; DOPA- 
MINE; SEROTONIN. 


amineptine An antidepressant drug not used in 
the United States. 
See also ANTIDEPRESSANT MEDICATIONS. 


aminobutyric acid, gamma See GAMMA-AMINO- 
BUTYRIC ACID. 
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Amitid Trade name for amitriptyline, an antide- 
pressant medication. 

See also AMITRIPTYLINE; ANTIDEPRESSANT MEDI- 
CATIONS. 


amitriptyline (amitriptyline hydrochloride) One 
of the antidepressant drugs known as tricyclic anti- 
depressants (one of two major classes of antidepres- 
sants). It is prescribed in the treatment of depressive 
episodes of major depression, bipolar disorder, 
dysthymic disorder and atypical depression. It has 
moderate to marked sedative action. However, 
because the sedative effect of amitriptyline inter- 
acts additively with the sedative effect of alcohol, 
alcohol consumption should be avoided by individ- 
uals taking amitriptyline, particularly if they drive 
a car or work in a hazardous occupation. Amitrip- 
tyline is sometimes prescribed for eating disorders 
in bulimic individuals and for headaches associated 
with depression that are the result of nonorganic 
causes. 

Amitriptyline is known by many trade names, 
such as: Endep, Elavil, Amitid, Domical, Lentizol, 
Triptafen and Triptizol. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRESSION; 
HEADACHES; TRICYCLIC ANTIDEPRESSANT MEDICATIONS. 


American Medical Association. AMA Drug Evaluations 
Annual, 1991. Chicago: AMA, 1991. 


amnesia Loss of memory; an inability to recall 
past experience. Amnesia may be due to many 
factors, including organic factors, such as a head 
injury, alcoholic intoxication, epileptic seizure, 
stroke or senile dementia, or psychological fac- 
tors, such as the unconscious repression of painful 
experiences, in which the memory loss serves as a 
defense against anxiety. 

One type of amnesia is an inability to remem- 
ber recent happenings since the onset of amnesia 
(anterograde amnesia); the individual does not con- 
solidate what is perceived into permanent memory 
storage or cannot retrieve recent memories from stor- 
age. Another type is a loss of remembrances before 
the memory disturbance began (retrograde amne- 
sia). Episodic amnesia refers to a particular event or 


period from the individual's life that is forgotten. Fear 
of having amnesia is known as amnesiophobia. 

Amnesic confabulation is a term applied to imag- 
ined occurrences unconsciously made up to fill gaps 
in memory; this occurs in Korsakoff’s syndrome and 
other organic psychoses. Amnesic-confabulatory syn- 
drome is another name for Korsakoff’s syndrome. 

See also ALZHEIMER'S DISEASE; KORSAKOFF’S SYN- 
DROME; REPRESSION. 


amok A term for a behavior pattern reported in 
Malaysia, Laos, Philippines, Polynesia (where it is 
known as cafard or cathard), Papua New Guinea and 
Puerto Rico (where it is known as mal de pelea) and 
among the Navajo (known as jich’aa). The pattern 
involves a dissociative episode filled with brood- 
ing and outbursts of aggressive behavior directed at 
people and objects. The episode may be brought on 
by a perceived insult or slight and appear to be prev- 
alent only among males. There may be persecutory 
ideas, amnesia, and exhaustion. Some instances of 
amok may occur during a short psychotic episode 
or may mark the onset or exacerbation of a chronic 
psychotic process. 

See also AGGRESSION; CULTURE-RELATED SYNDROMES; 
DISSOCIATIVE DISORDERS. 


amoxapine An antidepressant drug of the tricyclic 
class. It is generally more effective in major depres- 
sion than in dysthymic or atypical depression. It has 
relatively weak sedative and anticholinergic activi- 
ties compared with imipramine or amitriptyline. 
Amoxapine has a more rapid onset of action, but 
this finding has not been consistently observed in 
all patients. Amoxapine is known under the trade 
name Asendin. 
See also ANTIDEPRESSANT MEDICATIONS. 


amphetamine drugs Amphetamines and several 
chemically related drugs are central nervous system 
(CNS) stimulants that in small doses may give the 
user a feeling of increased mental alertness and a 
sense of well-being. As doses are increased, how- 
ever, decreased appetite, excitement and tremor 
may occur, and tolerance and psychological depen- 
dence can develop with large doses. Therefore, 
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amphetamines and other stimulants should be pre- 
scribed for specific purposes and only for a limited 
time. Rarely, amphetamines are used to treat adult 
attention-deficit hyperactivity disorder or to poten- 
tiate antidepressant medications in conditions resis- 
tant to conventional treatment. 

Amphetamines are sometimes associated with 
dependence that can produce one or more organic 
mental disorders, including intoxication, delirium, 
delusional syndrome or withdrawal syndrome. 
Because of the possibility of developing depen- 
dency on amphetamines, many physicians no lon- 
ger prescribe them. 

Some individuals may take amphetamines in 
combination with alcohol in an attempt to coun- 
teract the depressant effects of alcohol. Although 
there may be some possible antagonism of the 
depressant effects of alcohol of the CNS, there is 
no improvement of impaired motor coordination, 
and the combination may produce a dangerous 
sense of false security. High levels of amphetamines 
and alcohol may produce gastrointestinal upsets. If 
amphetamines are taken with foods or beverages 
containing tyramine, an excessive rise in blood 
pressure may occur. 

Amphetamine psychosis occurs in a more chronic 
form after prolonged use of the drugs. The psy- 
chotic symptoms can be difficult to distinguish from 
schizophrenia. Symptoms may include talkative- 
ness, hyperactivity, repetitious behavior, grinding 
the teeth, suspiciousness and, in more severe cases, 
paranoia, hallucinations and delusions. 

Crashing is the term used to denote the symp- 
toms that occur with sudden withdrawal of 
amphetamines, including drowsiness, fatigue, 
apathy and severe depression. Individuals who 
“crash” need sleep as well as physical and emo- 
tional support. 

Amphetamines are popularly referred to as 
“speed.” They include dextroamphetamines, meth- 
amphetamines and methylphenidates. 

See also ADDICTION; DEPRESSION. 


Waldinger, Robert J. Psychiatry for Medical Students. Wash- 


ington, D.C.: American Psychiatric Press, 1990. 


amphetamine psychosis See AMPHETAMINE DRUGS. 


amygdala A one-inch long almond-shaped 
and -sized brain structure linked with a person’s 
mental state and mood. It is located in the brain’s 
medial temporal lobe, a few inches from either ear. 
Nerves course through it and connect with a num- 
ber of important brain centers, including the neo- 
cortex and visual cortex. The circuitry between the 
frontal cortical regions of the brain may be impor- 
tant in guiding emotion-related behaviors and reg- 
ulating emotions. 

Researchers have been investigating the role 
of the amygdala since the 1950s and now have a 
better understanding of its contribution to mental 
health. Improved techniques, including magnetic 
resonance imaging (MRI) and positron emission 
tomography (PET) scans of the activity of the 
amygdala, have contributed to ongoing interest in 
the amygdala. 

According to David Amaral, professor of psy- 
chiatry and neuroscience at University of Califor- 
nia, Davis, the amygdala may play a protective 
role. Prehistorically, the amygdala was primarily 
involved in protecting organisms, causing them 
to move away from harmful environments. As 
organisms evolved, the amygdala received dif- 
ferent kinds of sensory information to evaluate 
stimuli in the environment, and that is one of the 
reasons it became more highly connected with the 
neocortex as organisms evolved. Monkey studies 
have shown how a lesioned amygdala can dam- 
age the potentially life-saving evaluative function. 
When selected three-year-old animals had lesions 
on their amygdalas, the acute fear responses were 
blunted. Also, lesioned adult monkeys gave up 
their normal caution and tendency to withdraw 
when confronted with a strange monkey. Instead, 
they approached the animal and showed more 
frequent and longer duration of positive social 
interaction, such as cooing and grooming than did 
nonlesioned monkeys. 

Researchers are also exploring how the amyg- 
dala might affect people who suffer from depres- 
sion. In patients with unipolar depression, the 
amygdala’s left side is smaller by about 12-14 per- 
cent than it is in normal control subjects. The over- 
active amygdala might be a sign of excitotoxicity, 
a deadly kind of overactivity that kills cells, and 
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might explain why a shrunken amygdala is seen in 
some depressed patients. 

Although the amygdala is involved in current 
emotional responses, it is also involved in emo- 
tional memory and helps retain long-term memory 
of emotional events. 

See also BRAIN; LIMBIC SYSTEM. 


Black, Harvey. “Amygdala’s Inner Workings. Scientist 
15, no. 20 (October 1, 2001). Available online. URL: 
http://www.biopsychiatry.com/amygdala.htm. 


anabolic steroids Steroids are chemical deriva- 
tives of, or structurally similar to, testosterone, 
the major male hormone. Some steroids have 
legitimate purposes. For example, they are used to 
treat certain kinds of anemia and specific cancers. 
When used for these purposes, doses are carefully 
controlled and administered by injection, often in 
three- to six-week intervals. However, anabolic ste- 
roids have been used illegally by athletes to build 
muscle mass. In these cases, the drug is adminis- 
tered orally and often on a daily basis, sometimes 
exceeding legitimate dosage levels by as much as 
20 times. 

Steroids can cause mental health problems. 
These drugs have been reported to cause changes 
in brain wave activity and to increase moodiness, 
depression, listlessness and the violent, aggressive 
behavior sometimes known as “body builders’ 
psychosis.” 

See also HORMONES; SUBSTANCE ABUSE; TESTOS- 
TERONE. 


Media Resource Guide on Common Drugs of Abuse. Fairfax, 
Va.: Public Relations Society of America, National 
Capital Chapter, September 1990. 


Anafranil Trade name of clomipramine, a tricyclic 
antidepressant that is also used to induce remis- 
sion of symptoms in some individuals who have 
obsessive-compulsive disorder. 

See also ANTIDEPRESSANT MEDICATIONS; OBSESSIVE- 
COMPULSIVE DISORDER; TRICYCLIC ANTIDEPRESSANT 
MEDICATIONS. 


anal character In psychoanalysis, a pattern of 
personality traits believed to stem from the anal 
phase of psychosexual development, when defeca- 
tion was a primary source of pleasure. The theory 
holds that a child who derives satisfaction from 
retention of feces tends to develop personality traits 
of frugality, obstinacy and orderliness. As an adult, 
such an individual may be compulsive, meticulous, 
rigid and very conscientious. 
See also PERSONALITY; PERSONALITY DISORDERS. 


anal fantasy A fantasy of anal intercourse or anal 
pregnancy and childbirth, sometimes reported by 
children. Psychoanalytic theory suggests that such 
fantasies may manifest themselves as gastrointesti- 
nal symptoms in later years. Some adults also fan- 
tasize about anal sexually related activities. 


analgesia Absence of sensitivity to pain. This can 
be produced by medications given for the relief of 
pain and can also occur in some rare emotional and 
physical disorders such as conversion hysteria. In this 
disorder, part of the body may develop analgesia not 
related to known patterns of neurological pain per- 
ception. Analgesia can also sometimes be achieved 
with hypnosis, which was used to reduce pain of 
surgery before the discovery of other anesthesia. 

An analgesic is a drug or other agent that 
relieves pain without causing loss of consciousness. 
Analgesic drugs act on the central nervous system 
to reduce the ability of the body to feel pain. The 
most widely used drugs are aspirin and related 
compounds that provide inexpensive and fast 
relief for many everyday aches and pain, such as 
minor headaches and cold symptoms. In addition 
to relieving pain, aspirin and related medications 
combat fever and reduce inflammation that leads 
to pain. These drugs are not addictive, but for some 
people they are irritating to the lining of the diges- 
tive tract. Some people are allergic to aspirin and 
must take aspirin substitutes for pain. 

For severe pain, morphine and chemically related 
drugs provide relief. Such drugs also produce a mild 
sensation of freedom from anxiety, which some- 
what reduces the psychological reaction to pain. 
However, drugs in this group have disadvantages 
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of depressing breathing in high doses and creating 
drug dependence or addiction when used without 
close supervision. 

In some disease conditions, such as tabes dorsa- 
lis, the pain pathways on the spinal cord become 
affected. In the nerves, the fibers for pain, pres- 
sure, touch and temperature are usually combined. 
When they reach the spinal cord, the fibers are sep- 
arated. As pain and temperature are nearly always 
in the same pathway, both senses can be lost at the 
same time. 

See also PAIN. 


anal stage According to Sigmund Freud’s psycho- 
sexual development theory, the anal stage is the 
second stage of development (the first is the oral 
stage). Maturation continues, with one area of the 
body maturing before the child is aware of the next. 
Around the first birthday, the anal zone becomes 
the source of interest to the infant and the parents. 
The infant becomes aware of a full rectum and later 
develops control over the innate urges. During this 
stage, the child may consider producing feces as 
a gift to the parents and social environment or as 
something to withhold with stubbornness. Thus 
the anal area and associated activities become a 
means of interacting with the child’s environment. 
Subsequent stages of development are the phallic 
stage, latency stage, and genital stage. 

See also FREUD, SIGMUND; GENITAL STAGE; LATENCY; 
PHALLIC STAGE. 


analysand The individual undergoing psycho- 
analysis. 
See also ANALYST; PSYCHOANALYSIS. 


analysis See PSYCHOANALYSIS. 


analyst The term usually refers to therapists who 
follow the teachings of psychoanalysis as outlined 
by Sigmund Freud (1856-1939) to help restore 
mental health. However, the term also applies to 
analysts who adhere to the ideas of Heinz Kohut 
(1913-81) and also Adolf Meyer (1866-1950), who 


coined the term “psychobiologist” for psychiatrists 
who consider both psychological and biological 
(medical) factors. Other analysts who follow fun- 
damentals of Carl Jung (1875-1961) are known as 
analytical psychologists; those who follow Alfred 
Adler (1870-1937) are individual psychologists. 

See also FREUD, SIGMUND; KOHUT, HEINZ; PSYCHO- 
ANALYSIS; SELF PSYCHOLOGY. 


Anatomy of Melancholy An early volume on 
physical and mental health, compiled by Robert 
Burton (1577-1640), an English clergyman and 
writer. The work concerns the historical back- 
ground of mental health, and it contains sections 
on causes, symptoms and treatment of melancholy 
(depression). The book indicates early connections 
between mental disorders and environmental con- 
ditions. Burton recommended special hospitals, 
pensions for the elderly and free housing for the 
poor; he also believed in witches and thought that 
witches could cure melancholy. 
See also DEPRESSION; MIND/BODY CONNECTIONS. 


Cox, Maksimov. “Burton’s Anatomy of Melancholy: Philo- 
sophically, Medically and Historically: Part 2.” History 
of Psychiatry no. 27 (September 1996): 343-360. 


androgens See HORMONES. 


anger An intense emotional state in which one 
feels a high level of displeasure and frustration. The 
spectrum of anger may range from slight irritation 
to explosive hostility. Anger is a source of energy 
that is discharged on others, objects or oneself. 
Anger is sometimes related to and involved with 
agitation and aggression. 

Physiological changes occur when one feels 
angry. Anger increases the heart rate, blood pres- 
sure and flow of adrenaline. Suppressed anger may 
result in hypertension, skin rashes and headaches. 

Some typical characteristics of anger include 
frowning, gritting the teeth, pacing and clenching 
the hands. There may be changes in vocal tone. One 
may yell or shout, or the person may speak in short, 
clipped sentences. During anger, some people may 
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attempt to gain control of a situation or clearly dem- 
onstrate that they have lost control themselves. 

Most people at times are caught between two 
attitudes with regard to anger. According to psy- 
chological and medical opinion, suppressed anger is 
physically and psychologically damaging, yet there 
are social pressures that at different levels label 
angry behavior destructive, illegal or unsophisti- 
cated. Further limiting expression of anger is the 
feeling that such behavior may bring regrets later. 

Anger seems to be most directly related to frus- 
tration and feelings of inferiority. Bigotry or gener- 
ally negative thinking appears to be anger turned 
against specific groups or humanity as a whole. 
Some mental health professionals believe, as Sig- 
mund Freud observed in “Mourning and Mel- 
ancholia,” that feelings of depression are actually 
anger turned inward, directed at the self. Adults 
who express anger directly with physical vio- 
lence or verbal abuse usually do so because they 
model their behavior on others in their environ- 
ment or because there seems to be a reward for 
violent behavior. In American frontier society, for 
example, violent behavior was common and usu- 
ally considered admirable. Since it is unacceptable 
in most situations to express anger directly, many 
people react by becoming sulky or indifferent or by 
adopting a superior, patronizing attitude toward 
the person or situation that angered them. 

A baby’s first cries may be an expression of anger 
or simply a less focused reaction to the birth experi- 
ence. Small children do react most directly to situ- 
ations that make them angry, sometimes by simply 
screaming or pulling or striking the object or per- 
son who has angered them. As children mature, 
angry behavior becomes focused on retaliation. 
By the early teens, sulking and impertinence have 
replaced retaliation. In both children and adults, 
hunger and fatigue increase the potential for anger. 
Researchers believe that anger is a product of the 
most primitive part of the brain that is capable of 
operating and becomes more dominant when other 
mental powers are impaired by illness or alcohol. 


Constructive Anger 
Anger may be constructive. The exercise that an 
individual chooses to use to work off anger will do 
him or her good in other ways. Releasing an angry 


feeling sometimes brings with it a sense of pleasure. 
Some mental health professionals equate ambition 
and attempts to improve society with a healthy 
expression of anger. 

Among athletes, anger can have a harmful effect 
on athletic performance. Anger drains energy and 
diverts attention from what must be done at the 
moment. However, professional athletes are trained 
to recover quickly from events that arouse anger. In 
some cases, anger may make a player more forceful 
and positive. 


Overcoming Anger 

An individual in psychotherapy who expresses 
extremely angry feelings might be given three 
goals: first, to identify the feelings of anger; second, 
to use constructive release of the energy of anger 
and third, to identify thought and thought pro- 
cesses that lead to anger. For example, to identify 
feelings of anger, one might keep a diary of angry 
feelings and learn to recognize anger before losing 
control. The individual will learn to take responsi- 
bility for his or her own emotions and stop blam- 
ing others for arousing the anger. In addition, with 
validation from a therapist, the individual will learn 
to accept that some anger is justified in certain situ- 
ations. In learning to use constructive release of the 
energy of anger, the individual may benefit from 
assertiveness training and learn to express anger 
verbally to the appropriate source. Assertive tech- 
niques will help the individual increase his or her 
feelings of self-esteem, demonstrate internal con- 
trol over behavior and harness energy generated 
by the anger in a nondestructive manner. One will 
also learn to use energy through physical activity 
that involves the large muscles, such as running, 
walking or playing a racket sport. 


Anger and Grief 
After a loved one dies, it is common to feel angry. 
The anger may be directed toward the person who 
died, for leaving the other person alone. Or the 
anger may be directed toward the medical care sys- 
tem for not being able to cure a disease or mend a 
body after an accident. In cases of accidents, often 
there is anger at a drunk driver or a person who has 
taken drugs and committed a crime or at the drug 
dealer who sold the drugs taken by the perpetrator 
of the loved one’s death. Anger is a normal part of 
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the cycle of the grief reaction. However, prolonged 
anger that leads to depression may indicate a need 
to consult a mental health professional. 

See also AGGRESSION; AGITATION; ANXIETY; DEPRES- 
SION; GRIEF. 


Carter, Les. The Anger Trap: Free Yourself from the Frustra- 
tions That Sabotage Your Life. San Francisco: Jossey- 
Bass, 2003. 

McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1991. 

McKay, Matthew. When Anger Hurts: Quieting the Storm 
Within. Oakland, Calif.: New Harbinger Publications, 
2003. 


angina pectoris A type of chest pain and dis- 
comfort that may be a symptom related to heart 
problems. Angina pectoris is not a sharp pain but 
rather a sensation of pressure, squeezing or tight- 
ness. Usually it starts in the center of the chest 
under the breastbone (sternum) and radiates to 
the throat area. Typically, the pains are along the 
inside of the left arm, part of the wrist, a few fin- 
gers and the shoulder. Symptoms of angina are 
usually due to muscle fibers of the heart not get- 
ting enough blood through the coronary arteries 
to nourish them. 

Chest pains cause some individuals great mental 
anguish because they fear that they are having a 
heart attack and they also fear hearing a diagnosis 
from a physician. However, all chest pains should be 
carefully diagnosed by a physician as soon as possi- 
ble. Most chest pains are not angina but are caused 
by emotional tension, strain of the chest muscles, 
referred pain from a spinal disk, indigestion, ulcers, 
lung problems or other disease not directly related 
to the heart. Knowing the source of a chest pain 
can reassure an individual and put her mind at rest 
concerning the condition of her heart. 

Typically, an angina symptom appears when a 
person exerts himself and disappears when he rests. 
Most attacks last for only two or three minutes, but 
if they are set off by anger or other emotional ten- 
sion and the individual cannot relax, they may last 
10 minutes or longer. 

Individuals who have angina pectoris should 
become aware of what it is that precedes attacks 


and learn to avoid those situations. Typically, such 
individuals are advised to reduce fat in their diet, 
lose weight, possibly take antianxiety medications 
when they feel extremely anxious and stop smok- 
ing (if they are smokers), as tobacco may provide 
an angina attack by speeding up the heartbeat, con- 
stricting blood vessels and raising blood pressure. 

Treatment for angina pectoris includes immedi- 
ate rest and a nitroglycerin tablet dissolved under 
the tongue. Some people take this drug as a pre- 
ventive measure if they are subject to attacks and 
are going through a period of unusual stress. Amyl 
nitrite is another drug that can be administered by 
inhalation. When neither drug is available, a sip of 
whisky or brandy may be helpful. 

See also CHRONIC ILLNESS. 


angst A feeling of anxiety. Angst is a central con- 
cept in the existentialist approach to psychology, 
which interprets the essence of human existence 
by emphasizing basic human values such as self- 
awareness, love and free will. The word “angst” 
is derived from the German term meaning “fear, 
anxiety, anguish.” 
See also ANXIETY; FEAR. 


anhedonia A diminished capacity to enjoy or 
experience pleasure in situations or acts that nor- 
mally would be pleasurable. Anhedonia is a marker 
for classic depression states. Anhedonia, also known 
as dystychia, in extreme forms may be a symp- 
tom of schizophrenia or a depressive disorder. The 
word “anhedonia” was coined by Ribot, a French 
psychologist, to refer to “an insensibility relat- 
ing to pleasure alone,” in contrast to “analgesia,” 
or the absence of pain. Anhedonia was described 
as a schizophrenic symptom by the German psy- 
chiatrist Emil Kraepelin (1856-1926) and the Swiss 
psychiatrist Eugen Bleuler (1857-1939), although 
both psychopathologists viewed anhedonia as only 
one facet of the deterioration of the emotional life 
of the individual. 

Freud associated loss of capacity for enjoyment 
with the repression that accompanies neurotic 
conflict. Behavioral clinicians have suggested that 
changes in a person’s reinforcement schedule or a 
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change of reinforcers may shape depressive behav- 
ior, also causing anhedonia. 
See also DEPRESSION; SCHIZOPHRENIA. 


Fawcett, Jan, David C. Clark, William A. Scheftner, and 
Robert D. Gibbons. “Assessing Anhedonia in Psychiat- 
ric Patients.” Archives of General Psychiatry 40 (January 
1983). 


anniversary reaction Feelings of anxiety or other 
symptoms that arise around the anniversary of a 
significant event, such as a divorce or the death of a 
family member or close friend. The reaction brings 
anxieties because it may involve the recall and 
reliving of the events. Some individuals experience 
dreams or minor illness at the same time each year. 
Anniversary reactions are often common when an 
individual has experienced a traumatic event. 

See also ANXIETY DISORDERS; GRIEF; POST-TRAU- 
MATIC STRESS DISORDER. 


anomaly Anything that is abnormal or irregular 
or a deviation from the natural order, such as a 
structure that varies significantly from the normal. 
For example, an individual who has an extra X or 
Y sex chromosome, a female without an external 
vaginal opening or a male with three testicles is said 
to be an anomaly. A person whose sexual practices 
are outside his or her society’s usual habits is also 
referred to as an anomaly. 


anomie Apathy, alienation and personal distress 
resulting from the loss of previously valued goals. 


anorexia nervosa See EATING DISORDERS. 


anorgasmia (anorgasmy) Inability to achieve 
orgasm. This term has been replaced with psycho- 
sexual dysfunction and refers to lack of orgasm that 
may be caused by sociocultural attitudes of the part- 
ners, anatomical or neurophysiological problems or 
fear of painful intercourse. Sex therapy is helpful in 
many such cases. 

See also PSYCHOSEXUAL DYSFUNCTIONS; SEX THERAPY. 


Antabuse Trade name of the generic drug disulfi- 
ram, used to deter consumption of alcohol by indi- 
viduals being treated for alcoholism. When a person 
taking Antabuse consumes alcohol, a severe reac- 
tion usually follows, including vomiting, breath- 
ing difficulty, headache and, occasionally, collapse 
and coma. Reaction to Antabuse begins within five 
to 10 minutes after ingesting alcohol and may last 
from 30 minutes to several hours, depending on 
the amount of alcohol in the body. 

Antabuse works by interfering with the metabo- 
lism of alcohol in the liver by causing a toxic buildup 
of acetaldehyde. Antabuse is prescribed with the 
individual’s full knowledge and consent. It should 
not be taken by pregnant women. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE. 


O’Brien, Robert, and Morris Chafetz. The Encyclopedia of 
Alcoholism. New York: Facts On File, 1982. 


antianxiety medications Also known as anxiolyt- 
ics, these are medications prescribed to reduce anx- 
iety and tension. They are sometimes referred to 
as minor tranquilizers. Antianxiety drugs are pre- 
scribed for many individuals during times of stress 
and in treatment of stress-related physical disor- 
ders. Antianxiety drugs or anxiolytics include those 
in the benzodiazepine class, such as alprazolam 
(Xanax), lorazepam (Ativan), diazepam (Valium) 
and chlordiazepoxide (Librium). Some are shorter 
acting because of more rapid body metabolism. 
While relatively nontoxic when first taken, they 
can reduce alertness (making driving inadvis- 
able) and cause potentiation of alcohol (multiply- 
ing its sedative effects), and individuals prone to 
abuse drugs and alcohol can become dependent 
on them. They should not be stopped suddenly if 
taken regularly over two weeks because of possible 
withdrawal symptoms (nausea, sweats, tremulous 
feelings, possibly seizures) but should be gradually 
tapered or reduced in dose over two to four weeks. 
These medications are used to treat anxiety disor- 
ders or adjustment disorders with anxiety. Alpra- 
zolam (Xanax) is approved by the Food and Drug 
Administration for the treatment of panic disorder. 
Non-benzodiazepine anxiolytics such as buspirone 
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have been developed but do not have immediate 
effects. Meprobamate and phenobarbital were once 
used but have high toxicity if used in overdose and 
have more serious addictive properties. 

See also ANXIETY; PHARMACOLOGICAL APPROACH. 


anticholinergic medications A group of drugs that 
block effects of acetylcholine, a chemical released 
from nerve endings in the parasympathetic division 
of the peripheral autonomic nervous system in the 
brain. (The parasympathetic nervous system pro- 
duces relaxation, calmness, digestion and sleep.) 
Anticholinergic drugs are used in the treatment of 
irritable bowel syndrome, certain types of urinary 
incontinence and in nervous system disorders, such 
as Parkinson's disease. 

Well-known natural substances with anticholin- 
ergic effects are atropine (used as a drug to dilate 
the eye) and scopalamine (a plant substance used 
with morphine to induce sleep). Some antidepres- 
sants and antipsychotic drugs have anticholinergic 
effects; these side effects sometimes include extreme 
dryness of the mouth, abnormal retention of urine, 
constipation, blurred near vision, short-term mem- 
ory loss and mental confusion in high doses. All 
are reversible by changing dosage or stopping the 
medications. 

See also AGORAPHOBIA; ANTIDEPRESSANT MEDICA- 
TIONS; DEPRESSION. 


anticipatory anxiety The anxiety an individual 
feels when thinking about an anxiety-producing 
situation, such as an approaching examination, 
a visit to the dentist or a difficult interview. Indi- 
viduals who have phobias experience anticipatory 
anxiety when the possibility of facing their feared 
stimulus occurs. 
See also ANXIETY; PHOBIA. 


anticipatory grief See GRIEF. 


anticonvulsant medications A group of prescrip- 
tion drugs that prevent convulsions or limit their 


frequency or severity; also known as antiepileptics. 
In high doses, minor tranquilizers and hypnotic 
drugs may act as anticonvulsants. Many anticon- 
vulsants are central nervous system depressants 
and also reduce some symptoms of anxiety. 

See also MINOR TRANQUILIZERS. 


antidepressant medications Prescription drugs used 
to counteract depression. Antidepressants are avail- 
able only by prescription, and because depressive 
symptoms are merely suppressed, not cured, by these 
drugs, they are usually prescribed for three to six 
months or more until the symptoms remit on their 
own. These medications are also frequently used in 
conjunction with some type of psychotherapy. 
Commonly, antidepressant medications take up 
to two to three weeks before having a full effect 
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Trade Name Generic Name 





Tricyclic antidepressants 


Elavil, Endep amitriptyline 
Asendin amoxapine 
Anafranil clomipramine 
Norpramin, Pertofrane desipramine 
Sinequan, Adapin doxepin 
Tofranil, Janimine imipramine 
Ludiomil maprotiline 
Aventyl, Pamelor nortriptyline 
Vivactil protriptyline 
Surmontil trimipramine 
Monoamine oxidase inhibitors (MAOIs) 
Marplan isocarboxazid 
Eutonyl pargyline 
Nardil phenelzine 
Parnate tranylcypromine 
Examples of “Novel” antidepressants 
Wellbutrin bupropion 
Prozac fluoxetine 
Desyrel trazodone 
Zoloft sertraline 
Paxil paroxetine 
Serzone nefazodone 
Effexor venlafaxine 
Remeron mirtazapine 
Celexa citalopram 
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(although side effects may begin immediately). The 
time elapsing before the drug becomes therapeutic 
varies with the drug. Antidepressants may have to 
be taken regularly for months, even years in the 
case of patients with prior depressive episodes, if 
their gains are to persist. Relapse often occurs upon 
stopping the drug. 

Most drugs used to treat depression either mimic 
certain neurotransmitters (biochemicals that allow 
brain cells to communicate with each another) or 
alter their activity. Antidepressants are thought to 
reverse the depletion or decrease activity of these 
neurotransmitters that occurs during depression. 
Two of the major neurotransmitters involved appear 
to be norepinephrine and serotonin. The precise 
pharmacologic mechanisms of antidepressant drugs, 
as well as the balances of neurotransmitters in indi- 
viduals who have depression, are still not entirely 
understood. As newer, more specific antidepres- 
sants are developed, understanding of antidepres- 
sants and depression evolves. 

Antidepressant medications were developed dur- 
ing the 1950s after physicians noticed that tuber- 
culosis patients treated with iproniazid sometimes 
became extremely cheerful. The notion that this ele- 
vated mood might be a side effect of the drug led to 
the development of a class of antidepressants known 
as monoamine oxidase inhibitors. They were fol- 
lowed by the tricyclic antidepressants and lithium. 

There are five major categories of antidepres- 
sants: tricyclic antidepressants (TCAs), monoamine 
oxidase (MAO) inhibitors, lithium, serotonin spe- 
cific reuptake inhibitors (SSRI) and novel antide- 
pressants such as trazodone and bupropion. 


Tricyclic Antidepressants 


Tricyclic antidepressants are referred to as “tri- 
cyclic” because the chemical diagrams for these 
drugs resemble three rings connected together. An 
example of a tricyclic antidepressant is imipramine, 
which was first synthesized in the 1940s. 

Tricyclics elevate mood, alertness and mental 
and physical activity and improve appetite and 
sleep patterns in depressed individuals. When given 
to a nondepressed person, tricyclics do not elevate 
mood or stimulate the person; instead, the effects 
are likely to increase anxiety and arouse feelings of 
unhappiness. 


Tricyclic antidepressants are generally well toler- 
ated and relatively safe, with minimal side effects. 
Their antidepressant effects, however, often take 
several weeks to appear, for reasons not yet well 
understood. Because of this lag, tricyclics are not 
prescribed on an “as-needed” basis. 

Some depressed individuals may respond well 
to one tricyclic but not at all to another. Because 
of the time lag of several weeks before any ben- 
eficial effects are apparent, the physician will first 
try one drug for that time and then, if results are 
not achieved, prescribe another tricyclic, again for 
several weeks. Such trials, with their waiting and 
uncertainty, may lead to some anxiety and frustra- 
tion for both the individual and the physician. 

Some of the more well known tricyclic antide- 
pressants (and their trade names) are shown in the 
table on page 43. 

Side effects. Side effects of tricyclic antidepres- 
sants include excessively dry mouth, sweating, 
blurred vision, headache, urinary hesitation and con- 
stipation. Drowsiness and dizziness, as well as ver- 
tigo, weakness, rapid heart rate and reduced blood 
pressure upon standing upright, are likely to occur 
early on but usually disappear within the first several 
weeks. Tricyclics should be used cautiously in persons 
with heart problems and in elderly patients who may 
not break them down as rapidly as other adults. 

Drug interactions and cautions. Tricyclic antide- 
pressants and MAO inhibitors are not recommended 
to be combined except under unusual circumstances 
by a physician expert in their use. Although very 
rare, a severe interaction between the two drugs can 
occur; in extreme cases, convulsions, seizures and 
coma can occur. A more common drug interaction 
involves the combination of tricyclics and alcohol, 
and possibly other sedatives, as tricyclics increase 
effects of these substances. Use of other anticholin- 
ergic drugs will increase likelihood of anticholinergic 
side effects. 


Monoamine Oxidase (MAO) Inhibitors 
MAO inhibitors (or MAOIs) are primarily used for 
individuals who have not responded adequately 
to tricyclic antidepressants or serotonin reuptake 
inhibitors. Because of a wider range of potential, 
often unpredictable complications, use is limited. 
However, MAO inhibitors may be prescribed for 
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certain types of depressions, generalized anxiety 
and phobic disorders and are used to help individu- 
als who have panic attacks. 

When a tricyclic antidepressant is tried and dis- 
continued because of ineffectiveness, a gap of 10 
days is recommended before the monoamine oxidase 
inhibitor is prescribed. Tricyclic antidepressants and 
MAO inhibitors may be cautiously combined by phy- 
sicians experienced in the use of this combination. In 
the reverse case, where the MAO inhibitor is ineffec- 
tive and is to be replaced by a tricyclic, a period of two 
weeks between medications is recommended. 

Interactive effects. A drawback of the MAO 
inhibitors, as a group, is that they may lead to 
unpredictable and occasionally serious interactions 
with some foods and drugs. For example, combining 
MAO inhibitors with a class of drugs called sympa- 
thomimetic drugs may lead to serious complications. 
Common nasal decongestant sprays often include 
phenylpropanolamine or phenylephrine, both sym- 
pathomimetics. Cough and cold preparations or 
any preparation not specifically recommended by 
a physician should also be avoided. The pain drug 
Demerol should not be given with MAOIs, but other 
pain-relieving drugs, such as morphine, can safely 
be used. 

Individuals taking MAO inhibitors must conform 
to a special diet that avoids the amino acid tyra- 
mine or they may experience a dangerous rise in 
blood pressure. Tyramine is present in many foods, 
including alcoholic beverages, aged cheese, liver, 
fava beans and chocolate. 

A side effect of monoamine oxidase inhibitors is 
that they lower blood pressure, an effect not well 
understood by researchers. 


Lithium 

Lithium is effective in individuals who have both 
depression and mania and in preventing future 
episodes. It acts without causing sedation but, like 
the tricyclics and MAO inhibitors, requires a period 
of use before its actions take effect. Side effects of 
lithium may rule it out for use as an antidepres- 
sant; there may be nausea and vomiting, muscular 
weakness and confusion. 


Other Treatments 


Amphetamines and related psychostimulant drugs, 
such as methylphenidate (a mild central nervous 


system stimulant), are sometimes used as anti- 
depressants. While they may bring on temporary 
mood elevation, their prescription for such purposes 
is controversial, as they are subject to abuse. Some 
physicians try amphetamines for short-term use in 
certain patients and may also prescribe amphet- 
amines diagnostically to determine more rapidly the 
value of moving on to tricyclic antidepressants and 
rarely to potentiate antidepressant medications in 
treatment-resistant depression. More recently, stim- 
ulants have been added to antidepressants to aug- 
ment their effects in the case of a partial response. 

Alprazolam may lift moderately severe depres- 
sion, although it is primarily a drug used to treat 
anxiety. In some individuals, alprazolam has short- 
ened or interfered with panic attacks and also 
induced sleep. In depressed individuals with a high 
level of anxiety, alprazolam may be added to tricy- 
clic antidepressants. 


New Developments of Antidepressant Medications 


The development of innovative antidepressants 
combined with more precise research approaches 
holds great promise for the understanding and more 
effective treatment of affective disorders. In the last 
several decades, while conventional antidepressants 
have been helpful for many individuals, limitations 
of these antidepressants have been noted, namely 
their lack of specificity of action, delayed onset of 
action, side-effect profile and potential for lethal- 
ity in overdose. Approximately 20 to 30 percent 
of depressed persons do not respond to traditional 
antidepressants. 

Similarly, electroconvulsive therapy has draw- 
backs, such as the potential for short-term cognitive 
deficits and problems associated with sustaining the 
antidepressant response. Over the last several years, 
newer antidepressants have emerged, such as ser- 
traline, paroxetine, fluoxetine and bupropion, that 
offer the advantages of antidepressants with more 
favorable side-effect profiles and a decreased poten- 
tial for lethality in overdose. However, research has 
shown that while these agents have unique side- 
effect profiles, their overall efficacy appears to be 
no greater than conventional antidepressant treat- 
ments and they also have a delayed onset of action. 

The goal of recently developed antidepressants is 
to act faster and with more power than previously 
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used antidepressants, with less frequent and less 
severe side effects and with more ability to target 
an individual’s specific type of depression. Newer 
antidepressants are not tricyclic or the monoamine 
oxidase inhibitors. They are unicyclic, bicyclic or of 
other molecular configurations. Whereas tricyclics 
and MAO inhibitors are understood to influence 
chemicals known as neurotransmitters, the newer 
antidepressants are technically classified by their 
preferential influence over individual neurotrans- 
mitters—norepinephrine and serotonin. 


Selective Serotonin Reuptake Inhibitors 
Fluoxetine, sertraline and paroxetine are com- 
pounds which are part of a new class of selective 
serotonin reuptake inhibitors (SSRIs) with low tox- 
icity and free of many side effects attributed to tri- 
cyclic antidepressants. They are not sedative, have 
no anticholinergic side effects and do not promote 
weight gain. 

Like other antidepressant drugs, SSRI medica- 
tions do not help everyone with depression. They 
have their own unique side effects, including pos- 
sible nausea, weight loss—both usually time lim- 
ited—insomnia and rarely anxious agitation that is 
dose related. 


Atypical antidepressants 


Atypicals are a newer class of medications used in 
appropriate patients. They work with the recep- 
tors of serotonin, dopamine, norepinephine, hista- 
mine and selective parts of the brain. Three of the 
medications, Zyprexa, Seroquel, and Resperdal, can 
cause weight gain and may induce diabetes. 

See also AGORAPHOBIA; “ATYPICAL” ANTIPSYCHOTIC 
MEDICATIONS; BENZODIAZEPINE DRUGS; DEPRESSION; 
MANIC-DEPRESSIVE DISORDER; METABOLIC SYNDROME; 
POSTPARTUM DEPRESSION; SEDATIVE DRUGS. 
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antimanic medications A group of drugs that 
reduce symptoms of mania or manic episodes 
of manic-depressive illness. Antimanics are also 
used as neuroleptics (major tranquilizers or anti- 
psychotics). The major types of antimanics are 
butyrophenones, lithium, phenothiazines and 
anticonvulsants. 

Antimanic medications reduce the agitation and 
lack of control seen in mania but may cause seda- 
tion; lithium produces this effect somewhat more 
slowly (five-10 days) without sedation and is use- 
ful in preventing recurrences that are usual with- 
out prophylactic treatment. 

Certain anticonvulsant medications will reduce 
mania more rapidly. These include clonazepam 
(trade name: Klonopin); lorazepam (Ativan), which 
may be given by injection like some neurolep- 
tics; and carbamazepine (Tegretol) and divalproex 
sodium (Depakote), which act more rapidly and 
have long-term effects with sedation or the side 
effects of neuroleptics. 

Each of the types of antimanic drugs produces 
somewhat different pharmacologic actions. Lith- 
ium is particularly effective in preventing relapses 
in manic-depressive illness. Other drugs with anti- 
manic effects are haloperidol and chlorpromazine. 

See also ANTIDEPRESSANT MEDICATIONS; BUTYRO- 
PHENONES; LITHIUM CARBONATE; MANIC-DEPRESSIVE 
DISORDER; PHENOTHIAZINE DRUGS. 


antipsychotic medications Medications used to 
treat serious psychotic illness sometimes with the 
risk of homicide or suicide. Although they have 
side effects and certain serious risks, they are cur- 
rently the best available treatments for acute and 
chronic psychoses. Monitored carefully by a physi- 
cian experienced in their use, they can be beneficial 
and safely used and often represent the only avail- 
able treatment in carefully selected patients. 
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These medications are used to relieve symptoms 
of psychotic illnesses including thought disorders, 
hallucinations, delusions, bizarre behavior and 
agitation. They are useful in chronic schizophrenia 
because they reduce the rate of exacerbation. While 
primarily prescribed for schizophrenia and related 
illnesses (schizophreniform disorder, schizoaffec- 
tive disorder), antipsychotics are also prescribed to 
psychotic patients who have mood disorders and 
organic mental disorders. They are also prescribed 
usually in lower doses to control behavior in some 
mentally retarded individuals, as well as individu- 
als with borderline personality disorder, organic 
disorders and Tourette Syndrome. Antipsychotics 
are also known as neuroleptics because of their 
capacity to block dopamine receptors. 


How Antipsychotic Drugs Work 
Antipsychotic drugs work on receptors in the brain 
to influence emotional behavior. Although the 
exact mechanisms of action are not clearly under- 
stood, most antipsychotics are known to inhibit 
transmission of nerve impulses in the central ner- 
vous system (CNS) by blocking the action of dopa- 
mine, a neurotransmitter, at certain receptor sites. 

Antipsychotics have a number of adverse drug 
reactions. For example, reserpine is no longer used 
as an antipsychotic because it has been known to 
produce depression and low blood pressure. Anti- 
psychotic drugs are not usually appropriate for use 
with anxiety reactions in the absence of severe 
psychotic symptoms. A new class of “atypical” anti- 
psychotic medications have been introduced and 
found effective. Clozapine (Clozaril) was found to 
reduce both negative (lack of initiative, motivation 
and social interest) as well as cognitive (capacity to 
think) symptoms in schizophrenia. Since clozapine 
has significant side effects and can cause aplastic 
anemia in a small percentage of cases, frequent 
blood tests to measure white and red blood cells are 
considered necessary. Since then safer “atypical” 
antipsychotic medications such as resperidone (Res- 
perdal), olanzapine (Zyprexa), quetiapine (Seroquel) 
and ziprasidone (Geodon) have been approved for 
use in schizophrenia. 


Side Effects/Adverse Effects 


Side effects occur with therapeutic doses; close and 
critical observation by a physician is essential for 


therapeutic effects. Side effects include sedation 
and extrapyramidal effects, such as acute dysto- 
nia (a state of abnormal muscle tension), akathisia 
(restlessness, agitation) and Parkinsonism (rigidity, 
shuffling gait, hypersalivation and masklike facial 
appearance), all of which are reversible by dose 
change or a medication to prevent these effects. 
Tardive dyskinesia (unwanted movements of the 
face, jaw, tongue, trunk and extremities and rest- 
less movements) can occur with greater likelihood 
over time (risk increases about 4 percent per year 
of exposure, and effects can be permanent, espe- 
cially if medications are not stopped). Clozapine 
thus far has not been found to have a significant 
risk of tardive dyskinesia but can produce epilep- 
tic seizures and dangerous decrease of white blood 
cell levels, which can be fatal if not monitored by 
weekly blood tests. 

Individuals taking antipsychotics usually partici- 
pate in informed-consent procedures. A physician 
may also wish to inform relatives or other respon- 
sible persons of the risks and benefits of treatment 
as well as the early symptoms of tardive dyskine- 
sia, which are often unnoticed by the patient. Neu- 
roleptic malignant syndrome is a rare but major 
adverse effect. 

See also HALLUCINATIONS AND HALLUCINOGENS; 
SCHIZOPHRENIA; TARDIVE DYSKINESIA. 
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antisocial personality disorder Characteristics 
include a consistent pattern of behavior that is 
intolerant of the conventional behavioral limita- 
tions imposed by a society, an inability to sustain 
a job over a period of years, disregard for the rights 
of others (either through exploitiveness or criminal 
behavior), frequent physical fights and, quite com- 
monly, child or spouse abuse without remorse and a 
tendency to blame others. There is often a facade of 
charm and even sophistication that masks disregard, 
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lack of remorse for mistreatment of others and the 
need to control others. 

Although characteristics of this disorder describe 
criminals, they also may befit some individuals who 
are prominent in business or politics whose habits 
of self-centeredness and disregard for the rights of 
others may be hidden prior to a public scandal. 

During the 19th century, this type of personality 
disorder was referred to as moral insanity. The term 
described immoral, guiltless behavior that was not 
accompanied by impairments in reasoning. 

According to the classification system used in the 
Diagnostic and Statistical Manual of Mental Disorders, 
Ath ed., antisocial personality disorder is one of the 
four “dramatic” personality disorders, the others 
being borderline, histrionic and narcissistic. 

See also CONDUCT DISORDER; PERSONALITY; PER- 
SONALITY DISORDERS. 
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anxiety Uneasiness, apprehension and tension 
that stems from anticipating danger, which may be 
imagined or real. Some definitions of anxiety dis- 
tinguish it from fear by limiting it to anticipation of 
a danger from a largely unknown source, whereas 
fear is a response to a consciously recognized and 
usually external threat or danger. Others can see 
or recognize external dangers but not the “inter- 
nal” threats that an anxious individual experiences. 
Signs and symptoms of anxiety and fear may seem 
the same, as they include hyperactivity, apprehen- 
sion, excitability, irritability and suffering from 
exaggerated and excessive worry and fearful antici- 
pation. Many abused and psychologically trauma- 
tized individuals, such as victims of family violence, 
have lifelong symptoms of anxiety. 

Until 1980 anxiety was considered a one- 
dimensional condition. Then mental health pro- 
fessionals began to realize that there are several 
categories of specific symptom clusters, with unique 
causes, treatments and outlooks for improvement. 
Following are several of the major categories 


described in the Diagnostic and Statistical Manual of 
Mental Disorders, 4th ed., published in 1994: 


e generalized anxiety disorder 

e phobias: specific phobia (formerly simple phobia) 
and social phobia 

e agoraphobia 

e panic attacks and panic disorder 

e obsessive-compulsive disorder 


e post-traumatic stress disorder 


However, according to Sheryle Gallant, Gwen- 
dolyn Puryear Keita and Renee Royak-Schaler, in 
Health Care for Women: Psychological, Social and Behav- 
ioral Influences, two of the most prevalent categories 
are generalized anxiety disorder and panic disorder. 
Primary care physicians have indicated that anxi- 
ety disorders are the most common mental health 
problem in their practice. 

In primary care settings, anxiety disorders often 
are underrecognized because anxious individu- 
als often present doctors with physical symptoms 
rather than psychological concerns. 

Most mentally healthy people experience anxiety 
in everyday life. For example, many may experience 
anxiety about getting to a job interview on time, 
going on a first date or looking just right at an impor- 
tant event. Others become anxious about being held 
up in traffic because of a bridge raising or a delayed 
train, while still others become anxious when they 
hear reports of imminent bad weather conditions. 
Most people learn to cope with such transient anxi- 
eties by taking more time, making additional prep- 
arations and facing the fact that the situations are 
temporary and are not really threatening. 

Many individuals who face a threat or change 
in their health status may become anxious. These 
anxieties may relate to a fear of the unknown or a 
fear of unpleasant treatment and possible pain and 
disability. 

Anxieties also occur relating to socioeconomic 
status. For example, threats of job layoffs cause many 
people anxieties, while others become anxious over 
changes in stock market prices and develop constant 
fears that their fortunes will be wiped out. These sit- 
uations, if severe enough to interfere with function 
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or sleep in an otherwise well-adjusted individual, 
would be categorized as adjustment disorder. 

Anxious individuals focus on a situation, object 
or activity that they want to avoid; extreme anxiet- 
ies and fears of these experiences can become pho- 
bias. If the anxiety seems unfocused, it is known 
as free-floating anxiety. This is a fear of social criti- 
cism, diagnosed as a social phobia if it interferes 
with normal social or occupational function. Other 
phobias may be more specific, such as fear of public 
speaking, riding in cars, snakes or mice. 

Those who suffer from agoraphobia often experi- 
ence panic attacks first. Recent studies have shown 
that about 25 percent of patients with major depres- 
sion suffer panic attacks. The suicide-attempt rate in 
patients with panic attacks has been found to be just 
as high as in those with depressive disorders. 

Anxieties may be experienced in specific peri- 
ods of sudden onset and be accompanied by physi- 
cal symptoms such as nausea or dizziness. Anxiety 
focused on physical symptoms that preoccupy indi- 
viduals to the point that they believe they have a 
disease can lead to hypochondriasis. 

Many people turn to smoking, alcohol or drug 
use to cope with anxieties. These habits are not 
considered healthy coping mechanisms, as they can 
lead to health hazards and dependencies. Physi- 
cians may prescribe antianxiety drugs, or anxiolytic 
drugs, for some individuals who experience tempo- 
rary anxieties at certain times. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
ANXIETY DISORDERS; HYPOCHONDRIASIS; PANIC ATTACKS 
AND PANIC DISORDER; PHOBIA. 
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anxiety disorders Anxiety disorders are the most 
commonly occurring mental health concern and 


ANXIETY DISORDERS 





Numbers and Percentages of 
U.S. Adult Population 





Generalized anxiety disorder 4 million 2.8 % 
Obsessive-compulsive disorder 3.3 million 2.3 % 
Panic disorder 2.4 million 1.7 % 
Post-traumatic stress disorder 5.2 million 3.6 % 
Specific phobia 6.3 million 4.4 % 
All phobias 14.8 million 10.3 % 





Source: Anxiety Disorders Association of America. Available online. 
URL: http://www.adaa.org/mediaroom/index.cfm. Accessed on 
August 8, 2005. 


affect approximately one in nine people, or nearly 
20 million Americans (13 percent), according to 
the American Psychiatric Association. Symptoms of 
anxiety disorders are different from normal feelings 
of nervousness; they may occur for no apparent 
reason. People who experience anxiety disorders 
usually are apprehensive, are frequent worriers, 
and anticipate something unfortunate happen- 
ing to themselves or others. Characteristics may 
include “edginess,” irritability, easy distractibility, 
and impatience. Some sufferers have a feeling of 
impending death or a desire to run and hide. Anxi- 
ety disorders interfere with family life and work and 
disrupt quality of life because behaviors may lead 
people to avoid situations of which they are fearful 
or that worsen their anxiety. However, these disor- 
ders usually respond well to treatment. 

Anxiety disorders encompass several types of 
mental health disorders including 


e generalized anxiety disorder 

e single and social phobias 

e agoraphobia 

e panic disorder with or without agoraphobia 
e obsessive-compulsive disorder (OCD) 

e post-traumatic stress disorder (PTSD) 


Physical symptoms 
Physical symptoms of anxiety disorders may be so 
severe that some people are convinced they have 
serious medical problems. Many sufferers of anx- 
iety disorders are almost totally disabled and iso- 
lated from social activities. In many cases, anxiety 
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disorders are detected when an individual seeks 
repeated treatment for a nonexistent medical con- 
dition or makes needless visits to emergency rooms. 
According to the Anxiety Disorders Association of 
America, people with an anxiety disorder are three 
to five times more likely to go to the doctor and six 
times more likely to be hospitalized for psychiat- 
ric disorders than nonsufferers. While a specific or 
single phobia is the most common anxiety disorder, 
panic disorder is the most common among people 
seeking treatment. 

Historically, terminology related to anxiety dis- 
orders has changed over the years. For example, 
anxiety disorder was once termed anxiety neurosis 
but is no longer referred to in that way. Also, anxi- 
ety hysteria was once used to refer to what is now 
generally called phobia or somatoform disorder. 


Causes of Anxiety Disorders 


There are several broad theories regarding causes 
of anxiety disorders. However, because anxiety dis- 
orders are such an individual matter, causes cannot 
be generalized. For most individuals, it is no single 
condition or situation that causes anxiety disorders 
but rather a combination of physical and environ- 
mental factors linked together. 

Theories include the psychoanalytic approach, 
the learning approach and the biological approach. 
Some individual causes may be traced to one of 
more of these theories. For example, a person may 
develop or inherit a biological susceptibility to anxi- 
ety disorders, and events in childhood may teach a 
person certain fears, which then develop over time 
into an anxiety disorder that can be diagnosed. 

The psychoanalytic theory holds that anxiety 
comes from an unconscious conflict in the individ- 
ual’s past, even during infancy or childhood. Sig- 
mund Freud suggested that individuals may carry 
unconscious childhood conflicts regarding sexual 
desire for the parent of the opposite sex. Also, a 
person may have developed conflicts because of a 
scare, illness or other emotionally charged event 
during childhood. Proponents of this theory believe 
that anxiety can be resolved when the unconscious 
conflict is identified and resolved. 

Learning theory holds that anxiety is a learned 
behavior that can be unlearned. People who are 
fearful of certain situations or certain events will try 


to avoid them. However, by persistently confronting 
the feared situation or object, a person can relearn 
responses and relieve anxiety. Behavior therapy is 
largely based on learning theory and has helped 
many people overcome their anxiety disorders. 

Biochemical theory says that biochemical changes 
occur as a result of emotional, psychological or behav- 
ioral changes. Proponents of this theory believe that 
biochemical imbalances may be responsible for some 
anxiety disorders. According to this theory, medical 
treatment of biochemical imbalances in the central 
nervous system may relieve symptoms of anxiety. 

Some anxiety disorders seem to run in families. 
According to the American Psychiatric Association, 
panic disorder, phobias, and obsessive-compulsive 
disorder seem to be more common among first- 
degree biologic relatives of people with each of these 
disorders than among the general population. 

In all categories, women outnumber men except 
for obsessive-compulsive disorder and social pho- 
bia, in which both sexes have an equal likelihood of 
being affected, according to the National Institute 
of Mental Health. 


Generalized Anxiety Disorder (GAD) 
Generalized anxiety disorder (GAD) is likely to be 
comorbid (occur along with) with other disorders. 
Characteristics include a constant feeling of being 
nervous and on edge without any apparent rea- 
son. There may be unrealistic or excessive anxiety 
and worry (apprehensive expectation) about two 
or more life circumstances—for example, worry 
about finances without good reason or worry about 
possible misfortune to one’s spouse (who is in no 
danger) for six months or longer—during which 
the person is tormented by these concerns more 
days than not. There may be signs of nervousness, 
hyperactivity and excitability that interfere only 
mildly with work or social activities. Individuals 
may feel shaky, experience trembling or twitching, 
have muscle aches and soreness and become tired 
easily. 

The age of onset for GAD is usually is between 
age 20 and 40, and women are twice as likely to be 
afflicted than men, according to the Anxiety Disor- 
ders Association of America. In some cases, gener- 
alized anxiety disorder follows a major episode of 
depression. 
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Phobias 


According to the National Institute of Mental 
Health (NIMH), approximately 6.3 million Ameri- 
can adults ages 18 to 54, or about 4.4 percent of 
people in this age group in a given year, have some 
type of specific phobia. 

A phobia is an intense, unrealistic fear that usu- 
ally causes one to avoid the feared object, situa- 
tion or event. Phobic individuals feel terror, dread 
or panic when facing their feared situation. Some 
avoid the source of their fear to the extent that it 
interferes with their work and their social and fam- 
ily life. Single or specific phobias include fears of 
specific objects or situations. Frequently occurring 
fears are those of high places, flying and snakes. 
Phobias can begin at any age. When exposed to 
the sight of the feared object, one or more anxiety 
responses may occur, including trembling, sweating 
and feeling faint, nauseated or dizzy. For some pho- 
bics, just the thought of or a picture of the feared 
object brings on these responses. 

Social phobias usually begin in childhood or ado- 
lescence, when the individual normally is keenly 
aware of comparison with and evaluation by peers. 
Approximately 5.3 million American adults ages 18 
to 54, or about 3.7 percent of people in this age 
group in a given year, have social phobia. Social 
phobias include persistent fears of one or more 
situations in which the person is exposed to pos- 
sible scrutiny by others. The person fears that he 
or she may do something or act in a way that will 
be humiliating or embarrassing. Examples of social 
phobias range from fears of public speaking to vom- 
iting in a public place. Public speaking appears to be 
the most common of social phobias. 

When a socially phobic person is in a feared situ- 
ation, such as standing up at a meeting and speak- 
ing, the individual will almost invariably have an 
anxiety response, such as having a rapid heartbeat, 
sweating and difficulty breathing. Usually a cycle 
occurs in which the individual fears a situation, 
such as going into a room and meeting new people, 
and then avoids the situation. Social phobias are 
generally not as disabling as agoraphobia, but social 
phobias may interfere with a person’s choice of 
employment, professional advancement and social 
life. 


Panic Attacks and Panic Disorders 


Panic disorder involves having episodes of feelings 
of impending doom; severe anxiety attacks reach 
their peak in a few minutes and then usually sub- 
side. During a panic attack, a person feels helpless, 
out of control and, in some instances, as if he or she 
is going crazy. Shortness of breath, dizziness and 
heart palpitations usually accompany an attack. 

Those who have panic disorder experience 
intensely overwhelming terror for no apparent rea- 
son. Some people who experience a panic attack for 
the first time rush to the hospital, convinced they 
are having a heart attack and will die. Although 
sufferers cannot predict when the attacks will 
occur, they become aware that certain situations, 
such as being in a closed place, are associated with 
the attacks because they recall having experienced 
a panic attack in such a place. 

Approximately 2.4 million Americans adults ages 
18 to 54, or about 1.7 percent of people in this age 
group in a given year, have panic disorder. Panic 
disorder typically develops in late adolescence or 
early adulthood. About one in three people with 
panic disorder develop agoraphobia, a condition in 
which they become afraid of being in any place or 
situation where escape might be difficult or help 
unavailable in the event of a panic attack. 


Agoraphobia 

Agoraphobia involves intense fear and avoidance 
of any place or situation where escape might be dif- 
ficult or help unavailable if sudden paniclike symp- 
toms occur. It may include a fear of being in a public 
place alone, being in a place with no escape such 
as an airplane, train or center aisle in a theater or 
church. It is the most disabling of phobias because 
many sufferers become housebound. Agoraphobia 
begins in late childhood or early adolescence and, 
without appropriate therapy, usually gets worse 
as the individual ages. According to the National 
Institute of Mental Health (NIMH) approximately 
6.3 million American adults ages 18 to 54, or about 
2.2 percent of people in this age group in a given 
year, have agoraphobia. 

Agoraphobia may occur with or without panic 
attacks. Opinions differ as to whether the panic 
attacks come first, leading to agoraphobia, or ago- 
raphobia leads to the panic attacks. However, some 
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agoraphobic individuals have panic attacks, while 
others do not. 


Obsessive-Compulsive Disorder (OCD) 


About 3.3 million American adults ages 18 to 54 
or about 2.3 percent of people in this age group 
in a given year, have obsessive-compulsive disor- 
der (OCD). The first symptoms of OCD often begin 
during childhood or adolescence. Individuals with 
OCD go through repeated, involuntary ritualis- 
tic behaviors in the belief that they are prevent- 
ing an unwanted future event. For example, those 
who worry about infection may develop compul- 
sive hand-washing habits. Hand washing affects 
more women than men. Compulsives also check 
and recheck that doors are locked or that electric 
switches and ovens are turned off. The check- 
ing compulsion seems to affect more men than 
women. 

Obsessions are repeated, unwanted thoughts, 
which can last for seconds or hours. The most com- 
mon obsessions focus on hurting others or violating 
socially acceptable behavioral standards, such as 
swearing or making inappropriate sexual advances. 
For some individuals they are focused on religious 
or philosophical issues. 

Compulsive behaviors are rituals that get out of 
control. For many people, obsessions begin as cop- 
ing mechanisms for overcoming anxieties. People 
who experience obsessive disorders do not auto- 
matically have compulsive behaviors. However, 
most people who have compulsive, ritual behaviors 
also suffer from obsessions. 

Obsessive-compulsive disorders often begin dur- 
ing the teens or early adulthood. Generally they 
are chronic and cause moderate to severe disability. 
People who have obsessive-compulsive disorders 
usually have involuntary, recurrent and persistent 
thoughts or impulses that are distasteful to them. 


Post-traumatic Stress Disorder (PTSD) 


Post-traumatic stress disorder (PTSD) frequently 
occurs after violent personal assaults such as rape, 
mugging or domestic violence; terrorism; natural 
or human-caused disasters and accidents. Approxi- 
mately 5.2 million American adults ages 18 to 54, 
or about 3.6 percent of people in this age group in 
a given year, have PTSD, according to the National 


Institute of Mental Health (NIMH). Results from an 
NIMH-supported survey showed that female risk of 
developing PTSD following trauma is twice that of 
males. 

PTSD can develop at any age, including child- 
hood. About 30 percent of Vietnam veterans expe- 
rienced PTSD at some point after the war. PTSD is 
characterized by persistent symptoms of fear that 
occur after experiencing a traumatic event. Night- 
mares, flashbacks, numbing of emotions, depres- 
sion and feeling angry, irritable, or distracted and 
being easily startled are common. Females are 
more likely to develop long-term PTSD than males 
and have higher rates of co-occurring medical and 
psychiatric problems than males with the disorder. 
PTSD involves avoidance of thoughts, feelings, situ- 
ations or activities that are associated with a shock- 
ing or painful experience in the individual’s past. 
This can affect anyone who has survived a severe 
physical or mental trauma. 

It is now known that PTSD can affect children as 
well as adults. For example, children who have wit- 
nessed a shooting in a school or restaurant or vio- 
lence in the streets suffer symptoms similar to those 
of adults who have been through wars, witnessed 
airplane collisions or been physically attacked. The 
severity of the disorder seems to increase when the 
trauma is unanticipated. For that reason, not all 
war veterans develop post-traumatic stress disor- 
der, despite prolonged and brutal combat, because 
soldiers expect a certain amount of violence, 
whereas rape victims may be especially affected by 
the unexpectedness of the attack. 

Individuals who suffer from PTSD re-experience 
the traumatizing event through flashbacks of the 
event, dreams or nightmares. Rarely does the per- 
son get into a temporary dislocation from reality, 
in which the trauma is relived for a period of days. 
“Psychic numbing,” or emotional anesthesia, may 
occur, in which victims have decreased interest in 
or involvement with people or activities they once 
enjoyed. They may experience excessive alertness 
and a highly sharpened startle reaction. They may 
have general anxiety, depression, panic attacks, 
inability to sleep, memory loss, difficulty concen- 
trating or completing tasks and survivors’ guilt. 
There is evidence that neglected and abused chil- 
dren experience PTSD. 
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Therapy for Anxiety Disorders 


Many people live for years without treatment. Help 
is available and improvement is possible. Persons 
who have anxiety disorders can be helped with a 
variety of individualized approaches. Most people 
with anxiety disorders are treated with one or more 
techniques, including education, behavioral ther- 
apy, psychotherapy and prescription medications, 
including antianxiety drugs. 

Patient education can help prevent a recurrence 
of symptoms during or after treatment. People who 
have anxiety disorders learn to understand how 
and why they developed these problems and learn 
ways to cope with them. For example, they learn to 
recognize signs of an attack, how to keep track of 
their breathing, how to use relaxation techniques 
and how to make lifestyle changes. Support groups 
in which patients help each other overcome fears 
and learn to relax also help many individuals. 

Behavior therapy is frequently used to treat pho- 
bias, agoraphobia and obsessive-compulsive disor- 
ders. Behavioral therapy is based on the belief that 
changing how a person approaches a given situa- 
tion can help change how he or she reacts to it. 
As part of the behavioral approach, therapists use a 
gradual step-by-step process of introducing patients 
to a series of situations progressing from those that 
produce mild anxiety to situations that are highly 
anxiety-producing. This continual but gradual expo- 
sure helps patients tackle their fears one step at a 
time, slowly learning to control their anxiety, gain 
self-confidence and finally master the situation. 
With the method of gradual exposure to the feared 
object or event, many people have enjoyed long- 
term recovery from their phobias. 


Anxiety Disorders of Childhood and Adolescence 


Although symptoms of anxiety in children may 
seem similar to anxieties in adults, mental health 
professionals have divided disorders of childhood 
and adolescence into three major categories. One 
involves generalized anxiety related to a variety 
of situations (overanxious disorder). The others 
involve anxiety focused on specific situations (sep- 
aration anxiety disorder and avoidant disorder of 
childhood or adolescence). 

Overanxious Disorder. Diagnosis of this disor- 
der is based on excessive and/or unrealistic worry 


for at least six months with at least four of seven 
symptoms. The possible symptoms are exces- 
sive worry about future events; excessive concern 
about the appropriateness of past behavior; exces- 
sive worry about competence in athletic, academic, 
social or other areas; excessive need for reassur- 
ance about many concerns; feelings of tension and 
inability to relax; complaints such as headaches 
or stomachaches that have no physical basis and 
marked self-consciousness. 

Separation Anxiety Disorder. Diagnosis includes 
excessive anxiety, for at least two weeks, concern- 
ing separation from those to whom the child is 
attached. The condition must not occur only during 
the course of a pervasive developmental disorder, 
schizophrenia or another psychotic disorder. The 
onset of this disorder is before age 18. A diagno- 
sis requires at least three of nine items from the 
following, according to the Diagnostic and Statistical 
Manual of Mental Disorders, 4th ed.: 


e persistent and unrealistic worry that an untow- 
ard terrible event will separate the child from a 
major attachment figure (e.g., that the child will 
be kidnapped, lost or killed, or be the victim of 
an accident) 


e persistent worry about possible harm happening 
to major attachment figures or fear that they will 
leave or not return 


e persistent refusal or reluctance to go to sleep 
without being near a major attachment figure or 
to go to sleep away from home 


e persistent reluctance or refusal to go to school in 
order to stay with major attachment figures or 
at home 


e persistent avoidance of being alone, including 
clinging to and “shadowing” major attachment 
figures 


e repeated nightmares focusing on themes involv- 
ing separation 

e complaints of physical symptoms (for example, 
headaches, stomachaches, nausea, or vomiting, 
on many school days or on other occasions when 
anticipating separation from major attachment 
figures) 


e recurrent complaints or signs of excessive distress 
when separated from home or major attachment 
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figures (for example, wants to return home, 
needs to call parents when they are absent or 
when child is away from home) 


e recurrent signs or complaints of excessive dis- 
tress in anticipation of separation from home or 
major attachment figures (for example, temper 
tantrums or crying, pleading with parents not to 
leave) 


Avoidant Disorder of Childhood or Adolescence. 
To be diagnosed with avoidant disorder, the child 
must show evidence of excessive avoidance of 
any contact with unfamiliar people for at least six 
months, and the symptoms must be severe enough 
to interfere with social functioning in peer rela- 
tionships. The child must be two and a half years 
old. The child may retreat from strangers and seem 
extraordinarily shy with other children. There 
may be a desire for social involvement with famil- 
iar people and warm relationships with family or 
familiar figures. 

See also AGORAPHOBIA; ANXIETY DISORDERS; PANIC 
AND PANIC ATTACKS; PHOBIAS; POST-TRAUMATIC STRESS 
DISORDER. 


Anxiety Disorders Interview Schedule (ADIS) A 
structured interview used as a diagnostic tool that 
yields details about an individual’s anxiety disor- 
der—its type and severity. Questions are branched 
in such a way that “yes” or “no” answers will have 
particular follow-up questions. The ADIS is one of 
many tools that help mental health professionals 
determine appropriate therapy and follow-up care 
for a particular individual. 

See also HAMILTON ANXIETY RATING SCALE; PSY- 
CHOLOGICAL TESTS. 


anxiogenic A term referring to activities, drugs 
or substances that may raise anxiety levels and 
arouse physical symptoms of anxiety. Examples of 
anxiogenic agents or activities include hyperventi- 
lation, caffeine, yohimbine, sodium lactate or iso- 
proterenol infusion, carbon dioxide inhalation and 
exercise in some individuals. In phobic individuals, 
the thought or sight of the phobic object is usually 


anxiogenic; agoraphobics regard the idea of going 
outside or on a public bus alone as anxiogenic. 
See also CAFFEINE. 


apathy A characteristic of mild boredom and lack 
of energy and drive. There may be little emotional 
response to stimuli. Most people become apathetic 
at some time, depending on their circumstances. 
However, the situation is usually temporary rather 
than chronic. Apathy occurs during depression and 
some types of schizophrenia. People who are apa- 
thetic are usually unable to mobilize themselves 
to get started or complete many different kinds of 
tasks. Apathy can result from lack of interest or 
stimulation. For example, a highly trained individ- 
ual who, because of economic necessity, is forced to 
take a more menial job in which his training can- 
not be used may develop characteristics of apathy 
toward his employer’s activities or the other work- 
ers around him. 


aphasia A disturbance of the ability to read and 
write and/or the ability to comprehend and read, 
when these abilities previously existed. The term 
“aphasia” usually refers to a complete absence of 
these communication and comprehension skills, 
while dysphasia is a disturbance. Related disabili- 
ties that may occur as a characteristic of aphasia or, 
more rarely, by themselves are alexia (word blind- 
ness) and agraphia (writing difficulty). 

Aphasia occurs as a result of brain damage fol- 
lowing a stroke or head injury. 


aphonia Total loss of the voice, usually suddenly, 
caused by emotional stress. The loss of voice occurs 
because the vocal cords do not meet as they nor- 
mally do when the individual tries to speak. How- 
ever, they do come together when the individual 
coughs. The voice usually returns as suddenly as 
it disappeared. Reassurance and psychotherapy are 
frequent treatments. 


appropriate services Services designed to meet 
the specific needs of each child and family member. 


Asperger’s syndrome 55 





For example, one family may need day treatment, 
while another may need hospital-based services. 
Appropriate services for one child and family may 
not be appropriate for another. Appropriate ser- 
vices usually are provided in the community. 

See also DAY TREATMENT. 


apraxia Loss of ability to perform purposeful 
movements such as getting dressed or lifting a sim- 
ple item. Apraxia may occur when the parietal lobe 
of the brain is damaged, causing loss of memory for 
certain acts or series of skills. No paralysis or loss of 
sensation occurs. 


aromatherapy The art and science of using essen- 
tial oils from plants and flowers to reduce anxieties 
as well as to enhance mental and physical health. 
Practitioners of aromatherapy blend essential oils 
from around the world based on one’s current phys- 
ical, bioenergetic and emotional condition, and then 
apply them with a specialized massage technique 
focusing on the nervous and lymphatic system. 
Aromatherapy massage has been used to treat con- 
ditions ranging from job anxieties, muscle soreness, 
acne and varicose veins to allergies. 

The art of aromatherapy is fairly new in the 
United States, but it has been used for centuries 
elsewhere in the world, particularly Egypt and 
Greece. During World War I Dr. Jean Valnet, a Pari- 
sian physician, used essential oils to treat injured 
soldiers. He also influenced Marguerite Maury, a 
biochemist, who developed a special way to apply 
the penetrating oils with massage. 


Finding a Practitioner for Aromatherapy 
There is no national organization overseeing train- 
ing standards in this field. Techniques vary from 
practitioner to practitioner. Many therapists are 
employed in spas in larger cities or resort areas. 
If you are seeking this therapy, look for someone 
who is a licensed, certified massage practitioner and 
who can show proof of training in the use of essen- 
tial oils. 

See also COMPLEMENTARY AND ALTERNATIVE 
MEDICINE. 


art therapy Use of artistic activities during psy- 
chotherapy and rehabilitation to promote a health- 
ier communication of feelings as well as a way to 
channel impulses. Activities such as clay modeling 
or painting offer individuals a nonthreatening emo- 
tional release, a means of restoring self-esteem and 
self-confidence, an opportunity for communicating 
in a nonverbal way and a means of reestablishing 
social relationships. In some cases, the therapist 
may watch for hidden sources of emotional prob- 
lems. Art therapy with children is particularly use- 
ful when they tell their story by drawing a picture 
or express the feelings they experience when look- 
ing at artwork. In some cases, children are asked 
to draw themselves or their families or depict what 
they want to be when they grow up. These draw- 
ings can then be discussed in individual therapy ses- 
sions with the child or in family therapy sessions. 

See also COMPLEMENTARY AND ALTERNATIVE MED- 
ICINE. 


Asendin Trade name for amoxapine, a tricyclic 
antidepressant medication. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH. 


asociality Behavior characteristics that indicate 
withdrawal from society, a lack of involvement 
with other people or lack of concern for social val- 
ues and customs. Asociality is sometimes associated 
with recluses or hermits. Individuals with asocial 
characteristics may have few or no interests or hob- 
bies and may show an inability to feel closeness and 
intimacy of a type appropriate for his or her age, 
sex and family status. 

However, like many other psychological char- 
acteristics, asociality represents a continuum, and 
most individuals fall somewhere along the line 
between being socially well adjusted to their life 
circumstances and totally asocial. Social withdrawal 
is often associated with depression. 


Asperger’s syndrome See DEVELOPMENTAL DIS- 
ORDERS. 
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assertive community treatment A multidisciplinary 
clinical team approach for providing 24-hour inten- 
sive community services to help individuals who 
have serious mental illness in the area in which 
they live. 

See also SERIOUS MENTAL ILLNESS. 


assertiveness training A process through which 
the individual learns to speak up whenever he 
or she believes an injustice is done. Assertiveness 
training helps raise self-esteem and is helpful in 
treating some anxiety disorders. 

See also AGORAPHOBIA; BEHAVIOR THERAPY. 


assessment A professional review of the needs 
of a child or family that is done when a service is 
first sought. The assessment of a child includes a 
review of his or her physical and mental health, 
intelligence, school performance, family situa- 
tion and behavior in the community. The assess- 
ment of a family includes interaction among family 
members and the discussion of marital, financial or 
other problems and also identifies the strengths of 
the family. Usually social workers or other health 
professionals will decide what kind of therapy and 
supports, if any, are needed. 

See also FAMILY THERAPY. 


assignment A way in which a psychiatrist, psy- 
chologist or other mental health professional is 
compensated for services covered by Medicare (in 
the United States) when the practitioner wishes to 
receive direct payment from Medicare and is willing 
to permit it to determine the amount of payment. 
Under this system, both the patient and the practi- 
tioner agree to accept Medicare’s determination of a 
“reasonable charge” for the services involved. Medi- 
care reimburses the practitioner directly, paying 
only 80 percent of what is considered the reasonable 
charge. The individual is usually asked to pay the 
remaining 20 percent. Alternatively, when a prac- 
titioner does not accept assignment, the individual 
is billed directly and then sends the bill to Medicare 
for reimbursement of 80 percent of Medicare’s pre- 
determined reasonable charge. Not all mental health 


practitioners accept assignment. Individuals con- 
cerned about this aspect of payment should inquire 
before beginning therapy with a new practitioner. 


“assisted” suicide See SUICIDE. 


association, free A method used by Sigmund 
Freud that required the patient to speak freely of 
whatever might come to mind during a therapy 
visit. This method formed the basis of the thera- 
peutic application of psychoanalysis and of contin- 
ued study and research into the nature of mental 
processes. 
See also FREUD, SIGMUND; PSYCHOANALYSIS. 


astereognosis A condition in which one does not 
recognize objects by touch when they are placed 
in one hand. Testing for astereognosis is part of 
an examination of the central nervous system. 
Astereognosis is either left-sided or right-sided. 
Astereognosis (and tactile agnosia) are due to a 
disease or malfunction of parts of the cerebrum 
(the main mass of the brain) concerned with rec- 
ognition by touch. This term is not applicable if 
objects cannot be recognized by touch because of 
difficulty holding the object or defect of sensation 
in the fingers. 


asthenic personality A type of personality char- 
acteristically lacking energy, chronically fatigued 
and oversensitive to emotional or physical stress. 
This type lacks enthusiasm and capacity for enjoy- 
ment of life. The term comes from the word asthe- 
nia, which means a loss of strength and energy. 
See also CHRONIC FATIGUE SYNDROME; PERSONALITY. 


ataque de nervios An episode involving a sense 
of being out of control, uncontrollable shouting, 
attacks of crying, trembling and verbal or physical 
aggression. There may be dissociative experiences, 
seizurelike or fainting episodes and suicidal ges- 
tures. This phenomenon is reported among Lati- 
nos from the Caribbean and also recognized among 
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many Latin American and Latin Mediterranean 
groups. 

Ataque de nervios may occur following a stress- 
ful event related to the family or after a person 
witnesses an accident involving a family member. 
People may experience amnesia for what occurred 
during the ataque and then quickly return to their 
usual level of functioning. Ataques range from nor- 
mal expression of distress to symptoms associated 
with diagnoses of anxiety, panic disorder, mood or 
dissociative disorders. 

See also CULTURE-RELATED SYNDROMES. 


Ativan Trade name for the generic drug loraze- 
pam. It is in a class called benzodiazepine drugs. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


attentional impairment A diagnostic term used 
by mental health professionals that applies to 
individuals who have trouble focusing attention 
or who are able to focus only sporadically and 
erratically. They may ignore attempts to be con- 
versed with, wander away while in the middle 
of an activity or task or appear to be inattentive 
when engaged in formal testing or interviewing. 
Such individuals may not be aware of their dif- 
ficulty in focusing attention. In social situations, 
such an individual seems inattentive, may look 
away during conversation and may seem to have 
poor concentration when playing games, reading 
or watching television. In popular terms, such an 
individual may seem “out of it.” 


attention-deficit/hyperactivity disorder (ADHD, 
ADD) See DEVELOPMENTAL DISORDERS. 


attitude A characteristic of personality that includes 
a fixed tendency to like or dislike classes of people 
or things based on one’s beliefs and feelings. For 
example, employers who do not want to hire older 
workers may be said to have a prejudiced attitude. 

Attitudes can also be characterized as positive or 
negative. A positive attitude can be helpful in per- 


formance in school, taking examinations or learn- 
ing a new skill, whereas a negative attitude can get 
in one’s way of moving ahead. The well-known 
phrase “power of positive thinking” is an example 
of positive attitude in play. 

Attitude can also make a difference in recover- 
ing from disease. An example is the late Norman 
Cousins (1912-90), former editor of the Saturday 
Review of Literature and writer, who used a happy 
mental attitude to overcome a severe, disabling 
joint disease (ankylosing spondylitis). He spent 
weeks watching old comedy movies; he believed 
that laughter and the positive attitudes it aroused 
in him were vital to his recovery. 

See also CHRONIC ILLNESS; LAUGHTER. 


“atypical” antipsychotic medications A class of 
medications developed to treat schizophrenia and 
other psychoses. These medications act by a different 
mechanism than traditional or typical antipsychotic 
medications. 

Atypical or novel antipsychotic medications are 
also being used to treat bipolar disorder in appropri- 
ate patients. They may also be prescribed in some 
cases for anxiety and panic attacks. Atypicals work 
with the receptors of serotonin, dopamine, norepi- 
nephrine and histamine and with selective parts of 
the brain to block hyperactive input. 

Atypical or novel antipsychotic medications 
are also used to treat bipolar disorder and post- 
traumatic stress disorder in appropriate patients. 
They may also be prescribed in some cases for 
anxiety and panic attacks. They are better toler- 
ated than some other medications, and there is a 
lower chance of development of tardive dyskinesia. 
Three of the medications, Zyprexa, Seroquel and 
Risperdal, can cause severe weight gain and induce 
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Risperdal (risperidone) 
Zyprexa (olanzapine) 
Ability (aripiprazole) 
Geodon (ziprasidone HCl) 
Seroquel (quetiapine) 
Clozaril (clozapine) 
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diabetes. To avoid blood anomalies, individuals on 
these medications should be tested weekly. 


aura Sensations that warn an individual that a 
migraine headache or epileptic attack is approach- 
ing. For example, before a migraine headache 
becomes full-blown, there may be perceptions of 
colored lights or flashing lights, numbness or stom- 
ach distress. Different individuals learn to recognize 
their own symptoms, sometimes in time to take a 
medication to ward off the attack. The word comes 
from the Greek word meaning “breeze.” 
See also EPILEPSY; HEADACHES. 


autism spectrum disorders See DEVELOPMENTAL 


DISORDERS. 


autogenic training A relaxation and stress man- 
agement technique developed in 1932 by Johannes 
Heinrich Schultz (1884-1970), a German neurolo- 
gist. Dr. Schultz used it successfully for the treat- 
ment of high blood pressure, digestive disorders and 
musculoskeletal problems. Since then its therapeu- 
tic applications have expanded to include a wide 
variety of cardiovascular, respiratory, endocrine, 
gastrointestinal, metabolic and sleep disorders. 

Autogenic training is one of the oldest behav- 
ioral techniques known and used for stress manage- 
ment. It seems to be the forerunner of progressive 
muscle relaxation. 

With autogenic training, the individual self 
induces a hypnotic-like state and achieves relaxation 
through breathing and muscular decontraction exer- 
cises. The technique is often accompanied by medi- 
tation and affirmative statements regarding feelings 
of relaxation, warmth, inner quietness and calm. 

A basic assumption behind autogenic training is 
that people are innately equipped with “self-regulatory 
brain mechanisms” that maintain a dynamic bal- 
ance in all our bodily functions. When this balance 
is disrupted, our self-regulating mechanisms have the 
capability of restoring a healthy equilibrium, whether 
by calming an escalated heart rate, lowering elevated 
blood pressure or healing an ulcer. 

See also BEHAVIOR THERAPY; BIOFEEDBACK; COM- 
PLEMENTARY AND ALTERNATIVE MEDICINE; MEDITA- 
TION; PROGRESSIVE MUSCLE RELAXATION. 


Kerman, D. Ariel, with Richard Trubo. The H.A.R.T. Pro- 
gram: Lower Your Blood Pressure without Drugs. New York: 
HarperCollins, 1992. 

Lehrer, Paul M., and Robert L. Woolfolk, eds. Principles 
and Practice of Stress Management. New York: The Guil- 
ford Press, 1993. 


autohypnosis See AUTOSUGGESTION; HYPNOSIS. 


autoimmune disorders A diverse group of disorders 
in which the immune system mistakes parts of its 
own body for the enemy, causing symptoms that can 
lead to anxieties, fears and symptoms of debilitating 
and long-term disease. Mental health consequences 
may follow, including isolation and depression. 

The main characteristic of these disorders is 
inflammation varying from the merely irritating to 
the potentially deadly, as in diabetes. For example, 
in Type I diabetes, the immune system has damaged 
the body’s insulin-producing capabilities. Rheuma- 
toid arthritis and systemic lupus erythematosus are 
also autoimmune diseases. Resulting autoimmune 
diseases can be either systemwide or specific to a 
particular body part. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; IMMUNE SYSTEM; MIND/BODY CONNECTIONS; PSY- 
CHONEUROIMMUNOLOGY. 


autonomic nervous system (ANS) The part of the 
nervous system that controls the automatic activities 
of organs, blood vessels, glands and many other tis- 
sues in the body. The ANS is made up of a network 
of nerves categorized as the sympathetic nervous 
system and the parasympathetic nervous system. 
The sympathetic nervous system heightens 
activity in the body, such as causing the breathing 
rate to increase and making the heart beat faster as 
though it were preparing the body for a “fight or 
flight” response. The parasympathetic system has 
the opposite effect. The two systems work together 
and usually balance each other, except at times of 
extreme stress or fear or during exercise, when the 
sympathetic nervous system takes over. During 
sleep, the parasympathetic nervous system (PNS) is 
in control. The PNS slows down heart rate, reduces 
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blood pressure and aids in digestion. In individu- 
als who are blood phobic, there is an intense PNS 
response, resulting in blood pressure reduction, 
dizziness and even fainting. 

The autonomic nervous system is affected by 
certain drugs. For example, anticholinergic drugs, 
those that block the effect of acetylcholine, can 
reduce painful muscle spasms in the intestine. 
Beta-adrenergic-blocking drugs block action of 
epinephrine and norepinephrine on the heart, 
slowing down the heart rate and reducing situ- 
ational anxiety. 

ANS side effects may result from use of some 
antipsychotic and antidepressant drugs (tricyclic 
and monoamine oxidase inhibitors). Such distur- 
bances may benefit ANS functions, such as lowering 
of blood pressure, but they also cause lightheaded- 
ness (dizziness), blurred vision, nasal congestion, 
dryness of the mouth and constipation. 

See also BLOOD PRESSURE; DIZZINESS. 


autonomy A feeling of being in control associated 
with attitudes of independence and freedom that 
may take many forms. An individual may express 
autonomy by making simple decisions for him- or 
herself. When one loses a sense of autonomy, one 
may experience anxieties, lose self-esteem and 
become frustrated. 

In developing a sense of autonomy, peer groups 
play an important role. Children with good peer 
relationships generally acquire good feelings about 
themselves and develop confidence that others will 
like them. They will also develop the ability to real- 
ize what others expect of them and to make choices 
about meeting those expectations in a flexible way 
without anxieties. 

For some individuals, particularly teenagers, 
peer groups may be destructive to autonomy. This 
may be the case with teenagers whose experiences 
with peers have not enabled them to develop self- 
confidence. Under these circumstances, anxieties 
and a desire for approval or acceptance may lead 
to drugs, smoking cigarettes or other destructive 
behaviors that seems to make the individual feel 
part of the group. 

See also ANGER; CONTROL; FRUSTRATION; SELF- 
ESTEEM. 


Johnson, D. S., and R. T. Johnson. “Peer Influences.” In 
Encyclopedia of Psychology, edited by Raymond J. Cor- 
sini. New York: Wiley, 1984. 

May, Rollo. Freedom and Destiny. New York: W. W. Norton, 
1981. 

Vinack, W. E. “Independent Personalities.” In Encyclopedia 
of Psychology, edited by Raymond J. Corsini. New York: 
Wiley, 1984. 


autosome Chromosomes other than sex chro- 

mosomes. Normal human beings have 22 pairs 

of autosomes, plus the sex chromosomes (XX for 

women and XY for men), which are responsible for 

determining male or female sexual characteristics. 
See also CHROMOSOME. 


autosuggestion Adopting a mental attitude or 
putting oneself in a mood that makes one more 
receptive to therapy and improvement of a mental 
or physical condition. For example, if one suggests 
to oneself that self-improvement will occur, one 
will be more receptive to learning. 

Autosuggestion is related to the “power of posi- 
tive thinking.” It is useful in controlling anxiety 
symptoms and phobic reactions. Learned relaxation 
techniques are a form of autosuggestion; biofeed- 
back is based on autosuggestion, because the indi- 
vidual learns to control certain physical functions, 
such as muscular tensions, and even temperature 
and heart rate. 

See also HYPNOSIS. 


Aventyl Trade name for nortriptyline, a tricyclic 
antidepressant medication. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH. 


aversion A term referring to a mild dislike for situ- 

ations or things. This word is commonly misused in 

place of phobia, which is a more severe reaction. 
See also AVERSION THERAPY; PHOBIA. 


aversion (aversive) therapy Therapy to help a 
person overcome habits and unwanted behaviors 
by associating those habits or behaviors with painful 
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experiences or unpleasant feelings. Aversion ther- 
apy has been used to treat many conditions, includ- 
ing alcoholism, bedwetting, smoking, sex addiction, 
nail biting and many other problems. In some cases, 
it has been useful in treating obsessive-compulsive 
disorder. 

Therapy is designed to help the person connect 
the habit with the unpleasant reaction, thus reducing 
the occurrence of the unwanted habit. New behav- 
iors that are more acceptable to the individual have 
to be developed and reinforced. To create aversions, 
many techniques have been used. One is electrical 
therapy in which a trained therapist administers a 
mildly uncomfortable shock to the individual when- 
ever the unwanted behavior, either real or imagined, 
is present. The electrical method has been used pre- 
dominantly in the treatment of sexual disorders. This 
method of treatment is no longer deemed acceptable 
and is prohibited by mental health codes of several 
states. With chemical therapy, the patient receives a 
drug to induce nausea and is then exposed to smok- 
ing, nail biting or other habit that he or she is trying 
to overcome. The chemical method has been used 
most widely in the treatment of alcoholism. 

A more modern form of aversion therapy is 
known as covert sensitization. In this form of ther- 
apy, the individual is asked to imagine the unwanted 
habit and then to envision some extremely unde- 
sirable consequence, such as nausea or pain. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
BEHAVIOR THERAPY; COGNITIVE THERAPY; SEX ADDICTION. 


Blake, B. “The Application of Behavior Therapy to the 
Treatment of Alcoholism.” Behavioral Research Therapy 
5 (1967). 

Cautela, J. “Covert Sensitization.” Psychological Reports 20 
(1967). 


avoidant personality disorder Individuals who 
have avoidant personality disorder may show a 
pattern of timidity, anxiety, low self-esteem, social 
discomfort and fear of rejection. Some individuals 
develop social phobias or agoraphobia, and others 
may have depression and feel angry at themselves 
for failing to adapt better in social ways. Avoidant 
personality traits may be thought of as a contin- 
uum, and many individuals have avoidant person- 
ality traits but not to the extreme that they may be 
categorized as having a personality disorder. 


According to the American Psychiatric Associa- 
tion, diagnostic criteria for avoidant personality dis- 
order include 


e shows reticence in social situations out of fear of 
saying something inappropriate or seeming fool- 
ish, or of being unable to answer a question 

e fears being embarrassed by blushing, crying or 
showing signs of anxiety in front of others 


e exaggerates potential difficulties, physical dan- 
gers or risks involved in doing ordinary activities 
outside his or her usual routine 


e is easily hurt by disapproval or criticism 


e has no close friends or confidants (or only one) 
other than first-degree relatives 


e is unwilling to become involved with people 
unless certain of being liked 


e avoids social or occupational activities involv- 
ing significant interpersonal contact; for exam- 
ple, refuses a promotion that will increase social 
demands 


See also AGORAPHOBIA; ANXIETY; PERSONALITY DIS- 
ORDERS; PHOBIA. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 


avolition An inability to initiate and persist in 
goal-directed activities. When severe enough to be 
considered pathological, avolition is pervasive and 
prevents the person from completing many differ- 
ent types of activities, such as work, intellectual 
pursuits and self-care. 


awareness (self-awareness) In the language of 
psychotherapy, the consciousness of information 
and understanding about personal facts that the 
individual may have repressed or previously refused 
to acknowledge. Self-awareness is often the first 
step toward improving a mental health concern. 


Ayurveda Derived from the Sanskrit words for 
“the science of health and knowledge.” Over time, 
Ayurveda has come to mean “the science of life.” 
While Western medicine works on illness, Ayurvedic 
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medicine focuses on the person as a complex, mul- 
tileveled individual. Many mental health concerns, 
such as anxiety and fears, can be addressed by 
Ayurveda diagnosis and treatment. 

Ayurvedic treatment is highly individualized. 
For one who feels well, Ayurvedic activities make 
the most of one’s mental, physical and spiritual 
well-being, enabling better coping skills against the 
anxieties of daily life. When fighting illness or cop- 
ing with specific mental health concerns, Ayurvedic 
therapy works by enhancing the healing potential 
within oneself. 

In the United States Ayurvedic health care is 
meant to complement, not replace, advances of 
modern medicine. Ayurvedic health care is consid- 
ered a form of complementary therapy. Ayurvedic 
medicine was first recorded in the holy scriptures 
of the Vedas of India and is possibly the oldest 
recorded health science. Currently, Ayurvedic ther- 
apy addresses health in terms of body, mind and 
spirit and may be helpful to some individuals expe- 
riencing stress in their lives. 

Ayurveda is an art of insight that brings harmony 
to daily life and relationships. Believers say it can 
bring a quality of consciousness, such that one can 
develop insight to deal with one’s inner life and the 
anxieties of one’s inner emotions, one’s inner hurt, 
grief and sadness. Ayurvedic beliefs hold that life is 
a relationship between you and your body, mind 
and consciousness. These relationships are life, and 
Ayurveda is a healing art that helps being clarity in 
relationships. Clarity in relationships brings com- 
passion, and compassion is love and therefore clar- 
ity is love. Without this clarity, there is no insight. 

A characteristic element of Ayurveda is the 
determination of one’s mind/body type. One’s spe- 
cific type is a combination of three fundamental 
principles, known as doshas, which govern thou- 
sands of mental and physical processes. These three 
principles, Vata (movement), Pitta (metabolism) 
and Kapha (structure), are the governing agents of 
nature. Permutations of the doshas determine an 
individual’s subtype; through careful history taking 
and pulse diagnosis, a practitioner can determine 
imbalances of energy. Disease is diagnosed through 
questioning, observation, palpation, percussion and 
listening to the heart, lungs and intestines. 

An ancient art of tongue diagnosis also describes 
characteristic patterns that can reveal the func- 


tional status of respective internal organs merely by 
observing the surface of the tongue. The tongue is 
the mirror of the viscera and reflects many patho- 
logical conditions. 

Many factors affect the doshas. Disease can result 
from imbalanced emotions, such as unresolved 
anger, fear, anxiety, grief or sadness. Ayurveda 
classifies seven major causative factors in disease: 
hereditary, congenital, internal, external trauma, 
seasonal, natural tendencies or habits and super- 
natural factors. Disease can also result from mis- 
use, overuse and underuse of the senses (hearing, 
touch, sight, taste, and smell). 

Prana, the Ayurvedic term for energy, has coun- 
terparts in Eastern medicine (Qi) and homeopathy 
(vital force). Pranic energy is mental and physical 
and can be changed by diet, exercise, herbs or spiri- 
tual practices such as meditation. Pranic energy flows 
along specific paths, called nadis, which converge 
and cross in energy centers called chakras located 
along the length of the body. During an Ayurvedic 
examination, chakras are studied and doshas may be 
determined to be out of balance, which leads to ill 
health. 

In the United States, physician training in 
Ayurveda is under the direction of the Maharishi 
Training Program in Fairfield, lowa, and directed 
by Dr. Deepak Chopra, a contemporary writer and 
practitioner of Ayurvedic medicine. 

See also CHOPRA, DEEPAK; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; IMMUNE SYSTEM; MIND/BODY 
CONNECTIONS; PSYCHONEUROIMMUNOLOGY. 


Kahn, Ada P. Stress A to Z: A Sourcebook for Coping with 
Everyday Challenges. New York: Facts On File, 1998. 


azidothymidine (AZT) See AZT; ZIDOVUDINE. 


AZT The abbreviation for azidothymidine, the 
old name for the drug zidovudine, used to treat 
patients with AIDS (acquired immunodeficiency 
syndrome). This drug is one of a few thus far dis- 
covered that will in some patients delay the devel- 
opment or progression of AIDS symptoms. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME; 
ZIDOVUDINE. 





“paby blues” A mild form of depression that 
many women experience after childbirth. It may 
be caused by a combination of factors, including 
hormonal changes, the realization that one’s life 
is changed with the addition of another person to 
care for, and the tiredness that naturally occurs 
after childbirth. A supportive family can be helpful 
at this time. Usually the “blues” disappear within 
a few weeks; if a woman continues to experience 
depression for an ongoing period—and particularly 
if her ability to care for her baby is hindered by her 
moods—professional help should be sought. 

See also CHILDBIRTH; DEPRESSION; POSTPARTUM 
DEPRESSION. 


baby boomers The 76 million Americans born 
between 1946 and 1964. They are products of the 
population explosion that began during World 
War IL, peaked following the war, and lasted until 
the mid-1960s. The baby boom has been attributed 
to several factors, including the wartime prosperity 
following the Great Depression, increased births as 
servicemen returned after the war, a lower mar- 
riage age than for previous generations and a ten- 
dency to have children in quick succession early in 
marriage. 

This generation has experienced many mental 
health concerns, both individually and collectively. 
Some, such as anxiety disorders, are influenced by 
the changing times in which baby boomers have 
lived. As young adults, their protest against the 
Vietnam War labeled them hedonistic, rebellious 
and undisciplined. When they reached college 
age, they were fighting for civil rights and were 
active in the women’s movement. Improved birth 
control, more permissive sexual standards and an 
emphasis on education for both sexes plunged 
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young women of the baby boom generation into a 
world of choices. Resulting questions about pursu- 
ing careers, entering marriage and having children 
are issues of anxiety that continue to haunt women 
into the 21st century. 

A good job market and a rapidly expanding 
economy greeted baby boomers upon graduation 
from college, and they were soon described as hav- 
ing tendencies toward materialism that included 
acquiring possessions at an early age and “having 
it all.” In reaction, baby boomers tended to become 
entrepreneurial and viewed a job as something that 
should be fulfilling and stimulating rather than 
simply a means of supporting themselves and their 
families. However, the sheer numbers of the baby 
boom generation created a population bulge that 
increased competition for the remaining corpo- 
rate and government positions. Facing a changing 
economy, downsizing, the future of Social Security, 
rising health care costs and the need for retirement 
savings, has led to frustrations and additional anxi- 
eties for many. 


Less Age Discrimination 

In 2011 baby boomers will start turning age 65 at 
the rate of one every 21 seconds. They are likely 
to represent the most employable group of retirees 
in U.S. business history because of their educa- 
tional background and high-tech skills, according 
to What's Next? Challenger Workplace Trends Outlook 
(2001), published by Challenger, Gray & Christ- 
mas, an international outplacement firm that tracks 
workplace trends. 

Baby boomers have doubled the amount of 
schooling of previous generations. Currently, 9 per- 
cent of adults 65 and older hold bachelor’s degrees. 
In contrast, 18 percent of baby boomers hold bach- 
elor’s degrees. Additionally, another 18 percent 
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of boomers have had at least some college, com- 
pared to 13 percent for adults 65 and older. Baby 
boomers will also be helped in the job market by 
their comfort and skill with technology. While they 
did not grow up with computers in the home as 
today’s children are doing, boomers have mastered 
computers in the workplace. They are accustomed 
to the rapid changes that occur in technology as 
they have experienced the evolution of computers 
from their earliest form to the present high-speed, 
Internet-driven technology. 

See also BIOLOGICAL CLOCK; COMMUNICATION; 
“HAVING IT ALL”; INTERGENERATIONAL CONFLICTS; 
RETIREMENT. 


Light, Paul Charles. Baby Boomers. New York: Norton, 
1988. 

Silver, Don. Baby Boomer Retirement: 65 Simple Ways to Pro- 
tect Your Future. Los Angeles: Adams-Hall Publishers, 
1994, 


barbiturate drugs Medications used to induce 
sleep and provide sedation for tension and anxi- 
ety that act as central nervous system depressants. 
These medications are legitimately sold by pre- 
scription only. Barbiturates slow down the activity 
of nerves that control many mental and physical 
functions, such as emotions, heart rate and breath- 
ing. The first barbiturate drug, a derivative of barbi- 
turic acid, was manufactured and used in medicine 
in 1882 as barbital and sold under the trade name 
Veronal. Since then many barbituric acid deriva- 
tives have become available as tablets, capsules, 
suppositories and injectable liquids. Some sleeping 
pills are “short-acting” barbiturates; their effects 
last only five or six hours and produce little or no 
aftereffects if used properly. When abused, barbitu- 
rates can cause addiction and the sleeping problem 
can worsen. 

Barbiturates have many serious disadvantages 
that have led to a sharp decline in their use by phy- 
sicians. They are very toxic, and thus death through 
overdose—accidental or intended—is a significant 
danger, particularly if they are combined with alco- 
hol. Regular use can produce physical and psycho- 
logical dependency and mood changes. Chronic use 
at high dosage can produce damage to brain cells. 


In recent years physicians have been prescribing 
drugs in a class known as benzodiazepines for many 
anxiety situations in which barbiturates were once 
prescribed. Benzodiazepines can produce depen- 
dency but have not been shown to cause the degree 
of overdose toxicity, dependency or evidence of cell 
death associated with barbiturates. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


Bardet-Biedl syndrome One of many genetic con- 
ditions that can cause moderate to severe mental 
retardation. Characteristics of an infant born with 
this syndrome include obesity, retinal abnormali- 
ties, small genitals and extra digits on hands and 
feet (polydactyly). 

See also MENTAL RETARDATION. 


battered child syndrome See DOMESTIC VIOLENCE. 


battered women See DOMESTIC VIOLENCE. 


Beckwith-Wiedeman syndrome A form of mild 
to moderate mental retardation that probably has 
a genetic cause. Features of the syndrome include 
hypoglycemia in early infancy, large stature with 
large muscle mass, large tongue and unusual ear 
creases. 

See also MENTAL RETARDATION. 


bedwetting Unconscious or unintentional wet- 
ting by a person over the age of three during sleep, 
medically known as enuresis. When the child or 
adult urinates involuntarily during waking hours, 
the condition is known as incontinence. In both 
cases, the problem may have emotional as well as 
physical causes and consequences. 

Some children fear having a urinary accident 
or may have reacted severely to punishment or 
embarrassment for such an accident in the past. As 
a result, he or she may have nightmares about the 
accident or about going to the bathroom, and dur- 
ing the dream urinates in the bed. Punishment and 
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shaming may increase and perpetuate this type of 
problem. A better solution is to reassure the child 
and relieve his or her fears. A skilled counselor may 
be able to help locate and explain the habits and 
reactions of the child, parents or other caretakers. 
All concerned should try to reinforce a child’s suc- 
cesses and reward good behavior by compliments 
and possible special privileges. 

Some children sleep so heavily that they cannot 
awaken to normal urinary impulses. This problem 
may be due to a new schedule, such as a child who 
is used to napping early and has just begun kinder- 
garten. The new schedule means that the daily nap 
is postponed until after school. In cases of repeated 
bedwetting, physical causes such as infection or ill- 
ness can be ruled out by a physician. If the cause of 
bedwetting is emotional, try to identify contribut- 
ing factors and start taking positive steps to correct 
the situation. Whether the causes are physical or 
emotional, a child can be retrained regarding toilet 
habits to help restore coordination of mental, neu- 
rological and physical impulses involved. Figure 
out the approximate times when bedwetting occurs 
and list contributing factors before bedtime. Give 
the child less liquid in the few hours before bed- 
time. Plan on awakening the child a few hours after 
he has gone to sleep and have him go to the bath- 
room. Help him train reflexes during waking hours 
by having him visit the bathroom immediately on 
feeling the first impulse. Since bedwetting may lead 
to further shame and problems, other symptomatic 
treatments have been used. The use of appropriate 
doses of imipramine, a tricyclic antidepressant, may 
be appropriate in some cases. This decision should 
be made by a pediatrician. 


behavioral health care firm Specialized (for- 
profit) managed care organizations that focus on 
mental health and substance abuse treatments. 
They provide employers and public agencies with a 
managed mental health and substance abuse ben- 
efits. 

See also EMPLOYEE ASSISTANCE PROGRAMS. 


behaviorism A school of thought that holds that 
learning comes from conditioning, the most impor- 


tant factor in shaping who we are. Behaviorists 
believe that environment—not heredity—counts 
and that behavior, rather than experience, is 
all that can be observed in others. This school of 
thought was founded by James Broadus Watson 
(1878-1958), an American psychologist, early in 
the 20th century. Behavioral therapy techniques 
are generally based on these tenets. 


behavior therapy (behavior modification) Atype 
of psychotherapy used to treat some mental health 
problems that emphasizes learned responses. It is 
often used in conjunction with other types of ther- 
apies, including psychopharmacotherapy. Behav- 
ioral therapy is used to treat people who have a 
wide variety of mental health concerns, including 
anxieties, phobias, agoraphobia, obsessions, com- 
pulsions and alcoholism. 

Behavioral therapy is also widely used in the 
treatment of sexual dysfunction. At one time, sex 
therapists were criticized for using a behavioral 
approach, as psychoanalytic thinking viewed sexual 
dysfunctions as originating during childhood. How- 
ever, as the success rates for behavioral therapy are 
often quite high in sexual dysfunction, behavioral 
approaches have gained credibility. 

Therapists strive to modify or alter the undesir- 
able or self-defeating behaviors of an individual, 
such as anxiety and avoidance, instead of working 
toward changing the “personality” by probing into 
the individual’s “unconscious.” Behavioral thera- 
pists work on the theory that behavior has a learned 
component (as well as a biologic component) and 
thus many unwanted behaviors and reactions can 
be replaced with more desirable behaviors and 
reactions. 

The focus of behavioral therapy is on observ- 
able aspects of specific behaviors, such as the fre- 
quency or intensity of a physiological response 
(e.g., sweating as a reaction to anxiety) or of obses- 
sive hand washing. Reports by the patient and self- 
rating scales are also often used to describe details 
of behavior. Specific treatment techniques are tai- 
lored by each therapist to the particular needs of 
each individual. 

Goals of treatment are determined by the thera- 
pist and the patient and often the patient’s family 
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as well. The patient in behavioral therapy views 
the therapist as a coach and usually makes choices 
about trying to learn new behaviors and responses. 
Usually the goal is for the patient to learn self- 
control of her bad behaviors and increase her num- 
ber of revised, more acceptable, behaviors. 

A variety of learning techniques are used by 
behavioral therapists. These include classical con- 
ditioning, desensitization, flooding, operant con- 
ditioning and modeling. In cases of social phobias, 
for example, therapists may use techniques in 
which the individual is gradually exposed to the 
fear-producing situations. The exposure may take 
place in the patient’s imagination first and then in 
reality. Sometimes the reality never occurs (some 
situations are easy to imagine but difficult to sim- 
ulate). However, the key to effective treatment is 
the gradualness of the exposure combined with the 
simultaneous use of relaxation training and new 
physiological and behavioral responses. 


Exposure Therapy (Desensitization) 
Exposure therapy refers to many behavioral tech- 
niques that involve the use of gradual exposure to 
an anxiety-producing situation. These techniques 
include systematic desensitization and exposure at 
full intensity (flooding and implosive therapy). 

In systematic desensitization, a technique used 
by behavioral therapists, patients learn to rank sit- 
uations that cause anxiety and distress, as well as 
a variety of deep-muscle-relaxing techniques. For 
example, an individual who fears the sexual act 
might place coitus at the top of the list of activities 
that make him or her anxious; thinking about sit- 
ting with a date in a restaurant might rank at the 
bottom of the list. 

The individual is trained in relaxation, both 
mental and physical. When these techniques are 
mastered, the person is asked to imagine, in as 
much detail as possible, the least fear-producing 
item from the list; when a comfort level is reached 
in imagining this item, the patient can move up 
the hierarchy with success. However, when the 
individual has completed treatment and goes out 
in the real world to face anxieties and fears, there 
may be slight regression down the list. For exam- 
ple, an individual who has learned to remain calm 
while walking into a party and meeting new people 


may not be comfortable alone with a date. How- 
ever, the individual will eventually be able to move 
from nonthreatening group social events to more 
intimate settings and progress to a desired level of 
sexual behavior. 

Systematic desensitization was explained in 
1958 by Joseph Wolpe, an American psychiatrist 
(1915-97). His first reports were on adults who had 
many mental health problems, including obsessive- 
compulsive disorder, reactive depressions and pho- 
bias. He adapted his technique from experiences 
gained in the 1920s when he worked with children 
in overcoming phobias of animals. 


Flooding and Implosive Therapy 
Flooding is another technique used by behavioral 
therapists. The individual is asked to experience 
an anxiety-producing situation by imagination or 
in actuality (in vivo) while experiencing the sup- 
portiveness of the therapist. Then the individual 
is directly exposed to a high-intensity, peak level 
of the anxiety-producing situation without ben- 
efit of a graduated approach, as is the case in the 
systematic desensitization technique. The therapist 
controls the content of scenes to be imagined and 
experiences that reoccur. The therapist describes 
scenes with great vividness, deliberately making 
them as disturbing as possible to the anxious indi- 
vidual, who has not been instructed to relax. Pro- 
longed experience with these situations is planned 
to help the individual to experience “extinction” of 
the anxiety responses and thus overcome them. 

Implosive therapy is another technique used by 
therapists. The individual is repeatedly encouraged 
to imagine anxiety-producing situations at maxi- 
mum intensity and experience an intense anxiety 
reaction. The anxiety response is not reinforced 
and thus becomes gradually reduced. 

Like desensitization, the techniques of flood- 
ing and implosion reduce anxieties and unwanted 
behaviors in some persons (such as those with 
simple fears), but desensitization seems to be more 
effective and to have more permanent results. 


Modeling 
As a form of behavioral therapy, the individual 
watches another person—often of the same sex and 
age as the troubled person—successfully perform a 
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particular feared action, such as entering a room 
full of strangers or being introduced to members 
of the opposite sex. The fearful person experiences 
extinction of the feared responses in a vicarious 
way. This technique is really social learning or 
observational learning. 

Modeling has another aspect; in “covert mod- 
eling” the anxious patient simply imagines that 
another person faces the same anxieties or concerns 
without unwanted physiological responses. 


Operant Conditioning 

This is a theory applied in behavioral therapy work. 
Because people will either maintain or reduce fre- 
quency of certain behaviors because of responses 
they get from their environment, behaviors that 
produce reinforcing consequences can be strength- 
ened and behaviors producing unpleasant conse- 
quences reduced. Behaviors of avoidance in certain 
situations are considered under “operant” control 
and are thus changeable. 


Hypnosis and Biofeedback 

Hypnosis is considered a behavioral technique and 
is often used in conjunction with other techniques. 
Hypnosis can help the individual reach a trancelike 
state in which he or she becomes extremely recep- 
tive to suggestion. Then, through posthypnotic 
suggestions, the individual may learn to change 
patterns of behavior, such as having fearful reac- 
tions to entering a room full of strangers at a party. 
By itself, hypnosis is not considered an appropri- 
ate treatment for most mental health disorders. It is 
often used to modify specific, unwanted behaviors, 
such as smoking cigarettes. 

Biofeedback is often used in conjunction with 
relaxation training and to enhance possibilities for 
a person’s response to treatments. In biofeedback, 
physiological reactions can be monitored electri- 
cally. An anxious person can learn to regulate cer- 
tain processes, such as breathing or heart rate. 


Family Therapy 
Behavioral techniques are often used in modifying 
ways in which an individual interacts with other 
members of his or her family. It is useful in some 
cases of childhood behavior problems, school pho- 
bia and agoraphobia, in which other members of 


the family “enable” the agoraphobic to persist in 
fearful habits. 
See also AGORAPHOBIA; PSYCHOTHERAPIES. 


benchmark An industry measure of best perfor- 
mance for a particular indicator or performance goal, 
such as improving a given mental health condition. 
The benchmarking process identifies the best perfor- 
mance in the industry, such as health care, for a par- 
ticular process, determines how that performance 
was achieved, and applies the lessons learned to 
improve performance overall in similar situations. 


Benson, Herbert (1935— ) The founding presi- 
dent and associate chief of the Mind/Body Medical 
Institute, Division of Behavioral Medicine, Harvard 
Medical School, and chief of the Division of Behav- 
ioral Medicine, New England Deaconess Hospital. 

He is a cardiologist who discovered and described 
how the relaxation response is a protective mecha- 
nism against overreaction to stress and anxieties. He 
is the author and coauthor of several books relating 
to relaxation and stress, including The Relaxation 
Response and The Mind/Body Effect; hundreds of his 
articles have appeared in medical journals and pop- 
ular magazines. 

Dr. Benson discovered the relaxation response 
while studying people who practiced transcenden- 
tal meditation. As a specialist in high blood pres- 
sure, Dr. Benson’s particular interests have included 
how the relaxation response can help people with 
high blood pressure and other health concerns. He 
warns that people with high blood pressure should 
not just give up their medication. What medita- 
tion and the relaxation response do, he maintains, 
is improve upon the benefit of the medication. He 
argues that “mindfulness” is needed to be healthy 
and productive. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; HIGH BLOOD PRESSURE; MEDITATION; RELAXATION; 
RESOURCES; TRANSCENDENTAL MEDITATION. 


Benson, Herbert. Beyond the Relaxation Response. New York: 
Berkeley Press, 1985. 

. The Mind/Body Effect: How Behavioral Medicine Can 

Show You the Way to Better Health. New York: Simon and 

Schuster, 1979. 
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. The Relaxation Response. New York: Avon Books, 
1975. 


benzodiazepine drugs A group of prescription 
medications widely prescribed to help relieve 
symptoms of anxiety. They also act as muscle relax- 
ants, sedatives and anticonvulsants. Different drugs 
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Long Acting 
Trade Name Generic Name 
Librium chlordiazepoxide 
Klonopin clonazepam 
Tranxene clorazepate 
Valium diazepam 
Dalmane flurazepam 
Paxipam halazepam 
Centrax prazepam 
Doral quazepam 

Short Acting 
Xanax alprazolam 
Ativan lorazepam 
Serax oxazepam 
Restoril temazepam 
Halcion triazolam 





BENZODIAZEPINE DRUGS: GENERIC AND TRADE NAMES 








Generic Name Trade Name 
alprazolam Xanax 
chlordiazepoxide Librium 
clonazepam Klonopin 
clorazepate Tranxene 
diazepam Valium 
flurazepam Dalmane 
halazepam Paxipam 
lorazepam Ativan 
oxazepam Serax 
prazepam Centrax 
quazepam Doral 
temazepam Restoril 
triazolam Halcion 





Adapted from Comprehensive Psychiatric Nursing, 5th ed. by Judith 
Haber and Barbara Krainovich-Miller St. Louis: Mosby, 1997. 


in this class are approved for different conditions, 
such as panic disorder. 

Benzodiazepine drugs have less toxicity and fewer 
drug interaction problems than barbiturates and 
nonbarbiturate sedative-hypnotic drugs. Also, ben- 
zodiazepine drugs have a lower risk of cardiovascular 
and respiratory depression compared with barbitu- 
rates and are often used before general anesthesia. 

Persons taking benzodiazepine drugs should avoid 
alcohol because interaction may result in depression 
of the central nervous system. 

See also PANIC ATTACKS AND PANIC DISORDER; PHAR- 
MACOLOGICAL APPROACH. 


bereavement A feeling of grief, numbness, emp- 
tiness and deprivation, particularly following the 
death of a loved one. Bereavement may also follow 
the loss of a pet, a material item or a relationship. In 
most cases, bereavement is diagnosed as a “normal” 
response to a situation. However, when signs and 
symptoms of bereavement become excessive, the 
condition may be considered a disorder and require 
professional treatment. In the course of the griev- 
ing process, each person progresses at an individual 
pace. While some people are ready, after a certain 
period of time, to socialize and resume many former 
activities, others take longer to feel comfortable in 
conversation with strangers, in crowds or attending 
any type of social events. 

Many individuals find self-help groups for wid- 
owed people helpful after the loss of a spouse. There 
are also self-help groups for individuals who have 
lost a child or miscarried a pregnancy. 

See also GRIEF. 


beta adrenergic-receptor blockers A group of 
drugs, also called beta blockers, some of which are 
used to relieve symptoms of anxiety. While beta 
blockers have been considered effective in treating 
generalized anxiety disorder (GAD), they are not 
considered as effective as benzodiazepines, since 
they seem more effective at blocking peripheral or 
somatic anxiety symptoms. 

Examples of some uses for these drugs are to 
reduce rapid heart rate, palpitations, sweats and 
hand or voice tremors rather than to relieve feel- 
ings of fear or anxiety. 
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There is some evidence that beta blockers may 
increase depressive feelings in some individuals, 
but they do not characteristically produce drowsi- 
ness. They are typically used by people who react 
to anxiety-producing situations in which somatic 
anxiety symptoms may impair function, such as 
addressing a large group. Beta blockers are also used 
in general medicine to prevent heart arrhythmias, 
treat high blood pressure and prevent migraine 
headaches. Examples of beta blocking drugs are 
propranolol (Inderal) and atenolol (Tenormin). 
They are not generally associated with the develop- 
ment of physical dependency but should not be dis- 
continued suddenly in patients with atherosclerotic 
heart disease. 

See also HEADACHES. 


bibliotherapy An interdisciplinary field combin- 
ing the skills of psychotherapists, librarians and 
educators. In the course of a bibliotherapy activ- 
ity for a mental health disorder, books are selected 
to change disturbed patterns of behavior. The cho- 
sen books may be directly concerned with mental 
health or may be fiction or nonfiction works related 
to and interpreting the readers’ problems and con- 
cerns. Reading about a disturbing topic such as 
death, divorce or aging may give readers a sense 
of control over their own problems and a way of 
mentally working them out. 

With children, using selected books may reduce 
concerns by changing misconceptions and provid- 
ing information about the unknown. Reading may 
help children communicate with their parents and 
also give children the comforting knowledge that 
others share their concerns. 

See also COMPLEMENTARY AND ALTERNATIVE 
MEDICINE. 


bilis (and cholera) A culture-related syndrome 
involving acute nervous tension, headache, trem- 
bling, screaming, stomach disturbances and, in 
severe cases, loss of consciousness and chronic 
fatigue. This is thought to result from strongly expe- 
rienced anger or rage in some Latino groups. 

See also CULTURE-RELATED SYNDROMES. 


binge eating disorder An eating disorder charac- 
terized by frequent episodes of compulsive overeat- 
ing, but unlike bulimia, the eating is not followed 
by purging. During food binges, individuals with 
this disorder often eat alone and eat regardless of 
whether they feel hungry or full. 

See also BULIMIA; EATING DISORDERS. 


binge-purge syndrome See EATING DISORDERS. 


bioavailability A means by which the effective- 
ness of various types of drugs or methods of admin- 
istration can be compared. Preparations with the 
same bioavailability are said to be bioequivalent. 
This term is often used with regard to generic forms 
of drugs. Bioavailability refers to the amount of a 
drug that enters the bloodstream and reaches tissues 
and organs around the body. It is usually expressed 
as a percentage of the dose given. For example, 
intravenous administration (injection) produces 
100 percent bioavailability as the drug is injected 
directly into the bloodstream, whereas only a pro- 
portion of the drug can be absorbed through the 
digestive system with drugs taken by mouth. Some 
drugs are broken down in the liver before getting 
into the circulatory system. When prescribing anti- 
depressants and tranquilizers, physicians take into 
account the bioavailability of various preparations 
and the needs of the individual. 
See also ANTIDEPRESSANT MEDICATIONS. 


biochemical disturbances See BRAIN CHEMISTRY. 


bioenergetics An approach to improving mental 
health proposed by Wilhelm Reich (1897-1957). 
Bioenergetics is a method for understanding person- 
ality in terms of the body and its energetic processes, 
as well as a way to relieve the individual's muscular 
tensions and rigidities resulting from emotional stress 
and unresolved emotional conflicts. The major tech- 
niques used to achieve full aliveness and emotional 
well-being include respiratory exercises, free expres- 
sion of feelings and improvement of the body image. 
See also BODY IMAGE; REICH, WILHELM. 
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biofeedback A technique to monitor mental and 
physical events using electrical feedback. Biofeed- 
back is useful in many approaches to therapy for 
mental health concerns, such as anxieties and pho- 
bias. It provides an anxious or phobic individual 
with a basis for self-regulation of certain processes, 
such as autonomic system reactions to fear situa- 
tions. It establishes a diagnostic baseline by noting 
physiological reactions to stressful events, enables 
therapists to relate this information to the individu- 
al’s self-reports, fills gaps in the individual's history 
and encourages relaxation in the part of the indi- 
vidual’s body to which the biofeedback equipment 
is applied. Relaxation training is often suggested to 
assist the individual in control anxiety reactions. 
See also BEHAVIOR THERAPY. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of Pho- 
bias, Fears, and Anxieties. New York: Facts On File, 2000. 


biogenic amines Chemicals produced by the cen- 
tral nervous system that are involved in the func- 
tioning of the brain. Their role is to assist in the 
transmission of the electrochemical impulses from 
one nerve cell to another. Examples of biogenic 
amines include norepinephrine, dopamine and 
serotonin. 

See also AMINE; NEUROTRANSMITTERS; NOREPINEPH- 
RINE; SEROTONIN. 


biological clock A term in contemporary usage 
referring to the limit on the period of time a woman 
has in which to bear children. Women in their 
mid- to late thirties say their “biological clock is 
running out.” For many who desire to become 
mothers, this is a source of stress and anxiety. 
Actually, the central nervous system has been 
found to have several “biological clocks” such as 
circadian rhythms and diurnal rhythms, which 
affect levels of brain chemicals or neurotransmitters 
and affect preparation of the individual for physical 
and intellectual response during varying times of 
the day. This is being increasingly recognized as an 
important factor in shift workers, especially those 
who must change shifts and maintain alertness, 
productivity and a sense of well-being. 


biological markers Genes or genetic characteris- 
tics that can be identified and followed from gen- 
eration to generation. Theories about the causes 
of affective disorders suggest that a disruption of 
neurotransmitters occurs, either by blockage of 
receptors or changes in receptors associated with 
the hypothalamus. The hypothalamus receives 
input from almost all regions of the brain. Changes 
in neurotransmitter patterns in a variety of brain 
areas alter neurotransmitter patterns in the hypo- 
thalamus. The hypothalamus exerts direct con- 
trol on the anterior pituitary by a process known 
as neuroendocrine transduction. In this process, 
electrical signals determine the secretion patterns 
of hypothalamic neurotransmitters that stimulate 
specialized hypothalamic cells to secrete certain 
hormones. The hormones travel throughout the 
bloodstream to determine the release patterns of 
anterior pituitary hormones. Thus, changes in the 
neurotransmitters in the hypothalamus, as evi- 
dent in an individual with affective disorders, may 
exhibit changes in the hormonal secretion patterns 
from the pituitary. 

The first disrupted hormonal pattern to be stud- 
ied was alteration in cortisol production. It was 
known that acutely depressed individuals showed 
extremely elevated levels of circulating cortisol. 
Cortisol (a glucocorticoid) is secreted by the adrenal 
cortex and regulated by the hypothalamic-pituitary- 
adrenal axis. Adrenocorticotropic hormone (ACTH), 
released from the pituitary, is the major regulator of 
cortisol production. Release of ACTH is controlled 
by corticotrophin-releasing factor (CRF) from spe- 
cialized cells in the hypothalamus. Secretion of CRF 
is stimulated by serotonin and acetylcholine and 
inhibited by norepinephrine. 

The pituitary gland secretes ACTH in bursts, with 
the lowest levels secreted in late evening and high- 
est levels in early morning, just after awakening. 
There are eight to nine secretory bursts during the 
day, for a total of approximately 16 mg of cortisol 
released per day. Feedback loops, to the pituitary 
and hypothalamus, exist to regulate the release of 
ACTH and, subsequently, cortisol. 

Some individuals who have affective disorders 
have increased levels of cortisol as measured in 
the plasma, CSF and urine. The elevated levels of 
cortisol secretion have been shown in individuals 
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with unipolar depression and bipolar disorder. The 
secretion pattern is shifted, with the largest increase 
occurring from six to eight in the morning. In addi- 
tion to elevated cortisol levels, individuals also have 
a flattened curve with loss of its normal circadian 
pattern. 

There are two basic tests relating to biological 
markers. One is the dexamethasone suppression 
test; the other is the thyroid-releasing hormone 
challenge test. 


Dexamethasone Suppression Test (DST) 


The dexamethasone suppression test was the first 
biological marker for affective disorder. Dexa- 
methasone is a synthetic glucocorticoid that has 
the effect of turning off the secretion of ACTH and, 
subsequently, cortisol. In normal persons, a dose of 
dexamethasone given at 11:00 P.M. reduces cortisol 
levels for the next 24 hours. In depressed individu- 
als, however, the suppression effect of dexametha- 
sone does not occur. The nonsuppression of cortisol 
is called a positive dexamethasone suppression test. 
A positive DST result suggests depression but other 
illnesses such as alcoholism may show nonsuppres- 
sion. However, a negative DST result does not rule 
out the diagnosis of major depression. In addition, 
studies suggest a positive correlation between the 
severity of depression and the rate of DST nonsup- 
pression. There is also a correlation between the 
DST nonsuppression index and risk of suicide. 

Individuals identified as nonsuppressors upon 
testing before antidepressive medication return to a 
normal suppression pattern when the treatment is 
successful. Individuals who show no reversal effect 
after treatment are at increased risk of relapse. The 
DST test is not considered specific enough for rou- 
tine clinical use but may be of value in special cir- 
cumstances. 

While DST is considered a biological marker for 
mood disorders, it identifies only about 30-50 per- 
cent of clinically depressed individuals. 


Thyroid-Releasing Hormone (TRH) Challenge Test 


Indications for clinical use of the TRH challenge test 
are similar to those for DST. It is sometimes used 
as an aid in diagnosing depression and assessing 
thyroid status. A positive test result suggests the 
diagnosis of major depression, but a negative test 


result does not eliminate the diagnosis. When the 
two tests are used together, the increased sensitiv- 
ity rate has been reported as high as 84 percent. 

The hypothalamic-pituitary-thyroid (HPT) axis 
is the thyroid gland link to the central nervous sys- 
tem. The hypothalamus releases thyroid-releasing 
hormone (TRH) from neurons that stimulate pitu- 
itary cells to release thyroid-stimulating hormone 
(TSH) into the blood. TSH then stimulates release of 
other chemicals from the thyroid gland. Release of 
TRH is facilitated by dopamine and norepinephrine 
and is inhibited by serotonin. Levels of TSH have a 
circadian rhythm, with the highest levels of secre- 
tion from 4:00 A.M. to 8:00 A.M. Some individuals 
who are depressed have symptoms of hypothyroid- 
ism. A TRH test is used to determine if the HPT axis 
is functioning normally. 

See also ANTIDEPRESSANT MEDICATIONS; DOPAMINE; 
NOREPINEPHRINE; SEROTONIN. 


McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1991. 


biorhythms A term that describes all of the body’s 
physiological functions that vary in certain predict- 
able rhythmic ways. An example is the menstrual 
cycle in women, which is usually about 28 days. On 
a day-to-day basis, human bodies and their periods 
of sleepiness and wakefulness are governed by an 
internal clock regulated by hormones. When the 
internal clock is upset by long-distance jet travel, 
a syndrome known as jet lag occurs. This involves 
becoming sleepy at unusual times of the day, a 
groggy feeling, becoming hungry at odd hours and 
waking up during the middle of the night. 

See also CIRCADIAN RHYTHMS; HORMONES. 


bipolar disorder A group of mood disorders char- 
acterized by alternating mood swings of mania and 
severe depression. The American Psychiatric Asso- 
ciation’s Diagnostic and Statistical Manual of Mental 
Disorders, 4th ed., breaks bipolar disorders into a 
variety of types, based on prevalence of symptoms. 

During the manic phase, the individual may 
have an enormous amount of energy and may 
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feel agitated, excited and capable of any undertak- 
ing. There may be constant talking, inappropriate 
degrees of self-confidence, little need for sleep, 
irritability, aggressiveness and impulsive behavior, 
such as excessive shopping and spending. 

During the depressive phase, the individual 
suffers from any of the symptoms associated with 
major depression. They may feel sad, helpless and 
hopeless. 

Bipolar disorder may start in childhood or later, 
during the 40s and 50s. Often bipolar disorder is 
first noticed during adolescence. However, as 
moodiness and crises surrounding personal and 
school relationships often arise at this time, symp- 
toms of bipolar disorder might be at first incorrectly 
attributed to normal adolescent problems. Bipolar 
disorder often runs in families, and evidence from 
family and twin studies supports genetic transmis- 
sion of susceptibility. Evidence from biochemical 
and imaging studies using PET scanning and MRI 
and CAT studies offers further support for the bio- 
logic nature of this illness. 

Additional problems of alcohol and substance 
abuse are common with bipolar disorder. This is 
called a “co-morbid” condition. Early detection and 
finding the right medication is crucial in helping 
people recover. Many people are helped by taking 
lithium and one of many antidepressant medica- 
tions, as well as other drugs under the close super- 
vision of their physician. 

See also AFFECTIVE DISORDERS; ANTIDEPRESSANT 
MEDICATIONS; DEPRESSION; LITHIUM CARBONATE; MOOD 
DISORDERS. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 

Fawcett, Jan, Bernard Golden, and Nancy Rosenfeld. New 
Hope for People with Bipolar Disorder. Roseville, Calif.: 
Prima, 2000. 


birth control A term referring to controlling the 
number of children born by preventing or reduc- 
ing the chance of conception by natural or artificial 
means. The issue produces anxieties for many peo- 
ple, including those making a choice of birth con- 
trol methods or those whose religious convictions 


run counter to using birth control as a practical and 
economic plan for their families. Furthermore, side 
effects of birth control medication can lead to anxi- 
eties for some individuals. 


Methods of Birth Control 


Each method of birth control has advantages, disad- 
vantages and sources of anxieties. They should be 
discussed by couples before they engage in sexual 
intercourse. Women and men must weigh the fac- 
tors in a birth control method including effective- 
ness in preventing unwanted pregnancy, protection 
from a sexually transmitted disease and freedom 
from side effects, costs or spontaneity of use. 

The Centers for Disease Control and Prevention’s 
National Survey on Family Growth found that more 
than 90 percent of women between ages 15 and 44 
used contraception. According to a 1997 National 
Center for Health Statistics report, the leading 
method of birth control remained female steriliza- 
tion (10.7 million women), followed by the oral 
contraceptive pill (10.4 million), the male condom 
(7.9 million) and male sterilization (4.2 million). 

New contraceptive methods were used by small 
proportions of women in 1995, such as hormonal 
injectables (used by 2 percent of women), hor- 
monal implants (1 percent) and female condoms 
(less than 1 percent). Condom use among never- 
married women tripled between 1982 and 1995, 
from 4 to 14 percent. Condom use at first inter- 
course increased from 18 percent in the 1970s to 
36 percent in the late 1980s and 54 percent in the 
1990s. 

See also CONDOM; PREGNANCY; SEXUALLY TRANS- 
MITTED DISEASES; RESOURCES; UNWED MOTHERS. 


Kahn, Ada P., and Linda Hughey Holt. The A-Z of Women's 
Sexuality. New York: Facts On File, 1990. 

Mosher, William D., Gladys M. Martinez, Anjani Chandra, 
etal. “Use of Contraception and Use of Family Planning 
Services in the United States: 1982-2002.” Advance 
Data from Vital and Health Statistics, 350 (December 10, 
2004). Available online. URL: www.cdc.gov/nchs/ 
fastats/usecontr.htm. 


birth defects Also known as congenital anoma- 
lies. The birth defects most likely to be lethal 
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include malformations of the brain and spine, heart 
defects and combinations of several malforma- 
tions. Defects may be obvious at birth or detectable 
early in infancy. Infant mortality from congenital 
anomalies has been declining, although the last 
decade has seen slight increases in the incidence 
of some birth defects. In 1985 about 11,000 babies 
were born with moderate to severe impairments. 
Congenital anomalies, when they do not result in 
death, may cause disability. One-fourth of all con- 
genital anomalies are caused by genetic factors, sug- 
gesting a need for preconception genetic counseling 
for both men and women. Environmental hazards 
and alcohol use during pregnancy are other impor- 
tant factors. Fetal alcohol syndrome (FAS) affects as 
many as one to three infants per 1,000 live births. 
In some populations, the incidence is higher. A 
similar syndrome has been observed in babies born 
to drug-addicted mothers. 

Parents of children born with congenital anoma- 
lies can benefit from special counseling. 

See also MENTAL RETARDATION. 


birth order Researchers in the area of birth order 
study personality development and mental health 
in relation to position in the family constellation. 
Alfred Adler, a student of Sigmund Freud, began the 
study of birth order in the early 1900s. Many studies 
of birth order have been undertaken as data were 
compiled for other projects. Birth order has been 
studied in relation to characteristics ranging from 
alcoholism to affiliation with religious orders. Most 
researchers believe that it is not a dominant force 
in personality development but one of the many 
determining factors in shaping a child’s personality. 

Studies of birth order have led to some general- 
izations about how a child’s position in relation to 
his parents and siblings may affect his personality 
and view of the world. 

The older child shares many of the qualities of 
the only child, as he or she is alone until the birth 
of a brother or sister. He has the attention and 
resources of the family for a certain length of time. 
As a result, older children tend to be more adult in 
behavior, are more interested in goals and personal 
achievement and are strongly represented in the 
ranks of the successful and powerful. Older chil- 


dren tend to score highest on intelligence tests. The 
arrival of a sibling, even though happily anticipated 
by the first child, has the ultimate effect of making 
him feel, in Adler’s term, “dethroned.” The older 
child often assumes a certain amount of responsi- 
bility for younger children in the family. He may be 
held responsible for setting a good example, show- 
ing younger children how to do things and baby- 
sitting. Older children are frequently more aware 
of family difficulties and problems and their own 
parents’ insecurities. As a result, they tend to be 
more anxious, conservative and responsible than 
younger brothers and sisters. 

The middle child position in the family has more 
variables attached to it, since the ages and sex of 
siblings may have a profound effect on the middle 
child. Middle children usually become good at shar- 
ing but also guard their privacy. Because of what 
they may perceive as a chaotic situation at home in 
which they are too young for the privileges of the 
oldest and too old for the coddling of the youngest, 
the middle child may show off to get attention and 
may also seek rewarding relationships outside the 
family. Middle children are team players and are 
frequently quite popular. The need to belong to a 
peer group is strong in middle children. To compete 
with an older sibling, a middle child develops her 
abilities in an area quite different from the talents 
of her older brother or sister. Middle children are 
frequently mavericks and are sensitive to inequities 
and injustices. 

The youngest child of a family never has the 
experience of having his position usurped by a 
younger sibling. Younger children tend to pre- 
serve and use childish characteristics such as cry- 
ing, acting cute or emphasizing their dependence 
and inadequacy to get what they want. Younger 
children frequently have very positive feelings 
about themselves because of their position in the 
family and tend to be charming and popular. They 
often have the best sense of humor in the family. 
Younger children are at a disadvantage in that they 
tend to obtain information and opinions from other 
children rather than adults and therefore lack the 
wisdom and realism they might gain from adult 
contact. 

A very specific type of younger child is the “little 
caboose,” often a “change of life” baby who arrives 
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several years after the other siblings. This younger 
child is really more in the position of being the only 
child, but with several parents, since usually one or 
more of his siblings acts as a parent. These children 
grow up with a great deal of attention and support 
but may also have a confused sense of themselves, 
as they get a variety of images and ideas from sib- 
lings who are perceived as adult but are, in fact, 
children. 
See also ONLY CHILDREN. 


bisexuality See HOMOSEXUALITY. 


blocking An interruption in thought or speech 
that is abrupt and involuntary, when the individual 
cannot remember what it was he or she was about 
to say. This is also referred to as thought depriva- 
tion, thought obstruction and emotional blocking. 
This happens to most people at some time, espe- 
cially if they are in a state of severe anxiety, grief 
or anger. In such circumstances it is normal to 
experience blocking at intermittent times. By itself, 
blocking is not a symptom of poor mental health. 
However, some individuals who are mentally dis- 
turbed may use blocking to keep distasteful ideas 
out of their consciousness. In some forms of schizo- 
phrenia, thoughts and speech may be blocked for 
prolonged periods of time. 

Blocking should not be confused with “word 
finding” difficulties or recent memory loss seen in 
patients with multi-infarct dementia or with medi- 
cation side effects. 

See also SCHIZOPHRENIA. 


blood brain barrier A physiological metabolic 
system that limits entry into the brain, protecting it 
from a number of potentially brain-damaging sub- 
stances throughout the body, as well as from fluc- 
tuations in chemicals it needs to function normally. 

It is a physiological “barrier” that regulates cer- 
tain substances’ rate of entry or egress in or out of 
the brain to or from its blood circulation. This is 
one reason why specific blood tests for mental dis- 
orders have not been developed beyond the stage 
of research findings. 


Because of the blood brain barrier, chemicals 
composed of large molecules generally cannot pass 
from the blood into the brain as they do into other 
organs. This is so because in most parts of the body 
the smallest blood vessels are porous, whereas cells 
in the brain are tightly joined and adjacent cells are 
almost fused together. However, substances with 
small molecules, including oxygen, alcohol and 
medications that are highly fat soluble—anesthet- 
ics, for example—can cross the barrier. 

Some substances, such as amino acids, require 
energy provided by glucose metabolism to cross the 
blood brain barrier. 

See also BRAIN. 


blood pressure The force of the blood against 
the walls of the arteries, created by the heart as 
it pumps blood through the body. As the heart 
pumps or beats, the pressure increases. The pres- 
sure decreases as the heart relaxes between beats. 
High blood pressure, known as hypertension, is the 
condition in which blood pressure rises too high 
and stays there. One cannot feel blood circulating 
through the body; thus one usually does not feel 
symptoms of high blood pressure. The only effec- 
tive way to measure blood pressure is to have it 
checked with specially designed equipment. 

Many individuals who are told that they have 
high blood pressure are advised to change their diet 
(lower cholesterol, lose weight) and exercise more. 
For some, medications that lower blood pressure 
are prescribed. Many individuals have difficulty 
complying because they cannot “see” or “feel” their 
disease. For these reasons high blood pressure has 
been referred to as “the silent killer.” 


blood tests Many individuals who are taking 
medication as part of their treatment for a men- 
tal health condition will be asked to have frequent 
and repeated blood tests. The reason is to deter- 
mine how much of the medication remains in their 
bloodstream over a prolonged period of time. Blood 
tests help the prescriber determine an effective dose 
for each individual. 

One such test is the lithium blood level test that 
individuals who have manic-depressive disorder 
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undergo. With these measurements, the physician 
can choose and maintain the most effective dose 
for the individual and avoid a toxic dose. When a 
patient stops taking lithium, the blood level drops 
and symptoms may reappear. 

Other tests are used to monitor the function 
of various organs (e.g., kidneys, liver) or thyroid 
gland function to ascertain that no medical illness 
is causing a mental disturbance or that medications 
are not causing any toxic effects. 

Currently, there are no blood tests considered 
clinically reliable enough to diagnose mental disor- 
ders not related to medical illnesses (hypothyroid- 
ism, vitamin deficiencies) because the metabolism 
of the brain is not reliably reflected in blood or 
urine samples. 

See also ANTIDEPRESSANT MEDICATIONS; BLOOD 
BRAIN BARRIER; DEPRESSION; LITHIUM CARBONATE; 
MANIC-DEPRESSIVE DISORDER. 


“blues” When people feel down, they are often 
referred to as suffering from the “blues.” A “blue” 
mood is considered a sad mood. Most people experi- 
ence these mood changes from time to time, but this 
does not necessarily indicate depression. Changes in 
mood are normal with the ups and downs of daily 
life, and individuals are able to function normally. 
It is only when mood characteristics meet the cri- 
teria for depression and interfere with daily living 
that professional help should be sought. The “baby 
blues” is the feeling of being overwhelmed or help- 
less after the birth of a baby. If the feeling continues 
and interferes with function or relationships, this is 
known as POSTPARTUM DEPRESSION. 

See also DEPRESSION; POSTPARTUM DEPRESSION; 
SEASONAL AFFECTIVE DISORDER. 


blunted affect An affect or mood with a lack of, 
or significant reduction in, the intensity of emo- 
tional expression. 

See also AFFECT; AFFECTIVE DISORDERS; DEPRESSION. 


“boarder” babies Infants who are abandoned 
in hospitals because of the inability of their par- 
ents to provide care for them after delivery. These 


babies are usually born HIV-positive, with drug 
addictions, extreme cases of fetal alcohol syn- 
drome or with other significant medical problems 
including very low birth weights. Many are born 
prematurely. 

On a national basis, the number of boarder babies 
rose by 38 percent from 9,700 in 1991 to 13,400 
in 1998. This increase represented an expansion of 
the problem beyond major urban centers. In 1991 
three cities, New York City, Chicago and Los Ange- 
les, accounted for 47 percent of the boarder baby 
population. In 1998 those cities accounted for only 
27 percent of the boarder baby population, while 
the number of boarder babies in the rest of the 
country increased by 90 percent. 

The racial and ethnic makeup of the boarder baby 
population also shifted. The percentage of boarder 
babies who were African American declined from 
75 percent in 1991 to 56 percent in 1998, whereas 
the Caucasian and Latino boarder baby populations 
almost doubled in 1998, according to the Depart- 
ment of Health and Human Services in a report 
issued in 2001. 

The unique needs of HIV infected babies require 
considerable medical, social and financial solutions. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME; 
FETAL ALCOHOL SPECTRUM DISORDER. 


body builder’s psychosis See ANABOLIC STEROIDS. 


body dysmorphic disorder See BODY IMAGE. 


body image The mental picture an individual 
has of his or her body at any moment. Perception 
of one’s own body often determines one’s level 
of self-esteem and self-confidence. Body image is 
derived from internal sensations, postural changes, 
emotional experiences, fantasies and feedback 
from others. A misperception of one’s body image 
can lead to avoidance of social or sexual activities 
and eating disorders such as anorexia nervosa or 
bulimia. 

Fear of deformity of one’s own body is known as 
dysmorphophobia. 

See also BULIMIA; EATING DISORDERS. 
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Veale, David, Kevin Gournay, Windy Dryden, et al. 
“Body Dysmorphic Disorder: A Cognitive Behavioural 
Model and Pilot Randomised Controlled Trial.” Behav- 
iour Research and Therapy 34, no. 9 (September 1996): 
717-779. 


body language A form of communication through 
facial expression, posture, gestures or movements, 
accompanied with or without words. Both the com- 
municator and the listener may employ body lan- 
guage. It can be a device used to express emotion or 
a reaction to the meaning of communication. 

Body language may be an indicator of the anxiety 
that the communicator and the listener are experi- 
encing. Gay Turback wrote in the Rotarian (April 
1995) that “without uttering a syllable, it’s possible 
to communicate love, hate, fear, rage, deceit, and 
virtually every other emotion in the human rep- 
ertoire.” The article goes on to describe how body 
signals have been around for more than a million 
years, with some researchers having catalogued 
5,000 hand gestures and 1,000 postures, each with 
its own message. Turback continued, “Although 
some body language is nearly universal, much of 
it is an accouterment of one culture or another. 
Certain actions may have one meaning in Mexico, 
a different meaning in the United States, and no 
relevance in Canada.” Other examples given in the 
article that are especially common among North 
Americans are shown in the following table. 

See also COMMUNICATION. 


EXAMPLES OF BODY LANGUAGE AS INDICATORS OF 
ANXIETIES IN THE UNITED STATES 








Action Meaning 

Toes pointed outward Confidence 
Toes pointed inward Submission 

A jutting chin Belligerence 
Lip and nail biting Disappointment 
Lip licking Nervousness 
Foot tapping Impatience 
Leaning backward A relaxed attitude 
Leaning forward Interest 

Open palms Honesty 
Rubbing hands together Excitement 





body narcissism Excessive interest in one’s body 
and especially the erotic zones, such as the geni- 
tals or breasts. Psychoanalytic theory holds that this 
interest is particularly noticeable in young children 
when boys and girls begin to explore their bodies. 
Signs of narcissism might be evident in preoccupa- 
tion with elimination activities, sexual response to 
masturbation and fear of injury to parts of the body. 
When the excessive interest in one’s body contin- 
ues throughout adulthood, the condition may be 
reason for psychological counseling. 

See also BODY IMAGE; NARCISSISM. 


body therapies Body therapies encompass ancient 
Eastern traditions of spirituality and cosmology 
along with contemporary Western neuromuscu- 
lar and myofascial systems of skeletostructural and 
neuroskeletal reorganization. They postulate that 
the body holds memory of trauma and that therapy 
must address body sensations. 

Ancient disciplines in the category of body ther- 
apies include yoga, t’ai chi, Zen, Taoism, Tantra 
and Samurai. In the 20th century, Wilhelm Reich 
observed that clinical patients with emotional dis- 
turbances all demonstrated severe postural distor- 
tions. This observation helped to uncover more 
connections between the body-psyche and led to 
the development of the Reichian school of body 
therapy. 

Another modern pioneer in the field was Moshe 
Feldenkrais, who postulated that the human organ- 
ism began its process of growth and learning with 
one built-in response, the “fear of falling.” All other 
physical and emotional responses were learned as 
the human organism grew and explored. To attain 
the full potential of the body-mind-emotions-spirit, 
there must be, according to Feldenkrais, “reeduca- 
tion of the kinesthetic sense and resetting of it to 
the normal course of self-adjusting improvement of 
all muscular activity.” This would “directly improve 
breathing, digestion, and the sympathetic and para- 
sympathetic balance, as well as the sexual function, 
all linked together with the emotional experience.” 
Feldenkrais believed that reeducation of the body 
and its functions was the essence of creating unity 
of the being. His method has helped many people 
with problems of back pain, whiplash and lack of 
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coordination. The method is also used to help peo- 
ple who have temporomandibular joint syndrome 
(TMJ), which is a collection of symptoms, includ- 
ing pain, that affect the jaw, face and head, often 
brought about by anxieties, stress and tension. 


Four Systems of Body Therapies 
Although many systems overlap and encom- 
pass aspects of the others, body therapies can be 
divided into four general categories, based on their 
methods. 

Physical manipulation systems include the connec- 
tive tissue work of the Ida Rolf school (Rolfing) and 
the deep tissues release systems such as myofascial 
release used by John Barnes, an American physical 
therapist. 

Energy balancing systems include Chinese acu- 
puncture and acupressure, polarity and Jin Shin 
Jytsu. 

Emotional release systems include bioenergetics, 
primal therapy and rebirthing. 

Movement awareness systems include those of 
Aston, Feldenkrais, Trager and Aguado. 

See also ACUPRESSURE; ACUPUNCTURE; ALEXANDER 
TECHNIQUE; AYURVEDA; COMPLEMENTARY AND ALTER- 
NATIVE MEDICINE; MASSAGE THERAPY; MIND/BODY 
CONNECTIONS; RESOURCES; T’AI CHI; YOGA. 


Eisner, Betty. “Body Work and Psychological Healing.” 
Advances 13, no. 3 (Summer 1997): 64—66. 

Feldenkrais, Moshe. Explorers of Humankind. San Fran- 
cisco: Harper & Row, 1979. 

. Awareness through Movement. San Francisco: Harper 

& Row, 1972. 





bondage A form of sexual activity in which one 
person pretends to enslave the other to arouse sex- 
ual pleasure in one or both partners. Bondage may 
involve heterosexual or homosexual participants 
and may include threats or acts of humiliation 
and danger, with the enslaved person restrained 
by chains, ropes or other devices. Discipline is a 
variation of bondage that involves sadomasochistic 
activities such as whipping. Partners usually have a 
signal to use when the activity exceeds pleasurable 
limits. 
See also PERVERSION, SEXUAL. 


bonding The psychological process through which 
a mother forms a loving relationship with her child 
(also known as maternal bonding and paternal 
bonding). This may begin when a woman feels her 
baby move in her uterus for the first time, when 
she hears the first fetal heartbeat or during or after 
childbirth. Bonding develops further as she and her 
husband care for their newborn baby. According to 
M. H. Klaus and J. H. Kennel, authors of Maternal- 
Infant Bonding (1976), the first hour after birth is an 
especially critical time for bonding and is the “early 
sensitive period” when mother and child are par- 
ticularly receptive to each other. When childbirth 
occurred mainly at home, mothers and infants were 
together after childbirth and there was little concern 
about bonding. Today many hospitals encourage 
parents to spend the first hours after delivery with 
their newborn and have arranged rooms so that the 
baby can remain with the mother after delivery. 

Bonding is indicated by behaviors such as smil- 
ing, following, clinging, calling or crying when the 
mother leaves the child. This kind of behavior is the 
basis for later emotional attachments and is part of 
a series of normal developmental stages. 


borderline personality disorder See PERSONALITY 


DISORDERS. 


boredom A state of mind that is almost always 
the creation of the person who is bored. As a result, 
some people seem bored with everything, while 
others are bored with nothing. For some people, 
boredom is a self-imposed prison which keeps them 
from trying new things or having new, life-enriching 
experiences. Boredom often occurs within individ- 
uals who thrive on excessive stimulation and is not 
a function of environmental or social causes but of 
the reduction in stimulation. 

Some people view things as boring because they 
are afraid of failure. In his book A New Guide to 
Rational Living, Dr. Albert Ellis said: “Viewing fail- 
ure with fear and horror, some people avoid activi- 
ties that they would really like to engage in.” The 
rationale of such people is: if life is boring, nothing 
is worth doing. Thus, if nothing is worth doing, a 
person can hardly fail. 
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Overcoming Boredom 


Overcoming boredom depends on whether people 
are bored because they cannot live without excite- 
ment, or whether they are bored because they have 
chosen to remain in a shell of inaction. Life is not 
supposed to be thrilling all the time. If you crave 
continuous thrills, reduce your expectations for 
excitement. If you are encased by the stresses of 
boredom, try to face reality. Get out and do one 
new thing each day, such as talk to some new peo- 
ple, volunteer somewhere or write letters. Boredom 
carried to the extreme can be a threat to health in 
that it can lead to depression and anxiety. 

See also DEPRESSION; GENERAL ADAPTATION SYN- 
DROME; SELYE, HANS. 


Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
Challenges. New York: Facts On File, 2000. 


bouffée delirante A culture-related syndrome 
referring to a sudden outburst of agitation and 
aggression, sometimes accompanied by auditory or 
visual hallucinations or paranoid ideas. The French 
term is applied to a syndrome observed in West 
Africa and Haiti; these episodes may resemble brief 
psychotic disorders. 
See also CULTURE-RELATED SYNDROMES. 


brain The center and largest and most complex 
portion of the central nervous system. The brain 
includes all of the higher nervous centers that 
receive stimuli from the sense organs, interprets and 
correlates information and is the source of motor 
impulses. Located within the skull, it is also the best 
protected part of the central nervous system. 

The cerebrum is in the upper portion of the 
skull. It is the largest part of the brain and consists 
of the right and left cerebral hemispheres, which 
handle some of the more advanced processes of 
the nervous system. Some of these areas have been 
charted, and it is possible to determine the corre- 
sponding changes in certain areas of the body when 
certain parts of the brain are damaged. Separate 
parts of the cerebrum have certain functions. For 
example, sensory portions receive and interpret 
sensations of vision, hearing, touch, heat, pressure 


and others. Motor portions control muscles and 
movement, and association areas handle higher 
mental processes, such as memory, reasoning and 
analysis. 

Below the cerebrum and toward the back part 
of the skull is the cerebellum, which controls many 
activities of the body below conscious level. For 
example, it automatically deals with reflexes of 
posture and balance, coordination of muscles and 
maintenance of muscle tone. Damage to the cer- 
ebellum, or inherited defects in it, make it difficult 
for an individual to move parts of the body prop- 
erly. When there is a disturbance of a portion of the 
cerebellum, only the parts of the body on the same 
side as the disturbance are affected. 

The midbrain, in front of the cerebellum, con- 
nects various divisions of the brain, including the 
brain stem and the medulla oblongata (spinal bulb), 
a control center for functions such as blood circula- 
tion and breathing. The spinal cord, which sends 
nervous system messages to and from the lower 
portions of the body, merges into the brain stem. 

The thalamus is above the midbrain; it is an 
important center for processing and interpreting 
various sensations in the body (including pain) and 
is closely coordinated with the sensory parts of the 
cerebrum. The thalamus is thought to play a role in 
one’s general mood or affect. 

The hypothalamus is in the brain stem and takes 
on part of the brain’s tasks of maintaining fluid bal- 
ance in the body, sensing hunger, regulating body 
temperature and signaling a need for sleep or wake- 
fulness. The hypothalamus secretes a hormone and 
other substances that aid in regulating water in the 
system and converting food and blood substances 
to energy (metabolism). Improper functioning of 
the hypothalamus may contribute to obesity, and 
when anxiety or excitement makes a person sweat 
and the heart beat faster, it is the hypothalamus that 
sends out messages for these reactions through- 
out the nervous system. Emotional tone may be 
affected by the chemical functions of neurons in 
the hypothalamus (depression, mania, anxiety and 
panic attacks). 

Meninges surround the brain structures and 
extend down to enclose the spinal cord. These 
are membranes in three layers known as the dura 
mater (outer layer), arachnoid (middle layer) and 
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the pia mater (inner layer). The meninges form 
spaces for the cerebro-spinal fluid, which helps to 
cushion the brain and spinal cord against injury 
and to keep nerve tissues moist and lubricated. This 
fluid becomes altered with various diseases; samples 
of spinal fluid are sometimes taken with a lumbar 
(lower back) puncture, also known as a spinal tap. 
This is done by insertion of a needle between the 
lumbar vertebrae. Examination of the spinal fluid 
can help diagnose infectious meningitis (inflam- 
mation of the meninges), as well as some types of 
brain hemorrhage or tumors. Spinal fluid defects 
are sometimes detected at birth. When this occurs, 
the pressure may enlarge a child’s head (hydro- 
cephalus). Treatment for hydrocephalus includes 
tapping the fluid to reduce the pressure and drain- 
ing the fluid through a plastic tube inserted in the 
child’s stomach. 


Brain Disorders 
Some brain disorders are characterized by symp- 
toms rather than causes. These include migraine, 
narcolepsy (excessive episodic sleepiness) and 
idiopathic epilepsy (epilepsy of unknown cause), 
although epileptic seizures can also have specific 
causes, such as a tumor or infection. 

Thought, emotion and behavioral disorders are 
generally described as emotional, mental or psychi- 
atric illness. In some cases there is no obvious phys- 
ical brain defect or disorder, although with many 
illnesses, such as depression and schizophrenia, 
there is often an underlying disturbance of brain 
chemistry. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
AMYGDALA; BLOOD BRAIN BARRIER; BRAIN CHEMISTRY; 
BRAIN DEATH; BRAIN ELECTRICAL ACTIVITY MAPPING; 
BRAIN IMAGING; BRAIN SYNDROME, ORGANIC; BRAIN 
TUMORS. 


brain chemistry Since the 1950s researchers have 
gained an increasing amount of knowledge regard- 
ing brain chemistry. At first they noted that cer- 
tain medications had mood-altering qualities. For 
example, some patients taking reserpine, a drug 
used to control blood pressure, became depressed. 
Some patients taking iproniazid to treat tuberculosis 
became euphoric. These and other observations led 


researchers and clinicians to studies indicating that 
mood disorders can be a function of a biochemical 
disturbance and can be stabilized with antidepres- 
sant drugs. 

In animal brain tissue studies, biogenic amines— 
a group of chemical compounds—have been shown 
to regulate mood. Two of the amines, serotonin and 
norepinephrine, seem to be particularly important 
and are concentrated in areas of the brain that also 
control drives for hunger, thirst and sex. 

Although there has been considerable progress in 
understanding the role of brain chemistry in depres- 
sion and other mental health disorders, much is still 
unknown about the role of brain chemistry and 
mental health. There is evidence that in some types 
of depression there are abnormalities in brain func- 
tion and that some individuals with major depres- 
sive disorders have too little or too much of certain 
neurochemicals the antidepressant drugs relieve. 
Imbalances in a neurotransmitter set up a chemi- 
cal imbalance in the hypothalamus, leading to an 
imbalance of a hormone in the pituitary and caus- 
ing the adrenal glands to produce too much cortisol, 
which in turn has widespread physiological effects. 

Tricyclic antidepressant drugs seem to enhance 
certain neurotransmitters. Monoamine oxidase 
inhibitors (MAOIs) lead to an elevation of the levels 
of amine messengers in certain regions of the brain; 
as the brain becomes filled with extra amounts 
of chemical transmitters, the presumed chemical 
amine deficiency is corrected. 

Effects of lithium are less clearly understood, but 
some researchers theorize that lithium stabilizes the 
chemical-messenger levels, so that cycling in amine 
concentrations is less likely to occur. 

See also ANTIDEPRESSANT MEDICATIONS; BRAIN; 
DEPRESSION; LITHIUM CARBONATE; NEUROTRANSMITTERS. 


Roesch, Roberta. The Encyclopedia of Depression. New York: 
Facts On File, 1991. 


brain damage Death or degeneration of nerve 
cells and areas within the brain. There may be 
damage to particular areas of the brain, resulting 
in specific defects of brain function, such as loss of 
coordination, or more diffuse effects, causing men- 
tal retardation or severe physical disabilities. 
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Hypoxia, not enough oxygen reaching the brain, 
may occur during birth. A baby’s brain cannot tol- 
erate a lack of oxygen for more than about five 
minutes. At any age, hypoxia may occur as a result 
of cardiac arrest (stoppage of the heart) or respira- 
tory arrest (cessation of breathing), as well as from 
other causes such as drowning, electric shock or 
prolonged convulsions. 

Diffuse damage may also result from an accu- 
mulation of substances poisonous to nerve cells in 
the brain, such as phenylketonuria or galactosemia; 
damage may also result from inhaling or ingesting 
pollutants such as mercury compounds or lead. 
Brain damage may also be caused by infections of 
the brain and, in rare cases, may occur following 
immunizations. 

Localized brain damage sometimes happens fol- 
lowing head injury, especially penetrating injuries. 
In later life, it occurs as a result of stroke, brain 
abscess or brain tumor. At birth local brain dam- 
age caused by a variety of factors can lead to ker- 
nicterus, a condition characterized by disorders of 
movement and sometimes mental deficiency. 

Cerebral palsy may result from brain damage 
that occurs before, during or after birth. It is char- 
acterized by paralysis and abnormal movements; it 
is often associated with mental retardation and, in 
some cases, deafness. Disturbances of movement, 
speech or sensation or epileptic seizures may result 
from head injury, stroke or other causes of localized 
or diffuse brain damage. 

Treatment to improve some physical and men- 
tal functions following brain damage include 
physical therapy, speech therapy and occupational 
therapy. Some improvement may be expected in 
many cases after brain damage, as the individual 
learns to use other parts of the brain and other 
muscle groups. 


Congenital Defects 

Infants are sometimes born with damage due to 
genetic or chromosomal disorders, such as Down's 
syndrome and cri du chat syndrome. Structural 
defects arising during fetal development may be 
untreatable, such as microcephaly (small head), 
or fatal, such as anencephaly (congenital absence 
of the brain). Other defects can be corrected even 
while the fetus is in the uterus. 


See also BRAIN TUMORS; CEREBRAL PALSY; DOWN 
SYNDROME. 


brain death A concept meaning that a person 
is dead if the brain is dead; this is not a point on 
which all theologians, doctors and lawyers agree. 
Although still controversial, a widely accepted defi- 
nition of the term with four criteria was proposed 
in 1968 by a Harvard Medical School committee: 
unresponsiveness to touch, sound and all other 
external stimuli; no movements and no spontane- 
ous breathing; no reflexes; and a flat EEG, or the 
absence of all electrical activity in the brain as mea- 
sured by the electroencephalogram. 

There are various attitudes about brain death. 
One holds that the brain is dead only when the 
cerebral cortex—or the part of the brain humans 
use for thinking—stops functioning. Another atti- 
tude is that before the brain can be declared dead, 
the brain stem, which regulates lower processes, 
must also stop functioning. 

The Harvard criteria are used by some, but not 
all, American states; other countries have differ- 
ing definitions. Recognition of brain death permits 
physicians to certify death even when the heart 
and lungs continue activity with connections to 
life-sustaining equipment but when there is no 
brain function. 


brain electrical activity mapping (BEAM) A 
technique using a computer to perform spectral 
analysis of data from an electroencephalogram 
(EEG). The BEAM technique calculates the relative 
quantity of each brain-wave frequency as detected 
by each recording electrode location, showing pat- 
terns that may be too subtle to detect on a routine 
EEG. BEAM or brain mapping has been used in 
psychiatric research to study schizophrenia. 
See also SCHIZOPHRENIA. 


brain fog A common condition that involves lack 
of clarity of mind, confused thinking and forgetful- 
ness. Fatigue may be the most common cause, but 
brain fog can also occur from food and chemical 
reactions, nutritional deficiencies, metabolic dis- 
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orders, electrolyte imbalance or low blood sugar. 
Psychological causes of brain fog include stress and 
depression. Rest, eating a balanced diet and exercis- 
ing appropriately may offer some relief. Treatment 
depends on the causes; treating injuries or illnesses 
may lead to clearer thinking. 

See also DEPRESSION. 


brain imaging Computer-assisted methods to per- 
mit physicians and researchers to see detailed ana- 
tomical structures, abnormalities and actions within 
the brain; it is also known as brain scan or scanning. 
With imaging or scanning techniques, determina- 
tions can be made about the neurobiologic bases of 
mental disorders. For example, the size, shape and 
position of tumors or a specific area in the brain 
responsible for epileptic seizures or other conditions 
can be pinpointed. Images can indicate to physicians 
brain functions based on differences in metabolism 
or biochemical differences among different anatom- 
ical areas. Brain imaging or scanning techniques 
use X-ray, radioactivity and radio waves to produce 
detailed visualizations of the brain. 


X-ray 

An X-ray produces pictures of the bony structures 
of the skull but not the brain itself. However, with 
an X-ray image, a physician can sometimes detect 
erosion in the inner side of the skull, possibly indi- 
cating a brain tumor, as a growth can wear away 
bone. In some cases, bleeding inside the brain can 
also be detected with an X-ray. 


Angiography 
This technique involves injecting a dye into an 
artery leading to the brain and then taking X-rays, 
which show blood vessels in the brain. It is some- 
times used to help diagnose some brain hemor- 
rhages, aneurysms, abnormalities of blood vessels 
and other circulation disorders. 


Computerized Axial Tomography (CAT) 
Scanners that x-ray the brain in cross section, 
allowing the computer screens to display views 
of “slices” of the brain from various angles. In use 
since the early 1970s, CAT scanning reveals images 
of the brain substance itself, including pictures of 


the fluid-filled cavities of the brain (ventricles) that 
may indicate blood clots, aneurysms, abscesses, 
tumors or evidence of strokes. To help differentiate 
normal from abnormal brain tissue, contrast dye is 
often used. 


Magnetic Resonance Imaging (MRI) 


A technique that does not involve use of radiation 
and is particularly useful in showing tumors of the 
back of the skull. CAT and MRI have replaced pre- 
viously used techniques of radionuclide scanning, 
which involved the use of radioactive isotopes to 
detect abnormalities of the blood vessels, tumors 
and other lesions. 


Positron Emission Tomography (PET) 


This technique combines use of radionuclides with 
CAT scanning and may reveal activities in various 
parts of the brain. Metabolic activity and the effects 
of specific drugs can be studied in humans with 
mental disorders yielding evidence of biochemical 
changes with this noninvasive procedure. 


Ultrasound Scanning 


Ultrasound waves cannot penetrate bones of a 
mature skull but are useful in premature or very 
young infants. It can be used to detect hydrocephalus 
and ventricular hemorrhage in premature babies. 

With ultrasonography, sound waves above the 
range of human hearing are sent into the head and 
bounce back, with echoes varying according to the 
tissue reached, helping to locate any displacement 
of the midline of the brain because of the pressure 
of a tumor. Repeated scans can be performed, as no 
radiation is involved. 


brain scan See BRAIN IMAGING. 


brain stem See BRAIN. 


brain syndrome, organic Disruptions of men- 
tal functioning and consciousness resulting from 
physical (organic) causes rather than psychological 
origins. Causes include degenerative diseases, such 
as Alzheimer’s disease, imbalances of metabolism, 
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reactions to medications, infections, vitamin defi- 
ciencies and effects of tumors, strokes or trauma. 

Symptoms may range from slight confusion to 
coma or may include memory impairment, hallu- 
cinations, delusions and disorientation. A chronic 
form of organic brain syndrome results in a pro- 
gressive decline in intellectual functions. Treatment 
includes dealing with underlying causes wherever 
possible; treatment is most likely to be helpful in 
the acute stages of the illness. 

See also ALZHEIMER'S DISEASE; BRAIN TUMORS; 
DEMENTIA. 


brain tumors Any growth in the brain, more 
commonly a term referring to a cancerous growth 
within the brain substance. Brain tumors can be 
benign or malignant. Intrinsic tumors are those that 
arise from brain tissue or grow within the brain. 
Metastatic tumors are those that grow within the 
brain after having spread to the brain from another 
region of the body. 

Brain tumors occur at all ages and reach peak 
incidence in individuals in their 50s and 60s. Clas- 
sification of brain tumors is based on the cell type 
from which the tumor originated and can be deter- 
mined by removing the tumor surgically and ana- 
lyzing it microscopically. 

Diagnosis of a brain tumor is often difficult because 
tumors may cause very generalized symptoms. As 
tumors grow and occupy more space within the 
cavity of the skull, pressure on the brain increases. 
When the tumor presses on specific regions of the 
brain, there may be more specific complaints, such as 
headache, nausea, vomiting, partial blindness, double 
vision, seizures or weakness. There may be changes 
in personality, changes in speech and impaired mem- 
ory and judgment. However, individuals with one or 
more of these symptoms should not rush to the con- 
clusion that they have a brain tumor. 

Physicians use brain imaging or brain scanning 
techniques to help diagnose brain tumors. Forms 
of treatment include surgery, radiation and chemo- 
therapy. 


brainwashing A form of mind control related to 
propaganda or political indoctrination. In its most 


extreme form, it was practiced by Communist gov- 
ernments, particularly during warfare. Some Ameri- 
can prisoners of war who were incarcerated in China 
during the Korean War returned with their person- 
alities and attitudes changed. They had been con- 
ditioned to the point that they made no attempt to 
escape their captors. Some came home with feelings 
that rejected America and accepted Communist pro- 
paganda. They also showed no interest in returning 
to their families. The same techniques—character- 
ized by isolating individuals from friends and fami- 
lies and keeping them socially deprived, exhausted 
and overworked—are employed by cults profess- 
ing a wide range of beliefs that promise to “save” 
the subject. People with low self-esteem and severe 
identity problems who are socially isolated or reject 
their own family values are particularly susceptible. 

Although situations and techniques of brain- 
washing vary, there are common elements that are 
used to change thought patterns and deeply held 
values. For example, the subject is made to feel 
totally out of control, that his needs and actions 
are subject to an authority before which he is pow- 
erless. He may be subjected to mental or physical 
harassment and his deeply held beliefs ridiculed. 
As much as possible, he is made to feel that his 
future is uncertain and he must rely on the per- 
son who is controlling him. As his body weakens 
from the treatment, his thought processes become 
disorganized and he will agree to almost any- 
thing. His suggestibility increases as his self-esteem 
decreases. He begins to feel guilty about past behav- 
ior that is at odds with his captors’ standards. As he 
becomes more agreeable to his captors’ wishes, he 
is rewarded and his living conditions improve, only 
to deteriorate again if he regresses. 

While true brainwashing is rare outside the 
realms of warfare and totalitarian governments, 
members of religious cults that flourished in the 
years following the 1960s showed evidence of tech- 
niques similar to brainwashing, such as changed 
speech and behavior patterns, obedience to an 
authoritarian leader and a rejection of friends and 
family outside the cult. 


Somit, Alters. “Brainwashing.” In International Encyclope- 
dia of the Social Sciences, vol. 1, edited by David Sills. 
New York: Macmillan, 1968. 
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brain waves Electrical currents pulsing through 
brain cells. Although weaker than those in the heart, 
they can be detected by an electroencephalograph 
(EEG), a machine that records changes in electrical 
pressure and frequency on a moving graph. Physi- 
cians use the EEG as well as brain electrical activity 
mapping (BEAM) to study the brain and diagnose 
brain disorders. There are differing patterns of brain 
waves. Alpha waves occur when an individual is in 
a state of relaxed awareness. In a state of alertness, 
the brain gives off beta waves. When one is sleep- 
ing deeply, lying anesthetized during surgery or is 
suffering from severe brain damage, delta waves 
occur. Theta waves are a combination of mixed 
waves. In 1932 Edgar Adrian (1889-1977), a Brit- 
ish electrophysiologist, won a Nobel prize for dem- 
onstration of brain waves. 

Studies of sleep using EEG have shown spe- 
cific abnormalities in the delayed onset of rapid- 
eye-movement (REM) sleep in many depressed 
patients. 

See also BRAIN; BRAIN DAMAGE; BRAIN ELECTRICAL 
ACTIVITY MAPPING; BRAIN IMAGING. 


breath-holding spells See BREATHING. 


breathing Breathing involves respiration and 
ventilation. Respiration puts oxygen into body cells 
and ventilation removes the excess carbon dioxide. 
Poor breathing habits diminish the flow of gases to 
and from the body, making it harder for individu- 
als to cope with stressful situations or situations 
threatening good mental health. 

With increased awareness of how one breathes, 
and by incorporating certain controlled breathing 
techniques into relaxation practice, a person may 
be able to quiet thoughts, calm emotions, deepen 
relaxation and control blood pressure and other 
physical functions. Although breathing seems very 
easy and very normal, relearning breathing tech- 
niques can help many individuals who suffer from 
phobias, anxieties and panic attacks. Some per- 
formers and athletes learn this technique in order 
to combat stage fright or performance anxiety. 

Breathing is controlled by the autonomic, or 
involuntary, nervous system. Breathing patterns 


change during different psychological states. For 
example, in a state of calm and relaxation, breath- 
ing becomes deeper and more rhythmic. Under 
stress, breathing is shallow and irregular. When 
frightened, an individual may even hold his or 
her breath. However, breathing patterns can be 
consciously controlled in order to influence the 
autonomic system toward relaxation, thereby inter- 
rupting the physiological arousal that can lead to 
stress-related disorders and high blood pressure. 


Styles of Breathing 

Most people breathe in one of two patterns: one 
is chest, or thoracic, breathing, and the other is 
abdominal or diaphragmatic breathing. Chest 
breathing, which is usually shallow and often rapid 
and irregular, is associated with anxiety and other 
emotional distress. When air is inhaled, the chest 
expands and the shoulders rise to take in air. Anx- 
ious people may experience breath holding, hyper- 
ventilation (constricted breathing), shortness of 
breath or fear of passing out. When an insufficient 
amount of air reaches the lungs, the blood is not 
properly oxygenated, the heart rate and muscle ten- 
sion increases and the stress response is triggered. 

Abdominal, or diaphragmatic, breathing is the 
natural breathing of sleeping adults. The diaphragm 
contracts and expands as inhaled air is drawn deep 
into the lungs and exhaled. When breathing is even 
and unconstricted, the respiratory system performs 
efficiently in producing energy from oxygen and 
removing waste products. 


What Makes Breathing Inefficient? 


Many people who often feel very anxious also often 
have breathing-related complaints. Some cannot 
seem to catch their breath or get enough air. Oth- 
ers may frequently sigh, yawn or swallow. Some 
breathe too deeply and hyperventilate. Symptoms 
associated with hyperventilation resemble those of 
panic disorder. Researchers have noted the overlap 
between hyperventilation, anxiety and stress symp- 
toms. It has been found that patients will hyper- 
ventilate when asked to think back to unpleasant 
or anxiety producing events. 

Physical conditions associated with breathing 
difficulties, particularly hyperventilation, include 
hypertension, allergies, anemia, angina, arthritis, 
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arrhythmias, asthma, colitis, diabetes, gastritis, head- 
aches, heart disease and irritable bowel syndrome. 
Deep, diaphragmatic breathing is a cornerstone 
for many relaxation therapies. Many therapeutic 
techniques (some known as complementary thera- 
pies) and behavior therapies incorporate control of 
breathing as a basis because the cycle of stress can 
be altered with breath control. Individuals who have 
mastered these techniques find that as soon as they 
are aware of a stressor, they become aware of their 
breathing and try to control their stress using deep, 
slow breaths. By contrast, holding the breath, as 
well as shallow, irregular breathing, can initiate and 
augment many stressful feelings and physiological 
responses. Posture can also affect breathing. Keeping 
the body in alignment allows greater lung capacity. 


Breathing and Yoga 
Yoga is a more than 2,000-year-old method for 
developing and unifying mind, body and spirit. Yoga 
practitioners have long recognized the relationship 
between breathing and health, and they maintain 
that the life force is carried in the breath. Breathing 
exercises to control breathing are incorporated into 
yoga postures (asanas) and practices. Yoga practi- 





REDUCING STRESS WITH DIAPHRAGMATIC 
(ABDOMINAL) BREATHING 





e Lie down comfortably on your back on a padded 
floor or a firm bed with eyes closed, arms at your 
sides and not touching your body, palms up, legs 
straight out and slightly apart and toes pointed 
comfortably outward. 

e Focus attention on your breathing. Breathe through 
your nose. Place your hand on the part of your chest 
that seems to rise and fall the most as you inhale and 
exhale. 

e Rest your hands lightly on your abdomen and slow 
your breathing. Become aware of how your abdomen 
rises with each inhalation and falls with each 
exhalation. 

e If you have difficulty breathing into your abdomen, 
press your hand down on your abdomen as you 
exhale and let your abdomen push your hand back 
up as you inhale. 

e Observe how your chest moves; it should be moving 
in synchronization with your abdomen. 





tioners believe that extending and deepening the 
breathing process draws breath all the way down to 
one’s heels, and that deep and slow breathing can 
increase longevity. 


Breath-Holding Spells 

Childhood breath-holding spells, a common and 
frightening phenomenon that occurs in healthy, 
otherwise normal children, are a source of stress 
for parent and child alike. Treatment of children 
with breath-holding spells has largely focused on 
providing reassurance to families after a diagnosis 
has been made. 

Some children use breath-holding as an act of 
rebellion or a demonstration of autonomy. When 
children know that they can terrify their parents 
with this behavior, the behavior becomes some- 
what reinforced. According to Francis DiMario Jr., 
M.D., Department of Pediatrics, University of Con- 
necticut Health Center, Farmington, “It is neither 
feasible nor helpful for parents to attempt to avoid 
circumstances that may provide emotional upset in 
their child. Even though pain and fear may serve 
as provocatives, simple frustration and the expres- 
sion of autonomy are both normal and expected in 
young children.” 

If parental anxiety leads to continuous attempts 
at appeasement, the child may soon learn to manip- 
ulate the parent with the threat of crying. This does 
not imply a willful attempt at breath-holding, since 
in some cases these spells are reflexive and unpre- 
dictable. There is, nonetheless, the potential for 
parents to reinforce behavioral outbursts if appro- 
priate calm firmness is not displayed at times of cus- 
tomary disciplining. 

Should a breath-holding spell occur, have the 
child lie on his or her back, face upward, to pro- 
tect the child’s head from inadvertent injury and 
aspiration. 

See also AUTONOMY; BEHAVIOR THERAPY; BIOFEED- 
BACK; COMPLEMENTARY AND ALTERNATIVE MEDICINE; 
GUIDED IMAGERY; HEADACHES; HYPERVENTILATION; IRRI- 
TABLE BOWEL SYNDROME; MEDITATION; PANIC ATTACKS 
AND PANIC DISORDER; PERFORMANCE ANXIETY; PHOBIA; 
RESOURCES; STAGE FRIGHT; YOGA. 


Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
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brief psychotherapy A form of therapy, often effec- 
tive in “crisis management” situations, limited to 10 
to 15 sessions. Active and goal directive techniques 
and procedures are used by the therapist. Brief psy- 
chotherapy is useful for some individuals and in some 
group settings to treat a variety of mild disorders. 
Recent studies have found brief therapy effective in 
certain forms of depression and anxiety disorders. 

See also ANXIETY DISORDERS; BEHAVIOR THERAPY; 
PSYCHOTHERAPIES; SEX THERAPY. 


Briquet’s syndrome An obsolete term given to 
conditions characterized by multiple physical com- 
plaints of symptoms with no demonstrable physical 
evidence. Individuals tend to lead a seminvalid life 
and seek constant medical attention. The condition 
now is referred to as somatization or somatiform 
disorders. The syndrome was named by Paul Bri- 
quet in the mid 1850s. 
See also SOMATIZATION. 


bruxism Grinding or clenching of the teeth. This 
habit usually occurs during sleep, but some indi- 
viduals unconsciously do it during the day. In some 
cases it is caused by unresolved stress; in other 
cases, it may be related to the occlusion of the teeth 
when they are brought together. 

Some individuals who seek treatment for brux- 
ism are given low doses of anxiolytic drugs to help 
them relax, particularly before bedtime. Ongoing 
bruxism may result in wearing away and loosen- 
ing of the teeth and jaw stiffness. When causative 
problems cannot be easily resolved, dentists devise 
bite plates (similar to those worn by athletes during 
high-contact sports) to be worn at night. 

See also STRESS. 


bulimarexia See EATING DISORDERS. 


bulimia (bulimia nervosa) An eating disor- 
der characterized by excessive overeating; people 
who have bulimia will eat an excessive amount of 
food in a single episode and almost immediately 
after will make themselves vomit or use laxatives 
or diuretic pills to get rid of the food in their bod- 
ies. This behavior is sometimes referred to as the 
“binge/purge” cycle. People who have bulimia, like 
those who have anorexia, have an intense fear of 
gaining weight or being fat. 
See also BODY IMAGE; EATING DISORDERS. 


bullies People who take on a type of intimidating, 
aggressive behavior that may take place at any time 
of life but is of great concern among children and 
teenagers. Research has shown that of a group of 
20 school children, one is a bully and one a victim. 
Male bullies are more likely to use physical size and 
power to intimidate; female bullies are more likely 
to use verbal harassment. 

Bullies have been thought to be compensating for 
anxieties or failure, but in fact they have been found 
to be self-confident people who look down on their 
victims and see violence as a positive way to solve 
problems. Some bullies tend to have parents who 
show them little warmth, give them a great deal of 
freedom but also punish them harshly. 

Bullies tend to be drawn to children who are 
smaller, physically weaker and less secure than the 
average child. Children who are being bullied may 
show it by a changed attitude toward going to school, 
school phobia, lowered performance in school, 
behavior on weekends that differs from school days, 
taking detours coming home from school to avoid 
the bully and odd requests for money that is actu- 
ally used to satisfy the bully’s demands. 

Parents may find it difficult to handle a situation 
that involves their child and a bully, in part because 
children are frequently ashamed of being bullied. 
Parents must also tread a fine line between avoid- 
ing violence or revenge and teaching their children 
to stick up for themselves. Parents must also try 
to determine whether their own intervention will 
improve or exacerbate the situation. 

See also SCHOOL PHOBIA. 
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bupropion hydrochloride An antidepressant 
(trade name: Wellbutrin) that is chemically unre- 
lated to tricyclic or other known antidepressant 
agents and is not a monoamine oxidase (MAO) 
inhibitor. Compared with tricyclic antidepressants, 
it is a weaker block of the neuronal uptake of sero- 
tonin and norepinephrine and, to some extent, also 
inhibits the neuronal reuptake of dopamine. 

This drug is contraindicated in individuals who 
have a seizure disorder, as the incidence of seizures 
with this drug may exceed that of other marketed 
antidepressants by as much as fourfold; but this is 
only an approximation, since no direct compara- 
tive studies have been conducted. It is also contra- 
indicated in individuals who have a current or prior 
diagnosis of bulimia or anorexia nervosa because of 
higher incidence of seizures noted in such persons 
treated by the drug. Additionally, taking bupropion 
hydrochloride and an MAO inhibitor at the same 
time is contraindicated. At least 14 days should 
elapse between discontinuing an MAO inhibitor 
and starting bupropion. Adverse reactions com- 
monly encountered with this drug may include 
difficulty sleeping, dry mouth, headache, constipa- 
tion, nausea, vomiting and tremor. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; MONOAMINE OXIDASE INHIBITORS; TRICYCLIC 
ANTIDEPRESSANT MEDICATIONS. 


burnout The progressive loss of energy, purpose 
and idealism leading to stagnation, frustration 
and apathy. It strikes anyone in any job, from top 
executive to mother with small children to singles 
“with everything going for them.” It has nothing 
to do with intelligence, money or social position. 
Victims are usually high achievers, workaholics, 
idealists, romantics, competent self-sufficients 
and overly conscientious souls. Their common 
denominator is the assumption that the real 
world will be in harmony with their dreams. They 
hold unrealistic expectations of themselves, their 
employers and society and often have a vague 
definition of personal accomplishment. In their 


attempt to gain some distance from the source of 
anguish, they contract their world down to the 
smallest possible dimension and/or take on more 
and more work. 

Physical symptoms of burnout include excessive 
sleeping, eating or drinking, physical exhaustion, 
loss of libido, frequent colds, headaches, backaches, 
neckaches and bowel disorders. The burnout victim 
desires to be alone, is irritable, impatient and with- 
drawn and complains of boredom, difficulty con- 
centrating and burdensome work. Fellow workers 
may notice indecisiveness, indifference, impaired 
performance and high absenteeism. Intellectual 
curiosity declines, identity diffuses and interper- 
sonal relationships deteriorate. “Overloaded,” “tired 
of thinking” and “I don’t know what I’m doing 
anymore” express the inner agony. 

Burnout begins slowly and progresses gradually 
over weeks, months and years to become cumula- 
tive and pervasive. It runs the gamut from initial 
enthusiasm to stagnation to frustration to apathy in 
an ever downward spiral. 

Recovery from burnout is possible through redis- 
covery of self and the formation of new attitudes 
about living. 

The following is a series of guidelines suggested by 
Dorothy Young Riess, M.D., Pasadena, California: 


e Recognize that no one job (or personal relation- 
ship) is a total solution for life. Variety is the spice 
of life. 

e Learn how to put priorities where they belong, 
and stop trying to be “all things to all people.” 

e Set aside personal time (no phone, no TV, no 
eating or reading) and answer the vital ques- 
tions “Where am I going?” “What do I want to 
achieve?” and “How am I going to do it?” 

e Develop competence in simple tasks to enhance 
optimism and lift depression. 

e Learn how to accept reality and assume respon- 
sibility for self. 

e Differentiate between authentic personal goals 
and those foisted on you by someone else. 

e Create an “outside life” of family, friends, interest 
and activities unrelated to work. 


e Strive for variety in work; avoid routine. 
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e Develop a support system that emphasizes prob- 
lem solving, for example, “How can I improve on 
this situation?” 


e Learn how to manage personal time. 


e Establish an exercise program at least three times 
a week. 


e Take minivacations. 


See also CHRONIC FATIGUE SYNDROME; DEPRESSION. 


Burton, Robert (1577-1640) See ANATOMY OF MEL- 


ANCHOLY. 


BuSpar Trade name for buspirone hcl. 
See also BUSPIRONE HYDROCHLORIDE. 


buspirone hydrochloride A drug (trade name: 
BuSpar) approved for use by the Food and Drug 
Administration in 1986, used primarily in treating 
generalized anxiety disorder. Research shows that 
buspirone’s effect on chronic anxiety is equal to that 
of diazepam, although its effects are not apparent 
for one or two weeks. In clinical trials, the drug was 
considered as effective for treating anxiety as ben- 


zodiazepines, and some clinicians considered it an 
advance because it lacked some side effects of other 
tranquilizers. For example, it may cause less drows- 
iness than other tranquilizers and does not produce 
physical dependency in individuals after prolonged 
use. It is considered safer to take in conjunction 
with alcohol because it does not exacerbate effects 
of alcohol as the benzodiazepines do, and it is less 
likely to be overused because it does not give users a 
euphoric high. However, side effects include head- 
ache, lightheadedness, dizziness and nausea. 
See BENZODIAZEPINE DRUGS. 


“butterflies” inthe stomach The feeling of uneas- 
iness in the stomach is often referred to as “but- 
terflies.” Caused by a contraction of the abdominal 
blood vessels, this is a common experience among 
those who must make a speech in public, perform 
before an audience, appear for a job interview or 
participate in any type of activity that causes feel- 
ings of nervousness or apprehension. 
See also NERVOUS. 


butyrophenones_ A class of antipsychotic drugs, 
including haloperidol. 
See also ANTIPSYCHOTIC MEDICATIONS; HALOPERIDOL. 


cacolalia An impulse to use obscene words. 
See also PERVERSION, SEXUAL. 


caffeine A stimulant of the central nervous sys- 
tem primarily consumed in coffee and tea but also 
present in cola drinks, cocoa, certain headache pills, 
diet pills and over-the-counter medications such as 
Nodoz and Vivarin. Regular use of over 600 mg a 
day (approximately eight cups of percolated coffee) 
may cause chronic insomnia, anxiety, depression 
and stomach upset. 

Caffeine is a naturally occurring alkaloid found 
in many plants throughout the world. It was first 
isolated from coffee in 1820 and from tea leaves in 
1827. Both “coffee” and “caffeine” are derived from 
the Arabic word gahweh (pronounced “kehveh” in 
Turkish). 

In beverage form, caffeine begins to reach all 
body tissues within five minutes; peak blood levels 
are reached in about 30 minutes. Normally, caffeine 
is rapidly and completely absorbed from the gastro- 
intestinal tract. Little can be recovered unchanged 
in urine, and there is no day-to-day accumulation 
in the body. Caffeine increases the heart rate and 
rhythm, affects the circulatory system and acts as 
a diuretic. It also stimulates gastric acid secretion. 
There may be an elevation in blood pressure, espe- 
cially during stress. Caffeine inhibits glucose metab- 
olism and may thereby raise blood sugar levels. 

Caffeine is a mild behavioral stimulant. It may 
interfere with sleep and may postpone fatigue. It 
appears to interact with stress, improving intellec- 
tual performance in extroverts and impairing it in 
introverts. When taken before bedtime, caffeine 
may delay the onset of sleep for some individuals, 
may shorten sleep time and may reduce the average 
“depth of sleep.” It also may increase the amount of 
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dream sleep (REM) early in the night while reduc- 
ing it overall. 

While caffeine in moderate doses may, for some 
individuals, increase alertness and decrease fatigue, 
regular use of 350 mg or more a day may result in a 
form of physical dependence. (Coffee contains 100 
to 150 milligrams of caffeine per cup; tea contains 
about half, and cola about one-third, that amount.) 
Interruption of such use can result in withdrawal 
symptoms, the most prominent of which is some- 
times severe headache, which can be relieved by 
taking caffeine. Irritability and fatigue are other 
symptoms. Regular use of caffeine produces partial 
tolerance to some or all of its effects. 


Caffeine and Panic Attacks 


Individuals who have panic attacks should avoid 
caffeine, as it has been known to produce panic 
attacks in susceptible individuals. About half of 
panic disorder sufferers have panic experiences after 
consuming caffeine found in four to five cups of cof- 
fee. Research may determine whether caffeine has a 
direct or causative effect on panic or simply alters the 
body state, which triggers a panic cycle as perceived 
by the individual. Caffeine may produce its effects 
by blocking the action of a brain chemical known an 
adenosine, a naturally occurring sedative. 


Caffeine Intoxication (caffeinism) 

Caffeine intoxication is an organic disorder caused by 
recent consumption of over 250 mg of caffeine and 
involving at least five of the following symptoms: 
restlessness, increased anxiety, nervousness, excite- 
ment, insomnia, frequent and increased urination, 
gastrointestinal complaints, rambling thought and 
speech, cardiac arrhythmia, periods of inexhaust- 
ibility, psychomotor agitation and increases in pho- 
bic reactions in phobic individuals. 

See also PANIC ATTACKS AND PANIC DISORDER; SLEEP. 
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cannabis A plant (Cannabis sativa) commonly 
known by many names, including marijuana, 
maconha and hashish. Cannabis has been known 
to humans since 2500 B.c., when it was listed in 
a Chinese book of pharmacology. Cannabis has 
been used in times past for treatment of headaches, 
arthritis, malaria, stomach ailments and constipa- 
tion. Its euphoria-producing properties are well 
known throughout the world. It is abused because 
of its effects, and its possession is illegal in the 
United States and many other countries. It is widely 
believed that cannabis abuse leads to other, more 
dangerous forms of substance abuse. 
See also MARIJUANA; SUBSTANCE ABUSE. 


carbamazepine An anticonvulsant (trade name: 
Tegretol) used to treat depression, though not 
approved as of the early 1990s by the U.S. Food 
and Drug Administration for this use. Some manic- 
depressives who cannot tolerate lithium do well on 
carbamazepine. Some individuals who have many 
cycles (up to four) during a year appear to do less 
well on lithium and better on carbamazepine. Val- 
proate is another anticonvulsive, marketed under 
the trade name of Depakote. 

See also ANTIDEPRESSANT MEDICATIONS; LITHIUM 
CARBONATE; MANIC-DEPRESSIVE DISORDER. 
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carbon dioxide sensitivity An abnormal sensi- 
tivity to inhaling small amounts of carbon diox- 
ide, which causes symptoms of hyperventilation, 
trembling, facial flushing, blurring of vision and 
dizziness. Individuals prone to panic attacks have 


occurrences of their disorder upon inhaling carbon 
dioxide because of increased activity in the locus 
coeruleus (a small area of the brain rich in neu- 
rotransmitters). Such panic attacks occur in nearly 
all predisposed individuals but rarely in non-panic 
attack individuals. 

See also ANXIETY DISORDERS; LACTATE-INDUCED 
ANXIETY; NEUROTRANSMITTERS; PANIC ATTACKS AND 
PANIC DISORDER. 


caregivers Individuals who are health care pro- 
fessionals, social workers, friends or family mem- 
bers of a child, elderly, ill or disabled person who 
cannot completely care for himself. 

Within families, the responsibility of the care- 
giver has usually fallen heavily on women. This 
tendency has not changed even though other insti- 
tutional options are available; 75 percent of care 
of the elderly is still provided by a family member. 
Now other social forces are making the responsibil- 
ity particularly difficult. Social mobility and shrink- 
ing family size may make some women the sole 
relative responsible for care of both their own and 
their husbands’ aging parents. At the same time, 
women are moving into highly responsible profes- 
sional positions at about the time in life that their 
parents need care. The Older Women’s League in 
Washington, D.C. has determined that at least a 
third of all women over age 18 can expect to be 
continuously in the caregiver role from the birth 
of their first child to the death of their parents. 
According to the American Association of Retired 
Persons, some women are pressured to turn down 
promotions, avoid traveling and even take early 
retirement to care for aging parents. 

The caregiver role can be extremely draining of 
both physical and mental energy. Caregivers may 
feel powerless and depressed in the face of the suf- 
fering of a loved one and may somehow feel that 
they should be able to give their own youth and 
health. Professional caregivers must be on guard 
against both the tendency to build a wall around 
themselves or allowing the constant pain and suf- 
fering they see to dwarf their own needs. 

As caregivers have a considerable amount of 
power and work in a close, personal relation- 
ship with their charges, frequently with little or 
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no supervision, the position is vulnerable to abu- 
sive behavior. Recently more attention has been 
focused on this problem by government and the 
media. Children are more frequently victims of 
sexual abuse by their caregivers. The elderly are 
more often subjected to neglect or emotional and 
financial abuse. 

See also AGING; ALZHEIMER’S DISEASE; ELDERLY 
PARENTS. 
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case manager, case management An individual 
who organizes and coordinates services and sup- 
ports for a person with mental health problems 
and their families. The case manager is sometimes 
referred to as a service coordinator, advocate or 
facilitator. Case management is the service that 
helps people arrange for appropriate services and 
supports. The case manager coordinates mental 
health, social work, educational, health, transpor- 
tation, advocacy, respite care and recreational ser- 
vices as needed. The case manager ensures that the 
changing needs of a child or adult client are met. 


castration Removal of the ovaries or the male tes- 
tes by surgery, or inactivation of these glands by 
radiation, drugs or infections. In males and females, 
castration changes the hormonal balance of the indi- 
vidual, with the possible result of reducing libido. 
However, with appropriate counseling, behavioral 
changes need not result from castration. 

Women whose ovaries are removed (oophorec- 
tomy) are put into a state of premature menopause 
and may experience menopausal symptoms, such 
as hot flashes. Estrogen replacement therapy is 
helpful for many women. 

Removal of the male sex glands has been practiced 
historically in many cultures and was probably first 
performed in ancient Egypt and other Near Eastern 
cultures. Hundred of young boys were castrated in 


one religious ceremony and their genitals offered 
sacrificially to the gods. Castrated males were used 
as eunuchs to guard women in harems. If the oper- 
ation was performed after puberty, the penis would 
be of adult size and capable of erection, because the 
adrenal glands continue to produce androgen even 
after the testes have been removed. 

The term “castrating” is also used to refer to a 
psychological threat to the masculinity or feminin- 
ity of an individual. The term “castrating woman” 
usually refers to a wife or mother who emasculates 
a man or men in the psychological sense through 
domination and derogatory remarks and behavior. 

The term “castration complex” is used by psy- 
choanalysts to refer to the unconscious feelings 
and fantasies associated with loss of the sex organs; 
in males, this relates to loss of the penis, while in 
females, the belief that the penis has already been 
removed. In boys, fear of losing the penis is asso- 
ciated with punishment for sexual interest in the 
mother (the Oedipus complex). It is also associated 
with threats of castration as punishment for mas- 
turbation and the discovery that girls do not have 
a penis. In girls, the castration complex takes the 
form of a fantasy that the penis has already been 
removed as a punishment, for which they blame 
their mother (Electra complex). 

See also ELECTRA COMPLEX; MENOPAUSE; OEDIPUS 
COMPLEX. 
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mentals of Human Sexuality. New York: Holt, Rinehart 

and Winston, 1972. 


castration complex See CASTRATION. 


Catapres See CLONIDINE. 


catastrophize The habit of imagining that the 
worst case scenario will happen. People who fre- 
quently catastrophize have little self-confidence, low 
self-esteem, difficulties making positive and desir- 
able life changes, and many have social phobias. 
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An example of catastrophizing is saying to one- 
self, “If I go to the party no one will know me and I 
won't have a good time,” or “If I take this new job I'll 
fail because I don’t have the right computer skills.” 

Catastrophizing causes anxieties and is a threat 
to good mental health because the habit keeps peo- 
ple in situations they might really prefer to change, 
such as improving their social life, changing jobs, 
or moving to a new city. With positive self-talk 
and learned techniques to improve self-esteem, the 
habit of catastrophizing can be overcome. In severe 
cases, various psychotherapies may be helpful, par- 
ticularly cognitive behavioral therapies. 

See also BEHAVIOR THERAPY; COGNITIVE THERAPY; 
PSYCHOTHERAPIES; SELF-ESTEEM; SOCIAL PHOBIA. 
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catatonia A physical state marked by an apparent 
lack of responsiveness to the point of near stupor 
and either muscular rigidity or the “waxy flexibility” 
of the muscles in which, if placed in one position, the 
individual will stay that way until moved to another. 
Catatonia is a clinical syndrome seen in association 
with affective disorders, organic mental syndromes, 
schizophrenia and some neurological diseases. Since 
the availability of modern antipsychotic medica- 
tions, catatonia has been diagnosed less frequently, 
owing to the masking of symptoms or the aborting 
of a catatonic state by the medications. 

The term was first used by Karl Kahlbaum in 
1887 to name a state of lowered tension. The term 
was later absorbed by Emil Kraepelin into his sub- 
types of dementia praecox and later still became 
the 20th-century diagnostic category of catatonic 
schizophrenia. 

In catatonic stupor, the individual may be immo- 
bile, mute and unresponsive and yet fully conscious. 
In catatonic excitement, the individual may exhibit 
uncontrolled and aimless motor activity. Such 
patients may assume bizarre or uncomfortable pos- 
tures, such as squatting, and maintain them for long 
periods. With prolonged catatonic excitement and 


resultant restraint, hyperthermia that may cause 
death or residual nervous system damage may 
result. This condition is called lethal catatonia. 

Catatonic schizophrenia is a subtype of schizo- 
phrenia dominated by stupor or mutism, negativ- 
ism, rigidity, purposeless excitement and bizarre 
posturing. This subtype of schizophrenia is reported 
to be less common than in the past, possibly because 
of modern medications. 

See also SCHIZOPHRENIA. 


catharsis Therapeutic release of anxiety by talk- 
ing about disturbing feelings and impulses. It also 
means bringing to the surface and reliving events 
and experiences stored in the unconscious mind 
that produced the anxiety symptoms. Catharsis 
occurs during psychotherapy and group therapy. 


cathexis An investment of mental energy in an 
object of any kind, such as a person, a goal or a social 
group. When one attaches emotional significance 
to them, such objects are said to be cathected. 


CAT scan See BRAIN IMAGING. 


Celexa Trade name for citalopram, a serotonin- 
specific antidepressant medication. 


central nervous system (CNS) Part of the ner- 
vous system consisting of the brain and spinal 
cord; the CNS is primarily involved in the control 
of mental activities and in coordinating incoming 
and outgoing messages. All sensory impulses are 
transmitted from the CNS, and all motor impulses 
originate there. The CNS coordinates activities of 
the entire nervous system; the CNS is affected by 
many psychotropic drugs, anxiolytic drugs and 
antidepressant drugs. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION. 


cerebellum See BRAIN. 
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cerebral cortex See BRAIN. 


cerebral palsy The word “cerebral” refers to 
the brain; palsy refers to a lack of muscle con- 
trol. Cerebral palsy involves muscular coordina- 
tion problems related to the brain. Almost all 
cerebral palsy cases begin before or during birth. 
Brain cells may be damaged in various ways. For 
example, there may be insufficient oxygen reach- 
ing the brain during labor if pressure squeezes off 
the umbilical cord’s blood supply. There may be 
brain damage to a child born of a mother who 
had rubella during her pregnancy (vaccines now 
can reduce this cause to a minimum). There may 
be blood incompatibility between the mother and 
father; this can be detected before conception to 
reduce the number of cases of cerebral palsy from 
this cause. 

There is no cure for cerebral palsy, but corrective 
exercises, braces and surgery help many children 
born with the disease. The condition can be com- 
plicated by parents and friends creating emotional 
problems for the child as well as the family. As with 
any other chronic disease, empathy, understanding 
and moral support from those around the patient 
will be helpful to all. 

Estimates are that about two children of every 
1,000 born in the United States have some type 
of cerebral palsy. Studies have shown that at least 
5,000 infants and toddlers and 1,200-1,500 pre- 
schoolers are diagnosed with cerebral palsy each 
year. In all, approximately 500,000 people in the 
United States have some degree of the disorder. 

United Cerebral Palsy (UCP) is a national organi- 
zation with a nationwide network of affiliates who 
strive to assure the inclusion of persons with dis- 
abilities in every facet of society, from the work- 
place to the classrooms and the community. As one 
of the largest health charities in the United States, 
the mission of UCP is to advance the independence 
productivity and full citizenship of people who have 
disabilities. UCP affiliates serve more than 30,000 
children and adults with disabilities and their fami- 
lies on a daily basis. Affiliates provide services such 
as housing, therapy, assertive technology training, 
early intervention programs, individual and family 
support, social and recreational programs, commu- 


nity living, state and local referrals, employment 
assistance and advocacy. 

See also CHRONIC ILLNESS; DEVELOPMENTAL DISOR- 
DERS; DOWN SYNDROME; EPILEPSY. 


cerebrospinal fluid (CSF) The fluid within the 
central canal of the spinal cord, four ventricles of 
the brain and the subarachnoid space of the brain. 
The CSF protects vital tissues from damage by shock 
pressure. 

See also BRAIN. 


cerebrum See BRAIN. 


certification The process of preparing the legal 
documents necessary for the procedure of commit- 
ment to a mental institute for detention and treat- 
ment. The term is also used to refer to the formal 
signing of a statement of cause of death issued by 
a medical practitioner. Additionally, the term is 
used to indicate that a medical specialty board has 
approved a physician as a specialist (board certifica- 
tion). 


change of life A term referring to menopause. 
See also MENOPAUSE. 


checking A symptom of obsessive-compulsive 
disorder (OCD). Checking is the repetitious act of 
looking to see that one’s door is locked or one’s 
stove has been turned off. As a common sense pre- 
caution, most people do check for these and other 
important matters. However, when the checking 
becomes a ritual and takes up most of one’s time, 
it is a symptom of an obsession. About one-third of 
all sufferers of OCD have checking as a symptom. 
Checking seems to be more common in men than 
women. 
See also OBSESSIVE-COMPULSIVE DISORDER. 


chemical dependencies 
STANCE ABUSE. 


See ADDICTION; SUB- 


92 chemical imbalance 





chemical imbalance See ANTIDEPRESSANT MEDICA- 
TIONS; BRAIN CHEMISTRY. 


chest pains See ANGINA PECTORIS. 


child abuse See FAMILY VIOLENCE. 


childbirth The birth of a child, usually by passage 
through the birth canal. Many women view child- 
bearing as a transition to adult female sexuality. 
In many cultures, the figure obtained during preg- 
nancy—wider hips, extra body fat, more rounded 
contours—is equated with the sexuality of fertil- 
ity. Other cultures try to separate childbirth from 
female sexuality and may equate a feminine ideal 
with slimness and a less rounded image. For most 
women, childbearing is viewed as an important 
sexual rite of passage, owing both to the pride of 
bearing a child and to the often sexually satisfying 
process of nursing and snuggling an infant. Some 
male partners find the process of pregnancy and 
childbirth appealing sexually, and a close bonding 
of partners occurs; other men have great difficulty 
in relating to a woman as a mother and a sexual 
object at the same time. 


Natural and Prepared Childbirth 


In the latter half of the 20th century, many women 
became concerned about using pharmacologic 
methods to relieve pain and render them literally 
unconscious during the birthing procedure. Indeed, 
many older mothers believe that they “missed out” 
on the entire process of giving birth to their chil- 
dren because of pharmacologic interventions. The 
term “natural childbirth” generally refers to child- 
birth without drugs or medical intervention. The 
term is specifically used to refer to a movement 
toward unmedicated deliveries started by Fernand 
Lamaze (1891-1957), a French obstetrician. 
Interest in natural childbirth began develop- 
ing during the 1940s and 1950s when the use of 
drugs for pain relief and medical procedures such 
as routine episiotomies, shaves, enemas and sterile 
technique during hospital deliveries removed the 
woman and her family from a sense of participation 


in the childbirth process. While the specific methods 
for childbirth put forward by LaMaze, Dick-Reed 
and Leboyer vary, they all incorporate nonmedi- 
cal relaxation techniques as a “natural” method of 
pain control during labor. In addition, they ques- 
tion the need for routine medical procedures and 
advocate a more active participation in labor by 
the woman and lay labor coach, often meaning the 
father of the baby. The movement has expanded to 
include the use of birthing rooms (rooms in which 
labor and delivery take place in a homelike setting) 
and the inclusion of extended family and friends in 
the delivery process. Some women choose to have 
their babies delivered at home to assure being sur- 
rounded by their family members. Some women 
opt for delivery by specially trained nurse-midwives 
rather than physicians. Nurse-midwives, however, 
have the backup of physicians in case of medical 
emergencies. 

The term “prepared childbirth” became popu- 
lar in the early 1990s; it includes prenatal exercise 
classes and a wide variety of breathing and relax- 
ation techniques. 


Special Mental Health Concerns 

Relating to Childbirth 
Some women approach childbirth with many con- 
cerns because of reports from friends and relatives. 
First-time mothers, in particular, are anxious about 
the unknown aspects related to childbirth. Some 
first-time fathers who attend the birthing event 
have anxieties as well. Some men and women 
have a fear of the entire birthing process, which is 
known as maieusophobia. While some fear pain, 
others fear blood, doctors and the uncertainties of 
facing parenthood. Women often become anxious 
about many of the practical details surrounding the 
birthing experience, such as wondering if they will 
recognize the start of labor and getting to the hos- 
pital on time. 

Women whose babies are delivered by cesarean 
section have concerns that the procedure denies 
them what they believe should be a natural experi- 
ence. Women who have cesarean sections wonder 
if they will be able to have subsequent children by 
vaginal delivery. This depends on whether or not 
the reason for the cesarean section was a one-time 
occurrence (such as a breach presentation), if the 
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cesarean scar is strong and if the physician is agree- 
able to a subsequent normal labor, assuming that 
the woman’s pelvis is wide enough for a baby’s 
head. 

See also BONDING; 
DEPRESSION. 


PARENTING; POSTPARTUM 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


children, adolescents and youth Good behav- 
ioral health improves a child’s sense of well-being 
and leads to healthy social relationships at home 
and with peers and to high achievement in school. 
Improving a child’s mental health as early as possi- 
ble is important to help the child grow into a healthy 
and productive adult. Children with behavioral and 
emotional difficulties may have problems focusing 
on tasks or controlling behaviors. If these difficul- 
ties persist throughout a child’s development, they 
may lead to lifelong disabilities. To obtain mental 
health services for children, it is important for par- 
ents to alert doctors and school authorities about 
their child’s behavioral difficulties and seek help as 
early as possible. 

During childhood and adolescence there are dra- 
matic changes in physical, cognitive and social skills 
and abilities. Mental health in childhood and ado- 
lescence means that the young person has achieved 
the expected development of cognitive, social and 
emotional milestones. The young person also has 
established secure attachments, satisfying social 
relationships and effective coping skills. Mentally 
healthy children and adolescents enjoy a positive 
quality of life and function well at home, in school 
and in their communities. 

In 2003, according to the Centers for Disease 
Control and Prevention, National Center for Health 
Statistics National Interview Survey, five percent of 
children ages four to 17 were reported by a parent 
to have severe difficulties with emotions, concen- 
tration, behavior or ability to get along with other 
people. The percentage of children with definite or 
severe emotional or behavioral difficulties differed 
by age and gender. The overall percentage for males 
was 6 percent with a low of 5 percent among ages 
four to seven to a high of 7 percent among ages 


eight to 10. The average percentage for females 
was 3 percent; it ranged from a low of 2 percent in 
the four-to-seven age group to a high of 5 percent 
among ages 15-17. 

In this CDC survey, 65 percent of parents who 
reported their child had definite or severe emo- 
tional or behavioral difficulties also reported that 
they had contacted a mental or other health profes- 
sional and that the child received special education 
for these difficulties. 

Economic status seems to affect the mental 
health of children. Eight percent of children living 
below the poverty level had definite or severe diffi- 
culties compared with 5 percent of children in non- 
poor families (family income 200 percent or more 
of the poverty level). 

According to Americas’ Children: Key National Indi- 
cators of Well-Being, 2005, there is an improved trend 
in some behaviors and social environment factors 
for young people. For example, between 2003 and 
2004 illicit drug use (in the past 30 days) signifi- 
cantly declined from 10 percent to 8 percent among 
eighth graders. 

However, serious violent crime involving juve- 
nile victims and offenders went up between 2002 
and 2003. In 2003 18 per 1,000 juveniles were 
victims of serious violent crimes including homi- 
cide, rape, aggravated assault and robbery, and 15 
per 1,000 juveniles committed crimes. These rates 
increased from those in 2002 when 10 per 1,000 
youth who were victims of serious crimes and 11 
per 1,000 juveniles identified as offenders. How- 
ever, rates still generally declined from peaks in 
1993 of 44 victims per 1,000 youth and 52 offend- 
ing youths per 1,000 juveniles. 

In 2004 68 percent of children ages 0-17 lived 
with two married parents, down from 77 percent 
in 1980. After decreasing from 1980 to 1994, the 
percentage has remained at about 68-69 percent 
from 1994 to 2004. 

In 1999-2002, less than 2 percent of children 
ages one to five had blood lead levels greater than 10 
micrograms per deciliter (up/dl). The median con- 
centration of lead in the blood of children ages one 
to five dropped from 14 ug/dL in 1976-80 to about 
two ug/dL in 2001-02, a decline of 89 percent. 

Lead is a confirmed neurotoxicant. Blood levels 
of lead are significant because findings from studies 
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Percentage of Children Ages 4 to 17 Reported by a Parent to Have Definite 
or Severe Emotional or Behavioral Difficulties, by Age and Gender, 2003 
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Note: Children with definite or severe emotional or behavioral difficulties are defined as those whose parent 
responded “yes, definite” or “yes, severe” to the following question on the Strengths and Difficulties Questionnaire 
(SDQ): “Overall, do you think that (child) has any difficulties in one or more of the following areas: emotions, 
concentration, behavior, or being able to get along with other people?” Response choices were (1) no; 

(2) yes, minor difficulties; (3) yes, definite difficulties; (4) yes, severe difficulties. 


Source: Centers for Disease Control and Prevention, National Center for Health Statistics, 


National Health Interview Survey. 
© Infobase Publishing 


indicate that exposure to lead early in life may lead 
to reduced cognitive abilities in later life. Scores on 
arithmetic, reading, nonverbal reasoning and short 
term memory have been observed in children with 
elevated levels of lead in their blood. 


Economic Costs of Mental Illness for 
Children and Adolescents 
Preventive interventions in children and adolescents 
have the potential to reduce economic burdens of 





mental illness by reducing needs for mental health 
and other related services and by increasing the 
potential benefits of positive developmental out- 
comes, such as educational attainment and eco- 
nomic productivity, representing an ultimate net 
savings to society. 

At a meeting in 2004 NIMH brought together 
preventive interventionists, methodologists and 
economists to discuss the economics of mental ill- 
ness in children and adolescents and the cost effec- 
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tiveness of preventive interventions. A 1998 study 
indicated that direct costs for the treatment of child 
emotional and behavioral problems were approxi- 
mately $11.75 billion or $173 per child. The study 
included the cost of services provided by health 
and mental health professionals to treat mental ill- 
ness. One of the many reasons that national health 
expenditures for child and adolescent mental disor- 
ders are difficult to estimate is that mental health 
services are delivered and paid for not only in the 
health and mental health sectors but also in edu- 
cation, child welfare and juvenile justice sectors, 
and no comprehensive national data exists in these 
areas. There are also indirect costs, such as loss 
of future wages as a consequence of educational 
underachievement. 


Consortium on Child and Adolescent Research 


The C-CAR was established in 1990 by the National 
Institute of Mental Health (NIMH), the federal gov- 
ernment’s primary source of support for research 
on the brain and mental disorders, including devel- 
opmental, emotional and cognitive disorders. 

The Consortium on Child and Adolescent 
Research (C-CAR) facilitates research on mental 
health and mental illness among young people 
who have emotional, developmental and brain 
disorders. Areas of research range from normal 
and abnormal development to the full spectrum of 
mental disorders afflicting children and adolescents, 
including attention-deficit/hyperactivity disorder, 
depression, schizophrenia, autism and anxiety dis- 
orders. The consortium also encourages exchange 
of knowledge and clinical application of the find- 
ings and provides leadership in research policies. 


Identifying Common Mental Health Concerns 


Parents and others can help children develop their 
full potential by identifying, diagnosing and treating 
mental health disorders early. There are effective 
treatments such as forms of psychotherapy, behav- 
ioral therapy and medications. Children who show 
persistent symptoms of an anxiety disorder should 
be referred to and evaluated by a mental health 
professional who specializes in treating children. 
However, because of the process of development, 
some disorders in young people may wax and wane 
as development occurs. Other youths, regardless of 


healthy influences around them, may develop full- 
blown forms of disorders that are severe and devas- 
tating on the youth and his or her family. 

According to the U.S. Surgeon General, one in 
five children and adolescents experiences the signs 
and symptoms of a disorder (according to a clas- 
sification in the Diagnostic and Statistical Manual of 
Mental Disorders, 4th, ed.) in the course of a year, 
but only about 5 percent of all children experience 
what professionals term extreme functional impair- 
ment. The Department of Health and Human Ser- 
vices estimates that of the number of children who 
have mental disorders ranges from 7.7 million to 
12.8 million. 

Mental health problems appear in families of 
all social classes and of all backgrounds. However, 
some children are at greater risk because of factors 
such as physical problems, retardation, family his- 
tory of mental and addictive disorders, multigen- 
erational poverty and caregiver separation or abuse 
and neglect. 


Anxiety Disorders 


Anxiety disorders are the most common type of 
mental health concern in children, affecting as 
many as 10 percent of young people. Studies sug- 
gest that children or adolescents are more likely to 
have an anxiety disorder if their parents have anxi- 
ety disorders. 

It is considered normal for all children to experi- 
ence some anxiety, such as when left alone at pre- 
school for the first time or being in the dark in his 
or her own room. This kind of anxiety becomes a 
concern when it interferes with a child’s normal 
activities, such as attending school, making friends 
or sleeping. 

Generalized anxiety disorder (GAD) causes chil- 
dren to have recurring fears and worries that they 
find difficult to control. They worry about nearly 
everything, from school to natural disasters. They 
may be irritable, tense and easily tired and may 
have trouble concentrating or sleeping. According 
to the National Mental Association, children who 
have GAD are usually eager to please others and 
may be perfectionists. 

Separation anxiety can affect a child’s ability to 
function socially and in school. The major symptom 
is intense anxiety about being away from home or 
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caregivers. When with parents, the child may cling, 
refuse to go to school or be afraid to sleep alone. 
He or she may have nightmares about separation 
and physical symptoms such as stomachaches and 
headaches. 

Social phobia usually does not affect young chil- 
dren but begins in the mid-teens. Typically, young 
people with this disorder have a constant fear of 
social or performance situations such as speaking in 
class or eating in public. Along with fear, there may 
be physical symptoms such as heart palpitations, 
shortness of breath, blushing or sweating. Young 
people with social phobia typically try to avoid the 
feared situation, such as attending parties or school. 
Sensitivity to criticism, difficulty being assertive 
and feelings of low self-esteem are characteristics of 
young people who have social phobias. 

Obsessive-compulsive disorder (OCD) usually 
begins in early childhood or adolescence. Chil- 
dren with OCD have frequent and uncontrollable 
thoughts or obsessions and may perform routines 
or rituals compulsively in an attempt to eliminate 
the thoughts. Those who have the disorder often 
repeat behaviors to avoid some imagined conse- 
quence. Common compulsions are counting and 
washing hands repeatedly. If the young person has 
OCD, these obsessions and compulsions take up a 
great deal of time and interfere with daily living. At 
the same time, they cause anxiety for the sufferer. 

Post-traumatic stress disorder is experienced by 
children who have been involved in a physical or 
emotional trauma such as witnessing a disaster, sur- 
viving physical or sexual abuse or being involved in 
an accident. Events that may not be traumatizing 
for an adult may be traumatic for a child. The child 
may “reexperience” the trauma through night- 
mares, constant thoughts about the event or reen- 
actment of the event while playing. Symptoms may 
be general anxiety, irritability and trouble eating or 
sleeping. 


Other Mental Health Concerns 


Eating disorders affect many young people. Anorexia 
affects one in every 200 adolescent girls and a much 
smaller number of boys. Approximately 1 percent 
of adolescent girls develop anorexia nervosa. One 
in 10 cases leads to death from starvation, cardiac 
arrest, or suicide, according to the National Institute 


of Mental Health. Reported cases of bulimia nervosa 
vary from one to three of 100 young people. 

Attention-deficit/hyperactivity disorder (ADHD) 
is the most common mental health condition affect- 
ing children; estimates of prevalence in childhood 
range from 5 to 10 percent. However, as many as 
50 percent of children with ADHD are never diag- 
nosed. Thirty to 40 percent of children diagnosed 
with ADHD have relatives with the same type of 
condition. 

Depression in children may take several forms. 
Almost one-third of six- to 12-year-old children 
diagnosed with major depression will develop bipo- 
lar disorder within a few years, according to the 
Journal of the American Academy of Child and Adoles- 
cent Psychiatry. Studies show that at any given time, 
as many as one in every 33 children may have clin- 
ical depression. Among adolescents, the rate may 
be as high as one in eight. More than 20 percent 
of adolescents in the general population have emo- 
tional problems, and one-third of adolescents who 
visit psychiatric clinics suffer from depression. 

The juvenile justice system estimates that 
between 118,700 and 186,000 youths who are 
involved in the juvenile justice system have at least 
one mental disorder. One study indicated that 73 
percent of juveniles in justice facilities reported 
having mental health problems and 57 percent 
reported having prior mental health treatment 
or hospitalization. According to the Department 
of Justice, of the 100,000 youngsters in juvenile 
detention, estimates indicate that 60 percent have 
behavioral, mental or emotional problems. 

Suicide is an increasing concern. According to the 
U.S. Department of Health and Human Services, 
Americans under the age of 25 accounted for 35 
percent of the population and 15 percent of all sui- 
cide deaths in 1996. The rate among children ages 
10-14 was 1.6/100,000; the rate for children ages 
15-19 was 9.7 per 100,000; and the rate for young 
people ages 20-24 was 14.5/100,000. 

The suicide rate in young people has increased 
dramatically. From 1952 to 1996, the incidence of 
suicide among adolescent and young adults nearly 
tripled, although there has been a general decline 
in youth suicides since 1994. 

Schizophrenia is rare in children under age 12 
but occurs in about three of every 1,000 adoles- 
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cents. However, serious emotional disturbances 
affect one in every 10 young people at any given 
time. Conduct disorder affects as many as one in 10 
children and adolescents. 

See also ANXIETY DISORDERS; BEHAVIOR THERAPY; 
CONDUCT DISORDER; DEPRESSION; EATING DISORDERS; 
SCHIZOPHRENIA; SUICIDE. 


Lampher, B. P., K. Dietrich, P. Auinger, and C. Cox. “Cog- 
nitive deficits associated with blood lead concentra- 
tions more than 10 microg/dL in U.S. children and 
adolescents.” Public Health Reports, 115, 6. (Novem- 
ber—December 2000): 521-529. Available online. URL: 
http://www.pubmedcentral.nih.gov/articlerender. 
fcgi?artic=1308622. 


chiropractic medicine Chiropractic medicine 
deals with the relationship between the skeleton 
and the nervous system and the role of this rela- 
tionship in restoring and maintaining health. Many 
people visit chiropractors to relieve stress that inter- 
feres with their mental health and causes physical 
discomforts. 

According to chiropractic philosophy, the body 
is a self-healing organism and all bodily function is 
controlled by the nervous system. Abnormal bodily 
function may be caused by interference with nerve 
transmission and expression. This interference can 
be caused by pressure, strain or tension on the spi- 
nal cord, spinal nerves or peripheral nerves as a 
result of a displacement of the spinal segments or 
other skeletal structures. 

The art of the chiropractic practitioner involves 
detecting and correcting problems of the verte- 
bral subluxation complex. Subluxation refers to a 
slight dislocation or biomechanical malfunction- 
ing of the vertebrae (bones of the spine). Accord- 
ing to the International Chiropractors Association, 
subluxation can irritate nerve roots and blood ves- 
sels which branch off from the spinal cord between 
each vertebrae. The irritation causes pain and dys- 
function in muscle, lymphatic and organ tissue, as 
well as imbalance in normal body processes. 

Causes of subluxation include stress, falls, inju- 
ries, trauma, inherited spinal weaknesses, improper 
sleeping habits, poor posture, poor lifting habits, 
obesity, lack of rest and little or no exercise. 


Chiropractors restore misaligned vertebrae to 
their proper position in the spinal cord through pro- 
cedures known as “spinal adjustments,” or manipu- 
lations. The adjustment itself does not directly heal 
the body. Rather, it is the resulting alignment of 
misaligned spinal vertebrae that restores balance so 
that the body can function more optimally. 

Although chiropractic medicine is often chosen 
as therapy for headache, temporomandibular joint 
syndrome (TMJ), whiplash and bursitis, it may not 
be the treatment of choice for all medical problems 
or conditions. 

In 2002, according to the Bureau of Labor Statis- 
tics, U.S. Department of Labor, chiropractors held 
about 49,000 jobs. Most chiropractors are in solo 
practice, although many work in group practices 
or work for other chiropractors. A small number 
teach, conduct research at chiropractic institutions 
or work in hospitals and clinics. 


Choosing a Chiropractor 


Before choosing a chiropractor, ask him or her to 
fully explain the benefits, risks and costs of all diag- 
nostic and treatment options. Interview more than 
one doctor of chiropractic medicine before making 
a decision on the practitioner. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; RESOURCES; TEMPOROMANDIBULAR JOINT SYN- 
DROME. 


McGill, Leonard. The Chiropractor’s Health Book: Simple, 
Natural Exercises for Relieving Headaches, Tension and Back 
Pain. New York: Crown Trade Paperbacks, 1997. 

Rondberg, Terry A. Chiropractic First: The Fastest Growing 
Healthcare First ... Before Drugs or Surgery. Chandler, 
Ariz.: The Chiropractic Journal, 1996. 


chlamydia A sexually transmitted disease (STD) 
reportable to the U.S. Centers for Disease Control and 
Prevention (CDC). According to the CDC, chlamydia 
is the most commonly reported infectious disease in 
the United States. It has mental health implications 
because of the stress brought about by telling one’s 
partner about the presence of the disease and reveal- 
ing information about past sexual encounters. 
Chlamydia is a bacterial infection that is usually 
asymptomatic and often undiagnosed. If untreated, 
it can cause severe health consequences for women, 
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including pelvic inflammatory disease (PID), ecto- 
pic pregnancy and infertility. Up to 40 percent of 
females who have untreated chlamydia infections 
develop PID, and 20 percent of those may become 
infertile. Additionally, women infected with chla- 
mydia are up to five times more likely to become 
infected with HIV, if exposed. 

Among men, complications from chlamydia are 
relatively uncommon but may include epididymitis 
and urethritis, which can cause pain, fever and, in 
rare cases, sterility. 

In 2004 more than 900,000 chlamydia diagnoses 
were reported, up from 877,478 in 2003. However, 
most chlamydia cases are undiagnosed and not 
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reported. Estimates are that there are approximately 
2.8 million new cases of chlamydia in the United 
States each year. The national rate of reported 
chlamydia in 2004 was 319.6 cases per 100,000 pop- 
ulation, an increase of 5.9 percent from 2003. The 
increases in reported cases and rate may reflect 
the continued expansion of screening efforts and the 
increased use of more sensitive diagnostic tests, 
rather than an actual increase in new infections. 
Studies have indicated that chlamydia is more 
common among young women than young men. 
The case rate for females in 2004 was 3.3 times 
higher than for males. However, much of this dif- 
ference reflects the fact that women are more likely 
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to be screened than men. Females ages 15 to 19 had 
the highest chlamydia rate (2,761.5), followed by 
females ages 20 to 24 (2,630.7). African-American 
women are disproportionately affected by chla- 
mydia. In 2004 the rate of reported chlamydia 
among black females (1,722.3) was more than 7.5 
times that of white females (226.6). 

The CDC recommends annual chlamydia screen- 
ing for sexually active women under age 26, as well 
as older women with risk factors such as new or 
multiple sex partners. However, many sexually 
active young women are not being tested for chla- 
mydia, in part because of a lack of awareness and 
limited resources for screening. Coupling chlamydia 
tests and routine Pap testing can sharply increase 
the number of sexually active young women who 
are screened. Increasing screening efforts is critical 
to preventing the serious health consequences of 
this infection, particularly infertility, says the CDC. 

Improved testing and treatment among men 
could help reduce transmission to women. The 
availability of urine tests for chlamydia may con- 
tribute to increased detection of the disease in men 
and, consequently, the rising rate of reported chla- 
mydia in men in recent years. 

See also CONDOM; “SAFE SEX”; SEXUALLY TRANS- 
MITTED DISEASES. 


chlordiazepoxide An antianxiety drug (trade 
name: Librium); one of a group of drugs known as 
benzodiazepines. It is effective in the management 
of generalized anxiety disorder and is also used to 
ameliorate the symptoms of alcohol withdrawal 
and as a preanesthetic medication. It is considered 
more useful in relieving anxiety than most non- 
benzodiazepines. 

See also ANXIETY; BENZODIAZEPINE DRUGS; CENTRAL 
NERVOUS SYSTEM. 


chlorpromazine A tranquilizer (trade name: 
Thorazine). The first antipsychotic drug marketed, 
it is used primarily to treat schizophrenia, other 
psychoses or mania. It is used less commonly in 
schizoaffective disorder or major depression with 
psychotic features, paranoia, intractable hiccups, 
disturbed behavior associated with mental retarda- 


tion, nausea and vomiting. The drug has a relatively 
low potency; it is one of the most sedative antipsy- 
chotic drugs, but tolerance to this effect usually 
develops. It is probably best tolerated by patients 
under 40 years of age. In older patients, the inci- 
dence of dizziness, hypotension, ocular changes 
and dyskinesia increases, although the latter is 
more commonly associated with the more potent 
antipsychotic agents. 
See also TRANQUILIZER MEDICATIONS. 


cholinergic medications The word “cholinergic” 
pertains to nerve cells and organs that are activated 
by the neurotransmitter acetylcholine. Cholinergic 
drugs are agents that increase the activity of ace- 
tylcholine or have effects similar to those of ace- 
tylcholine, such as facilitating the transfer of nerve 
impulses between cells. These drugs are used as sub- 
stitutes for acetylcholine in therapy and research, 
as they resist destruction by enzymes that usually 
deactivate acetylcholine. Cholinergic drugs are 
also known as parasympathetic drugs. Cholinergic 
drugs are frequently used to reverse the anticholin- 
ergic effects of many therapeutic agents to promote 
normal bowel and bladder function (for example, 
postsurgery). 
See also ANTICHOLINERGIC MEDICATIONS. 


Chopra, Deepak (1947— ) Indian-born physi- 
cian whose philosophy of healing, disseminated 
through books, tapes, lectures and clinics, is based 
on the Indian holistic system called Ayurveda. He 
was once a disciple of Maharishi Mahesh Yogi, but 
he formed his own organization in 1993. Among 
his books are the best-selling Ageless Body, Timeless 
Mind: The Quantum Alternative to Growing Old (1993) 
and The Return of Merlin (1995), a work of fiction. 
He graduated from the All-India Institute of 
Medical Sciences in New Delhi and moved to the 
United States in 1970. He completed an internship 
at Huhlenbert Hospital in Plainfield, New Jersey, 
moved to Boston in 1971 and taught at several 
medical schools affiliated with Tufts University, Har- 
vard University and Boston University. He worked 
for 14 years as an endocrinologist in a Boston-area 
hospital. Since 1993 Chopra has been executive 
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director of the Sharp Institute for Human Potential 
and Mind/Body Medicine in southern California. 

Chopra claims the mind/body connection can 
reduce stress, facilitate healing, lead to inner peace 
and even reverse the aging process. His mind/body 
programs incorporate massage, yoga, meditation, 
herbal supplements, nutritional guidelines and 
exercise regimens. He recommends doing some- 
thing that brings joy, concentrating fully on that 
activity, reducing distractions at work and finding 
inner satisfaction in daily tasks. 

In a chapter on longevity in Ageless Body, Chopra 
outlines some suggestions which may be useful for 
those wishing to reduce stress in their lives. Tech- 
niques include listening to your body’s wisdom, 
living in the present, taking time to be silent and 
meditating to quiet the internal dialogue. 

See also AYURVEDA; COMPLEMENTARY AND ALTER- 
NATIVE MEDICINE; IMMUNE SYSTEM; MEDITATION; 
MIND/BODY CONNECTION; RELAXATION. 


Chopra, Deepak. Ageless Body, Timeless Mind: The Quantum 
Alternative to Growing Old. New York: Crown, 1993. 

. Creating Health. Boston: Houghton Mifflin, 1991. 

—.. Quantum Healing. New York: Bantam, 1989. 

. Unconditional Life. New York: Bantam, 1992. 








chromosome All members of a species normally 
have the same number of chromosomes. The nor- 
mal number for humans is 46 chromosomes, or 23 
pairs, which contain the genes for specific heredi- 
tary traits. Chromosomes are usually invisible 
strands or filaments of DNA, RNA, or other mol- 
ecules carrying the genetic or hereditary traits of 
an individual. Chromosomes are located in the cell 
nucleus and are visible through a microscope only 
during cell division. Defects in chromosomes can 
result in birth defects or hereditary disorders. For 
example, mental retardation is caused by absence 
of part of a chromosome, a defective chromosome 
or an extra chromosome. A condition known as tri- 
somy 21 is one that is associated with 85 percent of 
Down syndrome cases. There are three number 21 
chromosomes in the body cells instead of the nor- 
mal pair. The extra chromosome may come from 
either the father or the mother. Some writers use 
trisomy 21 as a synonym for Down syndrome. 


See DOWN SYNDROME; GENETIC COUNSELING; MEN- 
TAL RETARDATION. 


Chromosome 21 
DROME. 


See CHROMOSOME; DOWN SYN- 


chronic fatigue immune dysfunction syndrome 
(CFIDS) Another name for chronic fatigue syn- 
drome. Some physicians and patients prefer this 
name because it suggests an immunological com- 
ponent to the disorder. 

See also CHRONIC FATIGUE SYNDROME. 


chronic fatigue syndrome (CFS) Illness charac- 
terized by fatigue that occurs suddenly, improves 
and relapses, bringing on debilitating tiredness or 
easy fatigability in an individual who has no appar- 
ent reason for feeling this way. It is stressful to the 
sufferer because the profound weakness caused 
by CFS does not go away with a few good nights 
of sleep, but instead steals a person’s vigor over 
months and years. Depression is probably a major 
part of the syndrome. 

While the illness strikes children, teenagers, and 
people in their fifties, sixties and seventies, it is most 
likely to strike adults from their mid-twenties to 
their late forties. Women are afflicted about twice 
to three times as often as men; the vast majority 
of those who suffer this illness are white. Because 
young urban professionals were most afflicted dur- 
ing the 1980s, the name “yuppie flu” was attached 
to CFS. However, most individuals felt that this 
name trivialized their illness. 


Symptoms of CFS 
CFS can affect virtually all of the body’s major 
systems: neurological, immunological, hormonal, 
gastrointestinal and musculoskeletal. According to 
the National Institutes of Health, CFS leaves many 
people bedridden, or with headaches, muscular and 
joint pain, sore throat, balance disorders, sensitivity 
to light, an inability to concentrate and inexplicable 
body aches. Secondary depression, which follows 
from the disease rather than causing it, is just as 
disabling. However, knowing that there is a chemi- 
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cal basis for mood swings and that they are directly 
related to illness can be reassuring. 

Symptoms wax and wane in severity and linger 
for months and sometimes years. Some individu- 
als respond to treatment, while others must func- 
tion at a reduced level for a long time. However, 
for all sufferers, the cumulative effect is the same; 
namely, the illness transforms ordinary activities 
into tremendously stressful challenges. They can- 
not tolerate the least bit of exercise, their cognitive 
functions become impaired, and their memory, 
verbal fluency, response time and ability to per- 
form calculations and to reason show a marked 
decrease. 

Disruption of sleep patterns cause the CFS suf- 
ferer additional stress. Despite constant exhaustion 
and desire for sleep, they rarely sleep uninter- 
rupted, nor do they awake feeling refreshed. Some 
have severe insomnia, while others have difficulty 
maintaining sleep. There is often not enough rapid- 
eye movement sleep (REM), which is considered 
necessary for a good night's rest. 

Many CFS sufferers experience stressful disor- 
ders of balance and of the vestibular system, both 
of which are modulated by the inner ear. They 
sometimes feel dizzy, lightheaded or nauseous. 
Even walking can be difficult, with sufferers tilting 
off balance or stumbling for no apparent reason. 
Some individuals with balance disorders develop 
phobias, such as a fear of falling; sometimes the 
phobias are so strong that they render the sufferer 
housebound. 

CFS causes stresses on everyone concerned. 
Those in their support circles can reduce their stress 
by being helpful, understanding, and available to 
listen. Sufferers are likely to feel estranged from 
some of their friends because they believe that no 
one really understands their feelings of emotional 
and physical exhaustion. This belief is exacer- 
bated because many sufferers think that others do 
not take their illness seriously. In addition, some 
friends and family members may fear that CFS is 
contagious and try to maintain a distance from the 
sufferer. (Medical opinion seems to indicate that 
CFS is not contagious). Friends, family and other 
members of support circles can reduce a sick indi- 
vidual’s stress by being helpful, understanding and 
available to listen. Spouses face the issue of reduced 


sexual activity, although both partners can satisfy 
their needs by engaging in sexual activity during 
peak periods of energy. 


Diagnosing CFS 

Diagnosing CFS is stressful for physicians and 
patients because many of the symptoms are like 
those of other disorders. Until the mid-1980s, 
many CFS patients were misdiagnosed as suffering 
from depression, accused of malingering, encour- 
aged to undergo stressful, costly and inappropriate 
laboratory tests or simply pushed aside by the med- 
ical community because of lack of understanding 
of the disease. In recent years, however, studies on 
the immune system, viruses, and the physiological 
effects of stress have contributed to better under- 
standing of CFS. Individuals with CFS no longer 
have to feel abandoned by their physicians or fear 
that they are “going crazy” because no one takes 
their illness seriously. 


Treatment for CFS 


Many therapies have been tried on CFS sufferers. 
Usually a plan is devised for each patient, depend- 
ing on symptoms. Pharmacological therapies 
include use of antidepressant drugs, pain relieving 
drugs and muscle-relaxing drugs. 

Other therapies include deep relaxation, yoga, 
biofeedback and visualization therapy to relieve 
stress and chronic pain. Nutritional therapies 
emphasize certain vitamins, such as Vitamins A, 
B6, B12, C and E, as well as zinc, folic acid and 
selenium, all of which are said to have immune- 
boosting potential. 

Oil extract from the seeds of the evening primrose 
plant is another medicine which some CFS patients 
have found helpful. The theoretical basis for its use 
(although not scientifically proven in known double- 
blind studies) is that evening primrose oil contains 
gamma-linolenic acid (GLA), which converts in the 
body to prostaglandin, a vital substance in the regu- 
lation of cellular function. 


Role of Self-help and Support Groups 
Several nationwide organizations encourage 
research and political advocacy and also provide 
lists of local support groups. CFS sufferers may find 
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relief from some stressors and help with practical 
and emotional needs through these organizations. 

See also BIOFEEDBACK; DEPRESSION; INSOMNIA; 
PHOBIA; RESOURCES; SUPPORT GROUPS; YOGA. 


chronic illness Chronic illness often brings with 
it physical symptoms, such as pain, and emotional 
consequences that can be more far reaching than 
the disease itself. Emotional consequences affect 
not only the patient but the immediate caregivers 
and family as well. Many families let anxieties take 
over their lives; in other cases, depression arises 
while coping with illness and the threat of possible 
loss of physical functioning or life itself. 

Many ill persons turn to substance abuse to 
escape their pain and fears about disability and 
death. Anger, denial or perceived helplessness 
leads others to abandon treatment or assume a 
“why me” attitude that gives them a pessimistic 
view of their world. According to Lloyd D. Rud- 
ley, M.D., an attending psychiatrist at the Institute 
of Pennsylvania Hospital, Philadelphia, the cru- 
cial issue is “whether you can get past the stage of 
rage, sadness and overwhelming anxiety. Will you 
resume the initiative for living or become psycho- 
logically paralyzed?” Dr. Rudley says that many 
people become trapped by emotions that do not 
serve them well. 

Reactions to illness are similar to the stages of 
grief. First there is shock and a feeling of many 
losses, including a sense of control, autonomy and 
the way things used to be. Those who suffer from 
chronic illness might suffer losses ranging from 
having to give up a cherished sport or favorite food 
to impaired speech or the inability to bear children. 
Stress and symptoms of depression may follow, 
including hopelessness, self-blame, shattered self- 
esteem or withdrawal. The ill person may develop 
many fears, including one of being active again, 
while others may deny the realities of their condi- 
tion and overdo activities too soon. 

Many chronically ill people do not comply with 
instructions from their physicians. This may take 
the form of not showing up for physical therapy, 
refusing medication or driving a car against the 
physician’s advice. Individuals with emphysema 
may continue to smoke. According to Dr. Rudley, 


“People want to think everything will be normal 
again if they follow the doctor’s orders. When 
things don’t work this way and there is no magic 
formula, a patient may give up on treatment.” 

Some individuals neglect medical advice as a 
means of getting more attention. Others who har- 
bor shame or guilt about their condition may pun- 
ish themselves, in effect, by not complying with 
prescribed treatment. Forces of denial may be at 
work, too, in whose who try to “bargain with ill- 
ness” by following some recommendations but not 
others. 

An individual's prior coping abilities will deter- 
mine how well he or she responds when illness 
occurs. However, even when symptoms of illness 
go into remission or the person adjusts successfully, 
a whole new set of external problems may discrim- 
inate against him or her, or family dynamics can 
change dramatically. 

“Patients need to accept that illness changes 
them permanently, that a change in lifestyle is nec- 
essary,” advises Dr. Rudley. Healthy acceptance is 
achieved when people come to terms with their ill- 
ness as a part of who they are, “forming a sort of 
coexistence with it.” 

Some individuals feel certain “benefits” from 
being chronically ill. Such motivations are referred 
to as secondary gains and increase the likelihood of 
the individual continuing to be ill or to have symp- 
toms. Common benefits of illness include receiving 
permission to get out of dealing with a troublesome 
problem, situation or responsibilities of life, getting 
attention, care or nurturing from people around 
them and not having to meet their own or others’ 
expectations. 

Ill health affects every area of a person’s life, 
including marriage, family, work, financial affairs 
and future plans. Professional counseling can help 
individuals and their families adapt to changes 
brought on by chronic illness. Counseling may 
help individuals who have insomnia or disrupted 
sleep, feel a need to hide their illness, observe an 
increased use of drugs or alcohol, fail to follow 
treatment recommendations or have prolonged 
depression, marked negative personality changes, 
feelings that they are “victims,” undue fears about 
resuming activities, obsessive anxiety or preoccu- 
pation with death. 
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See also ANXIETY; CAREGIVERS; COUNSELING; DENIAL; 
DISABILITIES; ELDERLY PARENTS. 


“Conquering the Psychological Hurdles of Chronic Illness.” 
Quill [Pennsylvania Hospital, Philadelphia] (Fall 1991). 


circadian rhythms Circadian rhythms are cyclical 
biological activities that repeat at approximately 
24-hour intervals. They are coordinated by an 
inherent timing mechanism known as a biological 
clock. Alertness and mental capability seem to be 
most available to us when we follow our internal 
clocks. Most people’s “clocks” are synchronized 
to the sun’s 24-hour cycle. For example, sunrise 
means waking and working, and sundown means 
dinner and sleep. However, individuals who are 
shift workers find that their “day” is reversed. Most 
shift workers go home to sleep during the day when 
their bodies want to be awake and then have to 
work at night when their bodies want to sleep. 

The circadian rhythm of body temperature is a 
marker for internal clocks. Body temperature rises 
and falls in cycles parallel to alertness and perfor- 
mance efficiency. When body temperature is high, 
which it usually is during the day, alertness and 
performance peak, but sleep is difficult. A lower 
temperature (generally during the night) promotes 
sleep but hinders alertness and performance. 

See also BIOLOGICAL CLOCK; BIORHYTHMS; SHIFT 
WORK. 


Insights into Clinical and Scientific Progress in Medicine [Rush- 
Presbyterian-St. Luke’s Medical Center] 14, no. 3 
(1991). 


circumstantiality See THOUGHT DISORDERS. 


civil rights The concept of civil rights gives legal 
expression to the desire for equal treatment in 
regard to participation in government, employ- 
ment, housing and education. Civil rights were 
once thought to be only the rights of the individ- 
ual in relation to government, but through legisla- 
tion and practice the civil rights concept has now 
extended to many other social institutions. 


Racial discrimination has been the most signifi- 
cant target of civil rights activities and legislation. Fol- 
lowing the Civil War, the Thirteenth Amendment to 
the Constitution abolished slavery, the Fourteenth 
Amendment made people born or naturalized in the 
United States citizens and the Fifteenth Amendment 
gave blacks the right to vote. Discriminatory prac- 
tices against blacks continued until the 1950s, when 
a variety of civil rights actions and legislation gave 
blacks equal access to education and seating on pub- 
lic transportation. The Civil Rights Act of 1964 gave 
blacks equal access to public accommodations and 
ended such contradictory and insulting situations as 
those encountered by black entertainers who could 
perform—but not be served—in a restaurant or club. 
Racial discrimination in housing was attacked by the 
Civil Rights Act of 1968, which prohibited discrimi- 
natory practices in financing, advertising, showing, 
selling and renting property. Affirmative action leg- 
islation has also attempted to give blacks equal access 
to education and employment. The latter movement 
has given rise to actions based on feelings of reverse 
discrimination involving white men who feel that 
hiring quotas give blacks and women an unfair 
advantage in being accepted for employment or for 
educational opportunities. 

The social changes of the 1960s also made the 
civil rights of women an important issue. Although 
some individual states had given women the right to 
vote, it was not until 1920 that the federal govern- 
ment guaranteed women’s suffrage with the Nine- 
teenth Amendment. The Civil Rights Act of 1964 
included the prohibition of employment discrimi- 
nation based on sex as well as race and established 
the Equal Employment Opportunity Commission to 
investigate charges of unequal treatment or harass- 
ment. Pregnancy or the possibility thereof is no 
longer an acceptable reason for dismissing or refus- 
ing to hire a woman, although her employment 
may be terminated if pregnancy actually inter- 
feres with her work. An important recent issue has 
been the exposure of women of childbearing age 
to radiation, which might affect a developing fetus. 
The unsuccessful attempts to pass the Equal Rights 
Amendment were the product of feelings that other 
constitutional amendments and antidiscriminatory 
legislation were not strong enough to guarantee 
women equal opportunities. 
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Other issues that have been considered sources 
of discrimination and freedom of expression are 
grooming and appearance codes. For example, 
young men who prefer long hair have pointed to 
perfectly acceptable longer hairstyles on women 
as proof that a school or employer who insists on 
haircuts for men is being discriminatory. With 
the aging population, age discrimination has also 
become an important issue and a target of federal 
legislation. 

On some occasions, one set of civil liberties 
seems to be in conflict with another. For example, 
a person’s right to choose personal associates or to 
express himself freely may be in conflict with civil 
rights principles; such rights are generally upheld if 
they do not conflict with the interests of society as 
a whole. 


Civil Rights and the Mentally Ill 

Rights of hospitalized psychiatric patients are 
defined by states. The only right an involuntarily 
committed person loses is the right to liberty. 

Some examples of civil rights are guaranteed. 
These include the right to dispose of property; to 
execute instruments such as wills and deeds to 
property; to make purchases; to enter into con- 
tracts; to vote; and to retain a driver’s license and 
a professional license. However, under certain cir- 
cumstances, a license can be revoked if the holder 
suffers from a mental condition that makes him or 
her incapable of practicing that profession. In such a 
situation, due process rights would be afforded the 
individual before the license would be suspended 
or revoked. In addition, a court procedure, often 
depending on expert testimony, can appoint a con- 
servator in the case where a person can no longer 
manage her money and personal affairs because of 
illness. 

See also AGING; WOMEN’S LIBERATION MOVEMENT. 


“Civil Rights.” In The Guide to American Law, vol. 2. St. 
Paul, Minn.: West Publishing, 1983. 

McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1991. 


clanging See THOUGHT DISORDERS. 


claustrophobia An intense fear of being in closed 
places, such as elevators, phone booths, small 
rooms, crowded areas or other confined spaces. 
The word comes from the Latin word claustrum, 
meaning “lock” or “bolt.” Claustrophobia is one of 
the most common fears. Most people feel slightly 
uncomfortable in a closed space, but true phobics 
may have a panic attack and will tend to avoid such 
places. Some fear they will suffocate, while others 
have specific fears relating to the enclosure, such 
as an elevator or airplane that may suddenly fall. 
For some individuals, claustrophobia begins after a 
bad experience involving an enclosed space, such 
as being locked in a closet or room. With behav- 
ioral therapy techniques, many people overcome 
this phobia. 

See also AGORAPHOBIA; PANIC ATTACKS AND DISOR- 
DER; PHOBIA. 


client-centered therapy A form of therapy devel- 
oped by Carl Rogers (1902-87), an American psy- 
chologist. Also known as Rogerian therapy, the 
technique is a nondirective approach that aims 
to encourage the individual’s personal growth. 
Emphasis is placed on the individual’s uniqueness 
of personality. This type of therapy led to many 
other developments in the field of psychology dur- 
ing the middle of the 20th century. 
See also BEHAVIOR THERAPY. 


climacteric See MENOPAUSE. 


climate and mental health Effects of climate on 
mental health is an ongoing subject for research, 
even though the subject has been studied and ana- 
lyzed since Aristotle and Hippocrates wrote on the 
subject. Climate has an effect on housing, sports 
and leisure activities, transportation, work and the 
types of products and businesses that are necessary 
to satisfy basic human needs. 

Cool climates have generally been considered 
easier to live in than areas that are consistently too 
hot for human comfort. It has only been recently 
that air conditioning has been perfected and become 
widespread in industrialized countries. Greater con- 
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trol over the environment has been thought to give 
greater impetus to creativity and change. Inhabit- 
ants of cool climates have generally been thought 
to be more industrious and goal-oriented than 
those who live in warm climates. Cooler climates 
require that the body bur and produce energy 
more quickly and therefore stimulate activity. On 
the other hand, cold weather raises blood pressure, 
is generally hard on the circulatory system and 
tends to make even people who spend most of their 
time in sedentary activities indoors crave foods 
high in fat and starch. Warmer climates slow the 
body’s metabolism and, if humidity is added to the 
heat, produce a more languid lifestyle. Stormy and 
changeable weather, which is usually accompanied 
by sudden barometric changes, may produce irri- 
tability and mood changes because the rising and 
falling pressure affects body fluids. 

Some authors and researchers have attempted to 
connect a population’s religious and philosophical 
outlook to its environment. For example, inhab- 
itants of a forest civilization may develop beliefs 
about spirits or other metaphysical phenomena 
from their observations of trees and animals. An 
open desert atmosphere might give a completely 
different outlook. 


Relationship of Weather and Violence 


One correlation between weather and human activ- 
ity that is supported by statistics is the relationship 
between hot weather and violence. Figures show 
that crimes and riots are far more likely to occur in 
hot weather than in cool or rainy weather. 


Palmer, Bruce. Body Weather. Harrisburg, Pa.: Stackpole 
Books, 1976. 

Sherrets, S. D. “Climate and Personality.” In Encyclope- 
dia of Psychology, vol. 1, edited by Raymond J. Corsini. 
New York: Wiley, 1984. 


clinical depression See AFFECTIVE DISORDERS. 


clinical psychology A branch of psychology spe- 
cializing in the study, diagnosis and treatment of 
behavior disorders. Clinical psychology became 
popular in the United States during the late 1940s 


and 1950s. Much of the research in clinical meth- 
ods, diagnosis and therapy has taken place within 
departments of clinical psychology. In most states, 
clinical psychologists must be licensed to treat cli- 
ents and have a Ph.D. degree. Training for a Ph.D. 
in clinical psychology includes course work, devel- 
opment of research skills and clinical practice. 
See also PSYCHOLOGY. 


clinical social worker A health professional trained 
in client-centered therapy who may provide coun- 
seling to clients who have mental health concerns. 
They also assist in providing information, referrals, 
and direct help in dealing with state or federal gov- 
ernment agencies. In many cases they also serve as 
managers to help people navigate the system. 

See also CASE MANAGER, CASE MANAGEMENT; 
SOCIAL WORKERS. 


clinical trials See RANDOMIZED CLINICAL TRIAL. 


clitoris An erectile organ of the female external 
genitalia that is the center of sexual feeling and 
stimulation. It is located at the top of the folds 
where the labia majora and labia minora (larger 
and smaller lips) meet. The term is derived from 
the Greek word kleiein, meaning “to shut or close.” 
Because it contains many nerve endings, the clito- 
ris is sensitive to tactile stimulation during sexual 
activity. Many women enjoy stimulation of the 
clitoris as a means of increasing sexual excitement 
and reaching orgasm. 

The clitoris is composed of tissue that becomes 
engorged with blood during sexual arousal, causing 
the clitoris to become erect. The clitoris has a sensitive 
tip called the glans, which has many nerve receptors, 
making it extremely sensitive to touch. The size of 
the clitoris and the degree it projects from under the 
clitoral hood varies from woman to woman. 

The clitoris originates from the same embryonic 
tissue as the penis. The prepuce, or clitoral hood, 
covers the clitoris from the external folds of the 
labia minora, and stimulation of the labia minora 
may have the same effect as direct stimulation of 
the clitoris. 
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The term “clitoral orgasm” refers to an orgasm 
induced by direct stimulation of the clitoris, manu- 
ally by the woman herself (masturbation), by contact 
with and motion of the penis, by the partner’s mouth 
or tongue or by a sexual aid such as a vibrator. 

See also MASTURBATION; ORGASM. 


Goldenson, Robert, and Kenneth Anderson. Sex A-Z. 
London: Bloomsbury Publishing Limited, 1987. 

Hite, Shere. The Hite Report. New York: Macmillan, 1976. 

Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en’s Sexuality. Alameda, Calif.: Hunter House, 1992. 


clomipramine A tricyclic antidepressant drug 
(trade name: Anafranil). It has been widely used as 
an antidepressant drug in Europe for many years. 
In the 1980s, open and controlled studies demon- 
strated that clomipramine had an antiobsessional 
action as well. The drug is now used in the treat- 
ment of depressive disorders, panic disorder with 
and without agoraphobia, and phobic disorders 
and is approved in the United States for obsessive- 
compulsive disorder (OCD). Research indicates that 
approximately 50 to 75 percent of patients (chil- 
dren and adults) with OCD respond favorably but 
seldom completely. Most commonly, six to eight 
weeks of treatment is required, although patients 
will occasionally respond in only two weeks. Con- 
tinued behavioral therapy as well as drug therapy 
for six months to a year in responsive patients is 
recommended to minimize relapse. 

See also ANTIDEPRESSANT MEDICATIONS; MONOAMINE 
OXIDASE INHIBITORS; OBSESSIVE-COMPULSIVE DISORDER; 
PANIC ATTACKS AND DISORDER. 


American Medical Association. AMA Drug Evaluations 
Annual, 1991. Chicago: AMA, 1991. 


clonazepam A drug (trade name: Klonopin) with 
anticonvulsant effects, which has been demon- 
strated to have potential benefits in the acute treat- 
ment of mania. It isa member of the benzodiazepine 
class of drugs. For certain individuals, it has been 
helpful in treating anxiety disorders and tardive 
dyskinesia (a drug-induced movement disorder). 
Both psychological and physiological dependence 


have been reported; withdrawal symptoms similar 
to those observed with barbiturates have occurred 
following sudden withdrawal of clonazepam. 

See ANTICONVULSANT MEDICATIONS; BENZODIAZ- 
EPINE DRUGS; TARDIVE DYSKINESIA. 


Fawcett, Jan, and J. M. Zajecka. “Treatment of Psychotic 
Affective Disorders.” Current Opinion in Psychiatry 3 
(1990). 


clonidine A drug used to treat high blood pres- 
sure (trade name: Catapres). It is also rarely used 
as an anxiolytic drug for some individuals. It has 
antimanic properties, and alone or in combination 
with lithium it may have advantages over neurolep- 
tics in the acute stages of mania. Side effects include 
drowsiness, sedation and, in some cases, depression. 
Clinical studies are under way to determine addi- 
tional uses and efficacy in a variety of disorders. 

Clonidine is considered an adrenergic autorecep- 
tor agonist; it acts on the central nervous system, 
reducing the action of the sympathetic nervous 
system by altering the brain-chemical balance. The 
brain then slows the heart rate and decreases action 
in some nerves that control blood vessel constric- 
tion. It is also prescribed for some symptoms during 
menopause. 

The trend is toward using carbamazepine (an 
anticonvulsant drug) much more than clonidine, 
especially in mania. 

See ANTICONVULSANT MEDICATIONS; BLOOD PRES- 
SURE; CARBAMAZEPINE; MENOPAUSE. 


clorazepate Generic name of the benzodiazepine 
medication known as Tranxene. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


clozapine An antipsychotic drug used to treat 
schizophrenia (trade name: Clozaril). It was approved 
for use in the United States in 1989 and appears to 
be an effective treatment for some schizophrenic 
patients who do not respond to other drugs. It is 
not a cure but seems to improve symptoms of some 
schizophrenia patients so that they can function 
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in the community and benefit from rehabilitative 
services and therapy. One advantage of clozapine 
over other antipsychotic drugs is that its use does 
not seem to cause severe movement disorders 
known as tardive dyskinesia. Patients taking this 
drug should be closely monitored by a physician to 
guard against a fatal decrease in the promotion of 
white blood cells, a weakening of the immune sys- 
tem in response to the drug. 
See also SCHIZOPHRENIA. 


Clozaril See CLOZAPINE. 


club drugs A group of drugs synthetically pre- 
pared and commonly used by young adults at bars, 
parties, “raves” (large all-night dance parties fea- 
turing loud and pulsating music), and dance clubs. 
The club drug scene is a threat to the mental health 
of young people. They may be tempted by peers to 
try these drugs without knowing about the possible 
harmful effects. Club drugs can cause serious health 
problems and possibly death, especially when com- 
bined with the use of alcohol. 

Some of the more popular club drugs are meth- 
amphetamine (Methylenedioxymethamphetamine) 
(MDMA) known as Ecstacy, gamma hydroxybuty- 
rate (GHB), and Rohypnol. Both MDMA and GHB 
come in the form of tablets or capsules and can be 
swallowed. GHB comes as a liquid or a powder. 
MDMA isa stimulant while GHB is a depressant, but 
both drugs cause a similar high. These drugs induce 
feelings of warmth and openness, greatly enhance 
the sense of touch, and increase the desire for sexual 
activity. In low doses, GHB can also relieve anxiety 
and produce relaxation. GHB is a central nervous 
system depressant and can cause death by overdose. 
In 2000 President Clinton signed a law making GHB 
a drug under the Controlled Substance Act (CSA). 

Ecstasy is a stimulant, and its use can result in 
increased body temperature and blood pressure, 
dehydration, kidney failure, depression and other 
mood changes. Research indicates that the drug can 
also cause long-term damage to the brain. Rohyp- 
nol (“roofies”) is a sedative that causes short-term 
memory loss and has been implicated in many 
cases of date rape. Victims may be unaware that 


they have ingested drugs or that they have been 
raped while under the influence of drugs. 

Young people must be made aware that com- 
mon aftereffects of club drugs can be serious and 
may last 24 hours or longer. One serious effect is 
a possibly severe feeling of depression and listless- 
ness. Users may experience lethargy, anorexia, 
decreased motivation and sleepiness. There may 
be changes in thinking, convulsions, a racing heart 
rate, kidney failure and death. 

See also RAPE, RAPE PREVENTION AND RAPE TRAUMA 
SYNDROME; SUBSTANCE ABUSE. 


Balkin, Karen F., ed. Club Drugs. Detroit: Greenhaven 
Press, 2005. 


cluster headaches See HEADACHES. 


Clytemnestra complex A woman's obsessive 
impulse to kill her husband in order to possess 
one of his male relatives. The term is derived from 
the classical myth in which Clytemnestra, wife of 
Agamemnon, fell in love with her husband's cousin; 
she then killed Agamemnon and was herself later 
killed by her son, Orestes. 
See also OBSESSIVE-COMPULSIVE DISORDER. 


COBRA See CONSOLIDATED OMNIBUS BUDGET REC- 
ONCILIATION ACT (COBRA). 


cocaine An addictive drug that stimulates the cen- 
tral nervous system and induces feelings of eupho- 
ria. Cocaine is most often found in the form of 
white powder and is typically ingested by inhaling 
or “snorting,” usually through a straw or other tube, 
into the nose. It can also be injected into the veins. 
After conversion back to its base form, cocaine can 
be smoked, which is known as “free-basing.” 
Cocaine use can lead to severe psychological 
and physical dependence. It can increase the pulse, 
blood pressure, body temperature and respiratory 
rate. Paranoid psychosis, hallucinations and other 
mental health problems can result from cocaine 
use. Cocaine use also causes bleeding and other 
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damage to nasal passages. Cocaine-related heart 
and respiratory failure can lead to death. 

In pregnancy, cocaine use endangers the unborn 
child, who may be born prematurely, with low 
birth weight, a variety of serious birth defects and 
later learning and behavioral problems. 

Crack is a form of cocaine base that is smoked 
and is most highly addictive. Cocaine is sometimes 
used with other drugs. The cocaine-heroin combi- 
nation is called a “speedball,” and the cocaine-PCP 
mixture is known as “space base.” 

Different users react to the drug in different 
ways. However, many experience an instant feeling 
of enormous pleasure known as a “rush.” Initially 
it may also make the user feel energetic and self- 
confident. However, the pleasurable feelings pro- 
duced by cocaine are followed by depression and 
fatigue, known as a “crash.” To avoid the “crash,” 
users take more cocaine, establishing a cycle of use 
and dependency that is extremely difficult to end 
and often requires lengthy treatment. 


Estimates of Cocaine Usage and Costs 
During 2000 there were an estimated 1,707,000 
chronic cocaine users and 3,035,000 occasional 
cocaine users in the United States. According to 
What America’s Users Spend on Illegal Drugs, users 
spent $35.3 billion on cocaine in 2000, a decrease 
from the $69.9 billion spent in 1990. 

The U.S. Department of Health and Human Ser- 
vices’ Results From the 2002 National Survey of Drug 
Use and Health: National Findings found that more 
than 33 million people ages 12 and older (14.4 per- 
cent) in 2002 reported that they had used cocaine 
at least once in their lifetime. More than 8 mil- 
lion Americans (3.6 percent) ages 12 and older had 
used crack cocaine at least once in their lifetime. 


Treatment for cocaine use 

Researchers are working to identify and test medi- 
cations for treating cocaine addiction. One medi- 
cation is Selegiline, which seems to be the most 
promising experimental medication, according to 
the Monitoring the Future Study. Another medica- 
tion, disulfiram, which has been used to treat alco- 
holism, has been effective in treating cocaine abuse 
in clinical trials. Often antidepressants are pre- 
scribed to help people cope with the mood changes 
that come with withdrawal from cocaine use. 


PERCENTAGE OF AMERICANS USING 
COCAINE BY AGE GROUPS 





Percentage of Americans Reporting Lifetime Use of 
Cocaine, by Age Group, 2002 








Age Group Lifetime Past Year Past Month 
12-17 2.7% 2.1% 0.6% 
18-25 15.4 6.7 2.0 

26 and older 15.9 1.8 0.7 
Total population 14.4 2.5 0.9 





Source: National Survey on Drug Use and Health. 


Percentage of Americans Reporting Lifetime Use of 
Crack, by Age Group, 2002 








Age Group Lifetime Past Year Past Month 
12-17 0.7% 0.4% 0.1% 
18-25 3.8 0.9 0.2 

26 and older 3.9 0.7 0.3 
Total population 3.6 0.7 0.2 





Source: National Survey on Drug Use and Health. 


Percentage of Students Reporting Cocaine Use, 











2001-2002 
Lifetime Past year Past month 
Grade 2001 2002 2001 2002 2001 2002 
8th grade 4.3% 3.6% 2.5% 2.3% 1.2% 1.1% 


10th grade 5.7 6.1 36 40 1.3 1.6 
12th grade 8.2 7.8 4.8 50. 21 23 





Source: Monitoring the Future Study. 


Percentage of Students Reporting Crack Use, 











2001-2002 
Lifetime Past year Past month 
Grade 2001 2002 2001 2002 2001 2002 
8th grade 3.0% 2.5% 1.7% 1.6% 0.8% 0.8% 


10th grade 3.1 36 1.8 2.3 07 10 
12th grade 3.7 3.8 2.1 2.3 Tel 1.2 





Source: Monitoring the Future Study. 

Source: Monitoring the Future: 2002 Data from in-School 

Surveys of 8th, 10th, and 12th Grade Students, December 2002. 
Available online. URL: http://monitoringthefuture.org/data/02data. 
html#2002data-drugs. Downloaded on February 21, 2007. 


Treatments such as cognitive-behavioral coping 
skills focusing on the learning process have been 
effective in cocaine addiction but are a short-term 
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SOME STREET TERMS FOR COCAINE 





all-American drug gin 
aspirin (powder cocaine) gold dust 
barbs happy dust 
basa (crack cocaine) icing 
base (crack cocaine) jelly 
bernie lady 
big C mama coca 
black rock (crack mojo 
cocaine) nose stuff 
CDs (crack cocaine) oyster stew 
candy sugar (powder paradise 
cocaine) pariba (powder cocaine) 
coca pearl 
crack real tops (crack cocaine) 


double bubble 
electric KOOI-Aid (crack 


rocks (crack cocaine) 
Roxanne (crack cocaine) 


cocaine) scorpion 
flave (powder cocaine) sevenup 
Florida snow snow white 


foo foo 





Source: Available online. URL: http://www.whitehousedrugpolicy. 
gov/streetterms/ByType.asp@intlypelD =3 


approach. Behavioral treatment is useful to help 
people recognize, avoid and cope with situations 
when they are most likely to use cocaine. 


Legislation and medical use 


Cocaine falls under Schedule I of the Controlled Sub- 
stance Act. A Schedule II Controlled Substance has a 
high potential for abuse but is currently accepted for 
medical use in treatment in the United States, which 
means it is occasionally administered by a doctor for 
legitimate medical uses, such as for a local anesthetic 
for some eye, ear and throat surgeries. 

Cocaine is produced from the coca leaf in two 
stages to yield coca paste and then cocaine base. 
The coca leaf is grown primarily in Peru, Bolivia 
and, to a lesser extent, Colombia. The conversion 
to the white crystalline powder form, cocaine HCl, 
is done primarily in Colombia but occurs elsewhere 
in the Andean region. 

See also SUBSTANCE ABUSE. 


codeine A drug obtained from the juice of an unripe 
white poppy. It is chemically similar to morphine, 


also an opium derivative, but milder. It is commonly 
used as a painkiller in tablet form and in cough med- 
ications. Codeine has a mild sedative reaction. Use of 
codeine causes the body to build up a tolerance that 
stimulates the user to need an increasing amount of 
the drug to achieve a desired result. 

See also ADDICTION; SUBSTANCE ABUSE. 


codependency A relationship in which the par- 
ticipants have a strong need to be needed but also 
continue to create their mutual needs in a detri- 
mental, weakening manner in order to preserve 
the dependent relationship. One example of a 
codependent relationship is one in which a hus- 
band covers up for his wife’s alcoholism. He does 
the household chores, drives the children to their 
activities and explains her problem as an “illness.” 
He is an enabler, because he makes it possible for 
her to continue with her addiction. 

Another example of a codependent relationship 
is one in which a parent continues to compensate 
for or cover up a child’s difficulties in school or with 
the law, thinking that he is protecting the child. It is 
often interpreted that this behavior persists because 
preserving the child’s flaws and immature behav- 
ior will keep her forever dependent on the parent. 
Since codependency is viewed as a type of addic- 
tion, the advocates of the codependent theory feel 
that these tendencies can be overcome with a pro- 
cess similar to the recovery process used by Alco- 
holics Anonymous. 

Codependence has been loosely defined and 
overgeneralized, attempting to include almost every 
problem as an addiction when other possible causes 
are not identified. 

Codependency has been criticized for promot- 
ing tendencies to blame the parent-child or other 
relationships for individual problems and failures 
rather than accepting responsibility for one’s own 
actions. The codependent philosophy has also been 
called yet another symptom of self-absorption and 
narcissism. 

See also AGORAPHOBIA; ALCOHOLISM AND ALCOHOL 
DEPENDENCE. 


Becnel, Barbara. The Co-dependent Parent. San Francisco: 
Harper, 1991. 
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Rieff, David. “Victims All?” Harper's (October 1991). 

Wells, Marolyn, Cheryl Glickauf-Hughes, and Katherine 
Bruss. “The Relationship of Codependency to Endur- 
ing Personality Characteristics.” Journal of College Stu- 
dent Psychotherapy 12, no. 3 (1998) 1: 25-38. 


cofactors Factors that do not cause a disorder 
alone but that can intensify effects of other caus- 
ative factors. For example, stress can be a cofactor 
in a viral disease, and burnout or grief can be cofac- 
tors in depression. 

See BURNOUT; DEPRESSION; STRESS. 


coffee Many people rely on coffee to relieve 
stress. Having a cup of coffee is also considered a 
social experience, as it is an opportunity for indi- 
viduals to sit together and relax for a few moments 
of conversation. Coffee is primarily a stimulant, as 
it contains caffeine. Some individuals believe that 
coffee gives them a feeling of instant energy and 
use coffee to help wake themselves up or recharge 
themselves throughout the day. This is so because 
it affects the central nervous system, increasing 
the heart action in rate and strength. There is also 
increased activity of the kidneys, and brain centers 
are aroused. Different individuals can tolerate dif- 
ferent levels of caffeine in coffee. Those who have 
cardiac conditions or hyperthyroidism, in which 
the heart is already overstimulated, should reduce 
their coffee intake. Some people are overly sensi- 
tive to caffeine, while others overdose themselves, 
developing anxiety, insomnia and irritability, all 
symptoms of “caffeinism.” Individuals complaining 
of anxiety symptoms or insomnia should be evalu- 
ated for excessive caffeine use or hypersensitivity. 
The effects of coffee are a significant pub- 
lic health issue, because according to the Coffee 
Research Institute, in 1999 there were 108,000,000 
coffee consumers in the United States. They spent 
approximately $9.2 billion in the retail sector and 
$8.7 billion in the food service sector. It appears 
that coffee drinkers spend an average of $164.71 
per year on coffee. The National Coffee Association 
found in 2000 that 54 percent of the adult popula- 
tion of the United States drinks coffee daily, and 25 
percent of Americans drink coffee occasionally. 


See also CAFFEINE; CENTRAL NERVOUS SYSTEM; 
STRESS. 


cognitive dysfunction Problems with retention 
or use of information, judgment or the ability to 
learn and think. For example, in Alzheimer’s dis- 
ease, cognitive dysfunction begins early on in the 
course of the disorder. There may be elements of 
cognitive dysfunction in depression as well as many 
other disorders. 

Certain medications may cause dose-related, 
reversible cognitive dysfunction as side effects. For 
example, tricyclic antidepressants and antihista- 
mines, because of their anticholinergic side effects, 
may reduce short-term memory and word-finding 
ability at high doses; the newer selective serotonin 
reuptake inhibiting (SSRI) drugs, such as Prozac 
and Zoloft, do not. Benzodiazepine tranquiliz- 
ers, such as alprazolam (Xanax), may also reduce 
short-term memory at higher doses. Reduction of 
dose will reverse these temporary effects, unless 
the problem is related to another underlying cause, 
such as depression. 

Cognitive dysfunction is used in another psycho- 
therapeutic context to refer to dysfunctional atti- 
tudes (heightened self-criticism, low self-esteem) 
that lead to depression and anxiety. 

See also COGNITIVE THERAPY. 


cognitive therapy A therapeutic approach based 
on the concept that anxiety problems result from 
patterns of thinking and distorted attitudes toward 
oneself and others and that changing one’s think- 
ing alters one’s behavior. Cognitive therapy is used 
to treat depressed individuals and others who have 
anxieties and phobias. One innovator during the 
late 1970s was Aaron Beck (1921-__), an American 
psychiatrist. Earlier forms of cognitive therapy were 
introduced by Albert Ellis in the last 1960s under 
the name Rational Emotive Therapy (RET). 
Cognitive therapy, like behavior therapy, has the 
goal of helping the individual change the unwanted 
behavior. It differs from radical behavior therapy 
in that it does not focus only on overt behavior for 
therapy. Instead, cognitive therapy emphasizes the 
importance of the individual’s thoughts, feelings, 
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imagery, attitudes and hopes and their causative 
relationship to behaviors. 
See also BEHAVIOR THERAPY; DEPRESSION. 


Beck, A. T. Cognitive Therapy and the Emotional Disorders. 
New York: International Universities Press, 1976. 

Beck, A. T., et al. Cognitive Therapy of Depression. New York: 
Wiley, 1979. 


coitaldeath Death resulting from a heart attack or 
respiratory failure during sexual intercourse, which 
occurs rarely among coronary patients engaging in 
prolonged and highly active intercourse and coital 
positions that excessively raise the heartbeat and 
blood pressure. This is a common fear of many men 
after heart surgery or after a heart attack. Women 
also fear that their mates might die during sexual 
intercourse as a result of vigorous activity. With 
appropriate counseling, couples learn to overcome 
this fear. 


coitus Sexual intercourse; also known as copula- 
tion or coition. The term is derived from the Latin 
word coire, meaning “to go together.” It usually 
implies insertion and penetration of the penis in 
the vagina. Coitus can take many different forms 
regarding positions, duration and speed. 


Coital Positions 


Couples use many positions, called coital postures 
or intercourse positions, during coitus to enhance 
or maintain excitement and pleasure, as well as for 
comfort, or to improve or reduce the likelihood of 
conception. Different couples find their own unique 
advantages in certain positions and also discover 
what pleases them. The man-above position (com- 
monly known as the “missionary position”) is most 
common. Other erotic postures include face to face; 
woman above; side by side; sitting; standing; kneel- 
ing; and rear entry. 

Coital movements by a male and female during 
intercourse vary, but in general, intercourse begins 
with slow, gentle penetration by the penis into the 
vagina; movements of the penis become progres- 
sively deeper and faster and may involve tempo- 
rary withdrawal or interruption. The woman can 


move her pelvis in the same general pattern until 
both reach orgasm or the point of satisfaction. 

Coitus a la vache, meaning “in cow fashion,” is a 
French term for heterosexual intercourse in which 
the woman is in the knee-chest position with the 
man kneeling behind her and entering the vagina 
from the rear. 

Coitus analis is a Latin term for anal intercourse. 

Coitus ante portas (Latin for “coitus before the 
door”) is a sexual activity with the penis between 
the woman’s thighs instead of penetrating the 
vagina. This practice is common among adolescents 
as a contraceptive technique (not adequate) or as 
a way to prevent rupturing the hymen. It is also 
known as interfemoral intercourse, coitus inter fem- 
ora, intracrural intercourse. 

Coitus a tergo (“coitus from behind”) is heterosex- 
ual intercourse with the man’s penis entering the 
woman’s vagina from the rear, as in coitus a la vache. 
It is also called coitus a posteriori. 

Coitus in ano (“coitus in the anus”) is anal inter- 
course between heterosexual or homosexual cou- 
ples. It is also called coitus per anum, coitus in anum 
and coitus analis. 

Coitus in axilla (“coitus in the armpit”) is inter- 
course between heterosexual or homosexual cou- 
ples in which the penis is inserted in the armpit of 
the partner. 

Coitus in os (mouth coitus) is a term for fellatio. 

Coitus intra mammas (“coitus between breasts”) 
refers to sexual intercourse in which the penis is 
inserted between the woman’s breasts, which she 
may press together with her hands. It is also called 
coitus intermammarius. 

Coitus more ferarum is an obsolete term for inter- 
course from the rear; it is derived from the Latin 
words meaning “coitus in the manner of beasts.” 


Coital Techniques 


Coitus incompletus is an alternative term for coitus 
interruptus or withdrawal, a contraceptive tech- 
nique in which the penis is withdrawn from the 
vagina before ejaculation. Although this may be 
the oldest form of contraception, mentioned in 
the Book of Genesis, it is an unreliable technique 
because semen may be emitted before orgasm. 

Coitus reservatus is a deliberate suppression of 
orgasm in the male, as ejaculation approaches. It is 
also called coitus prolongatus. 
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coitus condomatus Use of a condom during sex- 
ual intercourse. 
See also BIRTH CONTROL; “SAFE SEX.” 


coitus interruptus A contraceptive technique 
involving the man’s withdrawal of the penis from 
the vagina before ejaculation; it is also known as 
the withdrawal method. Its main advantage is that 
no supplies are needed. The disadvantages are that it 
requires a high level of motivation, self-control and 
practice by the male. It also interferes somewhat with 
the sexual response cycle and satisfaction of both the 
man and the woman. It is not an effective contracep- 
tive method, since failures can occur due to either 
failure to withdraw before ejaculation or due to leak- 
age of small amounts of semen prior to ejaculation. 
See also BIRTH CONTROL. 


color Color carries with it psychological associa- 
tions that are expressed in language. For example, 
we are “green with envy,” “see red” and have the 
“blues.” Many people associate certain musical tones 
or other sounds with colors. Certain clear shades 
of red, orange and yellow are associated with food 
and are very appetizing. Tinting food with blue, 
violet or other mixtures of colors has been found to 
make it unappetizing. 

Attraction to colors changes somewhat with age. 
Babies tend to be attracted to yellow, white, pink 
and red. Older children are less attracted to yellow 
and tend to like colors in the order of red, blue, 
green, violet, orange and yellow. As adults mature, 
blue tends to become a favorite color, possibly 
because of changes in the eye itself and the way it 
sees color. Differences in light perception between 
dark and light eyes may account for the fact that 
brunettes tend to prefer red and blondes blue. 

Studies have determined that colors have certain 
psychological and physical effects. For example, red 
is the strongest and most stimulating of colors. It has 
been shown to increase hormonal activity and to 
raise blood pressure. Red stimulates creative thought 


and is a good mood elevator but is not conducive 
to work. Orange shares many of the qualities of red 
but, especially in its combined forms, is considered 
more mellow and easy to live with. Yellow’s charac- 
teristic of being the most visible color makes it use- 
ful for signs or other purposes that promote safety. 
It also seems to have a good effect on metabolism. 
Green and blue green have been found to be relax- 
ing colors that promote work requiring concentra- 
tion and a meditative atmosphere. Blue has the 
opposite effect of red. It lowers bodily functions and 
promotes a restful atmosphere; however, it may be 
depressing if used too extensively. Being surrounded 
with blue has caused participants in psychological 
tests to underestimate time periods and the weight 
of objects. Purple, a combination of red and blue, 
has a neutral effect. In large amounts, it is disturbing 
because the eye does not focus on it easily. Monot- 
onous use of the same color has been found to be 
more disturbing than a variety of colors. 

Healing and mystical properties have been 
ascribed to color throughout history. Ancient peo- 
ples associated colors with the houses of the zodiac 
and with the elements. Color was highly important 
in the practice of magic. The superstitious feel that 
blue and green divert the power of the evil eye. 
Color has been important in religious symbolism 
and ritual. For example, in Judaism red, blue, pur- 
ple and white have been considered divine colors. 
In Chasidic sects, women are forbidden to wear red 
or other bright colors that draw attention to them- 
selves. Green, the color of life and rebirth, is impor- 
tant in Christianity. In many cultures even close to 
modern times, red was considered to have healing 
properties to the extent that it was thought benefi- 
cial to actually surround a patient with red cloth- 
ing, red furnishing and covers and give him or her 
red food and red medicine. 

Fear of colors is known as chrematophobia, 
chromophobia and chromatophobia. 

See also BLOOD PRESSURE; CREATIVITY. 


Birren, Faber. Color Psychology and Color Therapy. Secaucus, 


N.J.: Citadel Press, 1961. 


coma When the cortex of the brain cannot be 
aroused, an individual is said to be in a coma. Many 
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syndromes can produce coma, including cerebral 
hemorrhage; large cerebral infarction; blood clots 
in the brain; tumors; failure of oxygen supply; 
nutritional deficiency; poisonings; concussion and 
other trauma; and electrolyte disorder. 

Metabolic problems impair function in the 
brain, and when nerve impulses are abnormal, a 
state of coma ensues. Diabetic coma is one of the 
metabolic coma-producing diseases. Treatment of 
diabetic coma is specific, usually beginning with 
massive doses of insulin. On the other hand, exces- 
sive insulin can cause coma in diabetics from hypo- 
glycemia (low blood sugar), requiring immediate 
administration of sugar (glucose). In other types of 
coma, measures are taken to ensure that no further 
damage will be done to the brain. This means being 
sure that breathing is normal and that the heart 
is functioning properly. Glucose is given intrave- 
nously to assure sufficient nutrition to the brain. 
Careful diagnosis and special therapy are essential. 
Medication may be necessary to combat an infec- 
tion in another organ that led to the coma. 

See also BRAIN. 


combat fatigue See POST-TRAUMATIC STRESS DISOR- 
DER. 


combat neurosis See POST-TRAUMATIC STRESS DIS- 


ORDER. 


commitment People requiring psychiatric care are 
hospitalized through either a voluntary or an invol- 
untary admission. A voluntary admission involves 
the individual signing into a treatment source of his 
own free will. An individual who enters a facility 
voluntarily may reject any type of treatment pre- 
scribed and may sign himself out of the facility at 
any time. Involuntary admission, or involuntary 
commitment, is the process by which an individual 
suffering from a severe mental disorder is legally 
deprived of her freedom. An individual may be 
committed legally in most states if she is likely to 
physically harm herself or other people or is unable 
to physically care for herself. Physicians who have 
examined the person explain to the court, usually 


in writing, why they believe the person should be 
placed in a mental institution. 

Commitment is unpopular, as it forces a physi- 
cian to make a decision that deprives a person of 
his liberty against his wishes. Yet physicians are 
held responsible for making the decision to avoid 
harm (death from suicide) to the patient or others 
(homicide). Patients may also be so severely ill that 
they are unable to care for themselves physically 
(maintain nutrition, protection from the elements) 
or exhibit lack of judgment that physically endan- 
gers the patient. The certified patient is entitled to 
a defense attorney, and the decision to exact the 
commitment must be made by a judge based on the 
evidence. The procedure is set up to protect people 
who are mentally ill while at the same time protect- 
ing individual rights. 

See also LEGAL ISSUES. 


communication A process through which mean- 
ings are exchanged between individuals. When indi- 
viduals feel understood, they have communicated 
effectively: They are in control of events, other peo- 
ple trust and respect them, and in work settings, they 
feel valued. Communicating effectively enhances 
health and self-esteem, nurtures relationships and 
helps people maintain good mental health. 


Failure to Communicate 


When individuals do not communicate well, they 
feel misunderstood, frustrated, distressed, defensive 
and often hostile, all of which increase their stress 
level. Faults and flaws in communication habits, as 
well as communication gaps, cause stress to many 
people and those with whom they interact on all 
levels, from the most intimate to the most distant 
of acquaintances. People who do not communicate 
effectively are more vulnerable to disease; they 
can be hostile and confrontational, and they are 
at increased risk for heart disease. People who feel 
misunderstood report more depression and more 
mood disorders of the kind shown to weaken the 
immune system. When communication breaks 
down, heart rate speeds up, cholesterol and blood 
sugar levels rise, and they become more susceptible 
and sensitive to headaches, digestive problems and 
pain. In work settings, communication gaps can 
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reduce productivity, make workers irritable and 
even increase the risk of accidents. 


Differences in Male-Female Communication Styles 


According to Bee Reinthaler, a personnel communi- 
cations specialist, differences between communica- 
tions styles of male and female managers in business 
can cause problems in efficiency and in accomplish- 
ing goals. Males in the corporate world often use a 
complex combination of business, sports and mili- 
tary jargon. Their behavior is action-oriented and 
competitive. On the other hand, women generally 
are more demonstrative and frame their speech 
with qualifiers, questions and questioning intona- 
tions. They express doubts, uncertainties and feel- 
ings more frequently than men. 

According to Reinthaler, when women wait for 
men to speak first, they create an image of incom- 
petence. “Men may then fall into the stereotypical 
role of treating women as incompetent, and the 
stereotypical interaction continues in a destructive 
way. It would be more effective if managers of both 
genders would ‘speak the same’ language.” 

“Many women attempt to crack the male com- 
munication code in the workplace until something 
happens that shows they have underestimated its 
complexities,” says Candiss Rinker, an expert in the 
science and practice of change management. She 
explains that women have been socialized from 
childhood to avoid direct communication about diffi- 
cult issues, so they often use a sugar-coated approach 
that other women understand, but men do not. 

Deborah Tannen, linguistics professor, says gen- 
der differences put women in a double bind at work 
that is not as evident in personal relationships. 
“Workplace communication norms were developed 
by men, for men, at a time when there were very few 
women present. The situation is aggravated when 
women hold positions of authority. If they talk in 
ways expected of women, they may not be respected; 
if they talk in ways expected of men, they may not be 
liked,” says Tannen, author of Talking from 9 to 5: How 
Women’s and Men's Conversational Styles Affect Who Gets 
Heard, Who Gets Credit and What Gets Done at Work. 


Removing the Stress from 

Your Communication Style 
Individuals should apply the old “golden rule” in 
communicating with others. They should speak the 


way in which they would like to be spoken to and 
listen to others the way they hope others will listen 
to them. It is important that they learn to express 
their likes and dislikes in a tactful and diplomatic 
way. They will find that when they are more direct, 
other people will be more responsive. With slight 
adaptations, these suggestions may be useful in com- 
municating with children, siblings, parents, cowork- 
ers, bosses or acquaintances and should be helpful in 
most situations. 





IMPROVING MENTAL HEALTH BY 
AVOIDING COMMUNICATION GAPS 





e Learn to cope with criticism. Receiving criticism 
causes stress. The impact on our mood and body 
depends more on how we describe the negative 
feedback to ourselves. Ask yourself: Does this seem 
reasonable? Is it fact or opinion? Are there others 
who might confirm or dispute this view? How would 
others have behaved? 

e Learn to listen. Listening is an active process 
requiring openness and receptivity. Keep your mind 
free of distracting reactions, responses, judgments, 
questions and answers. 

e Observe your own body language. Research shows 
that more than half of what we communicate is 
conveyed by body language. Smiling, frowning, 
sighing, touching or drumming fingers give out 
strong messages. Women tend to smile more than 
men, nod their heads and maintain more continuous 
eye contact while listening and speaking than men. 
Under stress or in new situations, this tendency 
becomes even more pronounced. 

e Recognize and respect differences in conversational 
styles. Styles of conversing play a major role in 
triggering misunderstandings. For example, women 
tend to ask more personal questions than men. Men 
more often give opinions and make declarations of 
fact. 

e Become more assertive. Speak and act from choice, 
and stand up for your rights without being aggressive. 

e Learn to say no when you want to. Avoid feeling 
resentful, frustrated or guilty. Take time before you 
respond to a request. You need not give lengthy 
explanations for saying no. 

e Try to resolve conflicts when you recognize them. Use 
“I” statements whenever possible, rather than attack- 
ing the other person with a “you” statement. Make 
sure you understand each other's concerns, positions 
or feelings by summarizing what you have heard. 
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See also ASSERTIVENESS TRAINING; BODY LANGUAGE; 
IMMUNE SYSTEM; RELATIONSHIPS; SELF-ESTEEM. 
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comorbidity The simultaneous appearance of 
two or more illnesses, such as the occurrence of 
alcohol dependence and depression. The associa- 
tion may reflect a causal relationship between one 
disorder and another, or an underlying vulnerabil- 
ity to both disorders. Also, the appearances of the 
illnesses may be unrelated to any common etiology 
or vulnerability. 


compensation A defense mechanism by which 

one attempts to make up for real or imagined defi- 

ciencies. It may be an unconscious or conscious 

process. Sometimes people strive to make up for 

these perceived defects of physique, performance 

skills or psychological attributes in genuine ways. 
See also DEFENSE MECHANISMS. 


competency (to stand trial) See LEGAL ISSUES. 


competition One of many situations present in 
American life that induces stress and affects mental 
health. It encourages individual achievement and 
the need to win. As such, it is the extreme oppo- 
site of another American concept—teamwork— 
which teaches us to respect others, appreciate their 
strengths and weaknesses, share our skills and 
knowledge and help others meet their goals. 


Early in life, children on the playing field expe- 
rience the contradiction of competition and team- 
work. Thus begins a source of stress we carry through 
much of our adulthood. Competition encourages 
comparisons between ourselves and others, both on 
a social and economic level; this in turn affects our 
feelings of self-esteem. 

See also AUTONOMY; CONTROL; SELF-ESTEEM; TYPE 
A PERSONALITY. 


complementary and alternative medicine A set of 
practices that, depending on the viewpoint, either 
complement or compete with conventional medi- 
cine in the prevention and treatment of concerns 
related to mental health and other diseases. Com- 
plementary therapies are often referred to as “alter- 
native” therapies. 

According to David Edelberg, M.D., writing in the 
Internist (September 1994), the terms “complemen- 
tary” and “alternative” therapies commonly refer 
to anything that is not conventionally practiced or 
taught in medical school. In 1994, there were more 
than 200 fields of alternative medicine. Alternative 
fields can be divided into four broad categories: tradi- 
tional medicine, such as Chinese or Native American; 
hands-on body-work, psychological or psychospiri- 
tual medicine and many holdovers from the 19th 
century, such as chiropractic and homeopathy. 

Complementary therapies for dealing with anxi- 
eties and healing mind as well as body, include 
emotional release therapies with or without body 
manipulation, emotional control or self-regulating 
therapies, religious or inspirational therapies, 
cognitive-emotional therapies and emotional expres- 
sion through creative therapies. Some of these have 
been known by such names as encounter groups, 
gestalt therapy, primal therapy, EST, bioenergetic 
psychotherapy, Rolfing, transcendental meditation 
and biofeedback. 

It is important to note that complementary ther- 
apies are not subject to scientific scrutiny through 
controlled efficacy studies with placebo or compari- 
sons of treatments. They are accepted and promoted 
as helping on the basis of “anecdotal evidence” 
stemming from individual reports of success. Some 
may be truly helpful while others may be useless 
or ineffectual. 
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Many individuals find relief for anxiety-induced 
conditions from one or a combination of comple- 
mentary therapies either along with or after seek- 
ing traditional care. For example, mental imagery is 
rated one of the six most commonly used alternative 
treatments among cancer patients and is believed 
by physicians as well as patients to reduce both the 
pain and distress of symptoms. However, as with 
other medical conditions, individuals should not 
overlook traditional psychiatric or medical treat- 
ments in favor of alternative therapies because they 
may be robbing themselves of valuable time as their 
condition progresses. 


Complementary vs. Conventional Care 


Conventional medical practitioners adhere to sci- 
entific models and methodologies that many com- 
plementary medical practitioners believe focus 
too exclusively on reductionist and physiochemi- 
cal explanations of biological phenomena. Propo- 
nents of complementary medicine suggest that this 
approach shows limited understanding of health and 
disease and, in particular, of interactions between 
mind/body connections, psychological, social and 
biological factors that influence coping with stress 
and disease processes. 

Advocates of complementary approaches, in 
recent decades known also as “holistic” (or “wholis- 
tic”) medicine, regard the influence of psychologi- 
cal factors and cognitive processes as equal to, if not 
more powerful than, the insights and methods of 
conventional medicine in coping with stress and 
disease and improving clinical outcomes. 

For most of the 20th century, the generally 
accepted model for understanding biological phe- 
nomena and intervening therapeutically was the 
allopathic method. It achieved scientific, economic 
and political primacy over the competing models 
such as osteopathic medicine, homeopathy, chiro- 
practic and other alternative approaches. However, 
the public’s interest in complementary therapies has 
grown tremendously during the last two decades of 
the 20th century. 

In a survey by the Harvard Medical School 
researchers reported that more than a quarter 
of the people they interviewed saw a physician 
regularly but were also employing another treat- 
ment, usually with their doctor’s knowledge. One 


in 10 respondents were relying on nontraditional 
treatments exclusively. The study emphasized the 
widespread acceptance of “alternative medicine,” a 
variety of unrelated practices from acupuncture to 
yoga, that are promoted as having healing benefits. 
The common factor between them is that they have 
not yet been subjected to scientific review, the pro- 
cess most of the Western world uses to determine 
whether a treatment is safe and effective. 

A landmark study published in 1993 in the New 
England Journal of Medicine showed that far more 
people visited providers of complementary thera- 
pies—an estimated 425 million in 1990—than vis- 
ited primary care physicians (388 million) during 
the same time period. The study, conducted by 
David Eisenberg and colleagues, found that one- 
third of Americans used alternative medical treat- 
ments. In addition, most of the expense for these 
visits, $10.3 billion, was out-of-pocket. 


Herbal and “Folk” Therapies 


In many cultures, herbs and other natural and botan- 
ical products are used to relieve anxiety-induced 
health conditions instead of modern diagnostic 
techniques and pharmacological treatments. Herbs 
are used to cure specific illnesses, improve health, 
lengthen life and increase sexual vigor and fertility. 

Herbal medicine may have begun with the 
Greeks and spread across Europe with the Roman 
conquests. However, the development of an orga- 
nized approach to using herbs took place in central 
Europe and the British Isles. Practices and beliefs in 
folk medicine are preserved in isolated, traditional 
cultures such as settlements in Appalachia and 
Native American tribes. Folk medical treatments 
have developed by serendipity, trial and error, with- 
out the benefit of the scientific method. Since folk 
cultures generally mix religious and spiritual beliefs 
with concepts of health and illness, they attribute 
disease to causes other than the natural causes rec- 
ognized by conventional medicine. In folk beliefs, 
mental or physical illness may be caused by divine 
retribution for transgression or by the will of spirits 
and other magical beings. Folk healers pass down 
techniques from one generation to the next and 
may jealousy guard their secrets. 

Because of immigration to the Western world at 
the end of the 20th century, many practitioners of 
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Western medicine are learning about folk medicine, 
so that they may better communicate with patients 
from other cultures. 


Increasing Interest by Insurers 


Increasingly, some health insurers are paying for 
complementary therapies, removing some of the 
financial stress involved in seeking these treat- 
ments. A study reported in the Journal of Health Care 
Marketing (Spring 1995) indicated the mechanisms 
through which each of three complementary ther- 
apies (chiropractic, acupuncture and biofeedback) 
gained some credibility and acceptance by insur- 
ers from the government, third-party insurance 
companies and HMOs. Results indicated that these 
therapies have each achieved at least moderate suc- 
cess in obtaining third-party reimbursement. 


Choosing Alternative Therapies 


Individuals who decide to take an unproven ther- 
apy should let their physician know what they are 
doing. He or she will need to take the effects of that 
treatment into account when evaluating their care. 
Be wary when encountering claims that a treat- 
ment works miracles, such as rejuvenating skin or 
curing cancer with no pain or side effects. Watch 
out for contentions from proponents of a treatment 
that the medical community is trying to keep their 
“cure” a secret from the public. Also, be wary of any 
demands by the practitioner that a complementary 
treatment be substituted for a currently accepted 
practice. According to Harvard Women’s Health 
Watch (June 1994), while there may be little harm 
in adding an alternative practice such as medita- 
tion or massage therapy to a therapeutic regimen, 
replacing a valid treatment with one that has no 
proven efficacy may have serious consequences. 

Watch out for claims that the treatment is better 
than approved remedies just because it is “natural.” 
Natural products are not necessarily more benign 
than agents synthesized in a laboratory. A drug is 
any substance that alters the structure or function 
of the body, regardless of its source. It is important 
to remember that many plants contain toxic sub- 
stances that can be harmful when taken in uncon- 
trolled doses. 

See also ACUPUNCTURE; AYURVEDA; BIOFEEDBACK; 
CHIROPRACTIC MEDICINE; GUIDED IMAGERY; HOLISTIC 


MEDICINE; MEDITATION; MIND/BODY CONNECTIONS; 
RELAXATION; RESOURCES; ROLFING; TRANSCENDENTAL 
MEDITATION. 


* Reprinted with permission from Encyclopedia of Phobias, 
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complex Ideas that are linked together and 
related to feelings that affect an individual’s behav- 
ior and personality. For example, a person may 
have suffered an early experience that made him 
feel inferior; he may have an inferiority complex 
as an adult. He may react by being timid or do just 
the opposite and act aggressively to compensate for 
his true feelings. Individuals who act like bullies 
often have superiority complexes and believe (or at 
least act as though they do) that they are superior 
to those around them. 

Well-known complexes are the Oedipus com- 
plex and Electra complex, in which, according to 
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Freudian thought, the individual is attracted to the 
parent of the opposite sex. 
See also ELECTRA COMPLEX; OEDIPUS COMPLEX. 


compliance The agreement by an individual in 
following treatment outlined by a physician or 
therapist. In some cases, compliance may mean 
changing lifestyle habits, such as stopping smoking 
or eating less. Compliance also refers to following 
a prescribed drug regimen, taking pills on time as 
prescribed or omitting certain foods because they 
cause adverse drug reactions. An example of the 
last is omitting foods that contain tyramine if one 
is taking a monoamine oxidase inhibitor (MAOI) 
for depression. Various studies show a strong rela- 
tionship between recovery, health and compliance 
with treatment recommendations. 

According to Jan Fawcett, M.D., Department of 
Psychiatry, Rush-Presbyterian-St. Luke’s Medical 
Center, Chicago, the term “adherence” might be 
used instead of compliance, because it puts more of 
a burden on the clinician to form a therapeutic alli- 
ance with the patient, which increases behavioral 
compliance and possibly enhances the therapeutic 
effect of the medication administered. 

Many variables may affect antidepressant treat- 
ment compliance, according to Dr. Fawcett. Patient 
characteristics, including their social matrix, are 
important and must be addressed. The treatment 
setting (study or office) and differences, such as 
acute or maintenance treatment, require attention 
to different strategies for obtaining compliance. 
Appropriate education must be provided to the 
patient regarding side effects. Clinical features of 
the illness, including severity, duration and comor- 
bid conditions are important to assess for planning 
a treatment and compliance strategy. 

See also ANTIDEPRESSANT MEDICATIONS, NONCOM- 
PLIANCE. 


Fawcett, Jan. “Compliance: Definitions and Key Issues.” 
Journal of Clinical Psychiatry (1995): 4-8. 


compulsion See OBSESSIVE-COMPULSIVE DISORDER. 


compulsive disorder See OBSESSIVE-COMPULSIVE 


DISORDER. 


computerized axial tomography (CAT) See BRAIN 
IMAGING. 


computers Machines promoted as tools to simplify 
tasks, and thus save time and effort. The computer is 
designed to serve as an extension of employees’ skills 
and capabilities. Implied is that the user is in control 
and the computer maintains the burden of adapta- 
tion. In fact, in many cases, the opposite is true. 

For lower-level employees, use of computers 
may diminish skill levels and autonomy, decrease 
morale and increase mental health problems. While 
these workers report that the computer makes their 
work more enjoyable, they also report job changes 
associated with computers that involve stressors, 
including increased time pressures and reduced 
possibilities for control of the task. Added to that 
is the stress of having their work on the computer 
monitored by the computer itself, which collects all 
aspects of employees’ activities and centralizes the 
information for management review. 

For higher-level employees, computers seem to 
have increased the work done and set new stan- 
dards of higher quality. With the advent of desktop 
and laptop computers, professionals in all fields are 
expected to do their own word processing, spread 
sheets, electronic mail and presentation prepara- 
tion. This has allowed management to cut back on 
staff. Although computers are a powerful technol- 
ogy, they are continuously changing the way we do 
business and, thus, have become a major stressor 
for employees at all levels. 

See also AUTONOMY; CONTROL. 


concurrent therapy Simultaneous treatment of 
husband and wife and possibly other family mem- 
bers in marital therapy or psychotherapy, either by 
the same or different therapists. 

See also SEX THERAPY. 


conditioning Procedures to change behavior pat- 
terns. Conditioning techniques are used in therapy 
for several mental health conditions, including 
anxieties and phobias. There are three main types 
of conditioning: classical, operant and modeling. 
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In classical (Pavlovian) conditioning, two stimuli 
are combined: one adequate, such as offering food 
to a dog to produce salivation (an unconditioned 
response), and the other inadequate, such as ring- 
ing a bell, which by itself does not have an effect on 
salivation. After the two stimuli have been paired 
several times, the inadequate or conditioned stim- 
ulus comes to elicit salivation (now a conditioned 
response) by itself. 

Operant conditioning is also considered a 
method of learning. Operant conditioning involves 
the strengthening or weakening of some aspect of a 
response (for example, its form, frequency or inten- 
sity) based on the presentation of consequences. 
Two basic forms of operant learning are contin- 
gency management and operant shaping. Contin- 
gency management involves the manipulation of 
existing stimuli that precede or signal the behavior 
(such as taking cookies out of the cupboard to stop 
a child from climbing and opening the cupboard) 
or manipulation of stimuli that follow it as conse- 
quences (reinforcement or punishment). 

Operant shaping involves gradually and systemati- 
cally reinforcing responses until a long-range desired 
new behavior is achieved. Shaping is also known as 
behavior shaping, approximation conditioning or 
reinforcement of successive approximations. 

The term “operant conditioning” was coined by 
Burrhus Frederic Skinner, (1904-90) an American 
psychologist who applied an understanding of oper- 
ant conditioning to psychotherapy, language, learn- 
ing, educational methods and cultural analysis. 

The principles of operant conditioning have been 
the basis for programs that successfully treat a wide 
range of human behavior problems, habit problems 
and behavioral deficiencies, as well as elicit and 
maintain new behavior development. 

Unlike classical and operant conditioning that 
require repeated trials for new learning or behav- 
ior, modeling results in behavior acquisition by 
observation. Subsequent performance of the new 
behavior may rely on operant reinforcement and 
past history of the observer. 

See also BEHAVIOR THERAPY. 


Doctor, Ronald M., and Ada P. Kahn. Encyclopedia of Pho- 
bias, Fears and Anxieties. 2nd ed. New York: Facts On 
File, 2000. 


condom A cylindrical sheath of rubber placed on 
the penis prior to coitus (sexual intercourse) that 
catches seminal fluid and prevents sperm from 
entering the vagina and impregnating the woman. 
Condoms are also known commonly as “rubbers” 
or “sheaths.” 

Condoms also act as barriers to bacteria, help- 
ing to prevent sexually transmitted diseases (STDs) 
from passing between partners. The condom should 
be put on the penis before any contact and should 
be properly removed after ejaculation, so that no 
sperm makes contact with the vagina. However, 
condoms are not 100 percent effective in prevent- 
ing the spread of certain sexually transmitted dis- 
eases, because the male scrotum, if infected, may 
spread the infection to a partner. 

In the 1980s, during the escalation of the AIDS 
(acquired immunodeficiency syndrome) epidemic, 
the use of condoms was promoted as a safe sex mea- 
sure and means of reducing the risk of the spread of 
AIDS and STDs. 

Advantages of using a condom as a contracep- 
tive include relatively low cost, availability without 
a physical examination or prescription and protec- 
tion against STDs. Disadvantages include the care 
in user behavior required to make it effective and 
its reputation for dulling sensation in the penis. 

The condom may have been invented by 
Dr. Condom, a physician in the court of Charles II 
(1650-85). However, the first published report of 
condom use to prevent venereal disease was in the 
work of the Italian anatomist Fallopius in 1564. 

Historically, the French have referred to the con- 
dom as the “English cape,” and the English have 
referred to it as the “French letter.” 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME; 
BIRTH CONTROL; “SAFE SEX;” SEXUALLY TRANSMITTED 
DISEASES. 


conduct disorder Also known as juvenile delin- 
quency; the largest single group of mental health 
disorders during adolescence. The rate is approxi- 
mately 20 percent in adolescent boys and 2 percent 
in adolescent girls. Adolescents are responsible for a 
substantial proportion of violent crimes, accounting 
for over 18 percent of all arrests for violence. The 
escalation of such deviant behavior in adolescents 
is twice that of the adult rate. 
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The adolescent prone to violence often has low 
self-esteem, is easily frustrated, has difficulty con- 
trolling impulses and has repressed rage. About 50 
percent of adolescent delinquents progress to seri- 
ous antisocial behavior as adults. Adolescent delin- 
quency also predicts a high rate of alcohol abuse in 
adulthood. 

Factors that lead to conduct disorder seem to be 
both social and biologic. Social factors include pov- 
erty, overcrowding, parental unemployment, broken 
homes and parental rejection. The youth may have 
had poor parenting techniques and received harsh, 
punitive discipline. Many boys with conduct disor- 
ders had fathers who also engaged in delinquent 
behavior as adolescents. Some adolescent delin- 
quents have a history of serious medical and neuro- 
logical illness. Many are more accident-prone than 
their peers and have been victims of birth injury and 
physical abuse as young children. Another factor is 
the presence of a depressive disorder; aggressiveness 
and antisocial behaviors are the externalized expres- 
sion of the disorder. Research studies are beginning 
to show that treatment of underlying depression 
may reduce aggressive and antisocial behaviors. 

In younger children as well as adolescents, con- 
duct disorder may include some of the following 
behaviors: 


steals without confrontation of a victim on more 
than one occasion (including forgery); steals 
with confrontation of a victim (e.g., mugging, 
purse snatching, extortion, armed robbery) 

runs away from home overnight at least twice while 
living in parental or parental surrogate home (or 
once without returning) 

often lies (other than to avoid physical or sexual 
abuse) 

deliberately engages in arson 

often truant from school (for older person, absent 
from work) 

breaks into someone else’s house, building or car 

deliberately destroys others’ property (other than 
by fire setting) 

is physically cruel to animals or people 

forces someone into sexual activity 

uses a weapon in more than one fight 


See AGGRESSION; PERSONALITY DISORDERS. 


Davis, Kenneth, Howard Klar, and Joseph T. Coyle. Foun- 
dations of Psychiatry. Philadelphia: W. B. Saunders, 
1991. 


confabulation See KORSAKOFF’S SYNDROME. 


confidentiality See LEGAL ISSUES. 


conflict resolution The ability of people to come 
out of an encounter respecting and liking each 
other. This is a win-win situation in which the 
stress of anger and confrontation are minimized, 
and those involved are able to be heard, to express 
their position and articulate their needs. 





AVOID THREATS TO GOOD MENTAL HEALTH 
WITH CONFLICT RESOLUTION 





e Think before speaking. 

e Say what you mean and mean what you say. 

e Listen carefully to the other person. 

e Do not put words in the other person’s mouth. 

e Stick to the problem at hand. 

e Refrain from faultfinding. 

e Apply the same rules to handling personal and busi- 
ness conflicts. 





See also COMMUNICATION. 


congenital defects Malformations or other bodily 
disorders that are present at birth; also known as 
birth defects. Some birth defects manifest them- 
selves years later. Some birth defects can be pre- 
vented with genetic counseling before pregnancy. 

See also CHROMOSOME; DOWN SYNDROME; GENETIC 
COUNSELING; GENETIC DISORDERS. 


conscience The part of the mind that provides 
judgment of one’s own values and actions. Con- 
science plays an important role in developing a 
positive self-image and avoiding feelings of guilt 
and shame. 

See also BODY IMAGE; SELF-ESTEEM. 
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consent, informed Agreement to a plan for medi- 
cal care, surgery or other type of therapy. In some 
cases, informed consent must be obtained from the 
individual to prescribe certain drugs that are used 
for research purposes only. In all cases, individu- 
als who enter therapy for a mental health condi- 
tion should be informed about choices of therapy, 
possible side effects of medications if a medication 
is prescribed for them and desired outcome, before 
going ahead with the therapy plan. In a legal sense, 
informed consent also refers to the right of a health 
professional such as a therapist to release informa- 
tion learned in therapy sessions only upon the con- 
sent of the patient involved. 
See also LEGAL ISSUES. 


Consolidated Omnibus Budget Reconciliation Act 
(COBRA) A law enacted in 1986 that enables 
workers to keep their employer-sponsored health 
care insurance during times of voluntary or involun- 
tary job loss, reduction in hours worked or transi- 
tion between jobs and in certain other cases. In these 
situations, the same mental health benefits are avail- 
able to the individual. Different restrictions apply to 
people who leave jobs voluntarily. 

Usually COBRA requires that group health plans 
sponsored by employers with 20 or more employ- 
ees in their prior year offer employees and their 
families the opportunity for a temporary extension 
of health coverage (called continuation coverage) 
in certain instances where coverage under the plan 
would otherwise end. Events that can cause work- 
ers and their family members to lose group health 
coverage may result in the right to COBRA cover- 
age. These include 


e divorce or legal separation of a covered employee 


e voluntary or involuntary termination of the cov- 
ered employee’s employment for reasons other 
than gross misconduct 


e reduced hours or work for the covered employee 
e covered employee becoming entitled to Medicare 


e loss of status as a “dependent child” under plan 
rules 


e death of a covered employee 


Depending on one’s circumstances, coverage 
under COBRA may be for 18 or 36 months. Quali- 
fied individuals may be required to pay the entire 
premium for coverage up to 102 percent of the cost 
to the plan. Premiums may be higher for peoples 
exercising the disability provisions of COBRA. Pre- 
miums may be increased by the plan; however, 
premiums generally must be set in advance of each 
12-month premium cycle. Individuals subject to 
COBRA coverage may be responsible for paying all 
costs related to deductibles and may be subject to 
other limitations of benefits. 


constipation Inability to have a bowel move- 
ment. Many people cause themselves stress and 
worry because they do not have a bowel movement 
every day. However, many healthy people may not 
have a movement for several days and suffer no ill 
effects. Advertising for laxatives seems to have cre- 
ated an “illness” called “irregularity,” which laxa- 
tives are said to cure. A better approach to solving 
the problem is through diet and exercise. A diet 
rich in fiber, including fresh fruits and vegetables 
as well as whole grains, will help establish patterns 
of regularity. 

Emotional factors, such as tension, frustration 
and resentment, may result in constipation. Ten- 
sions may cause the muscles of the intestines to 
tighten, or contract, in what is called spastic consti- 
pation. This is often a part of the syndrome known 
as irritable bowel syndrome. 

Elderly people often suffer from constipation, in 
some cases because of diminishing tone of intesti- 
nal and other muscles, as well as the slowing down 
of body signals from reduced efficiency of the ner- 
vous system. 

See also IRRITABLE BOWEL SYNDROME. 


continuing care retirement See AGING. 


content, latent See DREAMING. 


contract (therapeutic contract) A mutually agreed 
upon statement of the changes an individual desires 
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to accomplish through psychotherapy; it is also 
known as a therapeutic contract. Some therapists 
ask the individuals to put their goals in writing. In 
many cases, the contract is revised several times as 
therapy progresses. 

See also PSYCHOTHERAPIES. 


contraindication Circumstances in which a drug 
should not be prescribed for a particular person. For 
example, the stimulant dextroamphetamine would 
not ordinarily be prescribed for an individual who 
has high blood pressure. 

Contraindications may be considered absolute, 
that is, never considered justified, or relative, imply- 
ing that a procedure may entail significant risk or 
adverse effects. Use of a treatment in the face of 
the relative contraindications should be weighed 
against the risks of not giving treatment. 


control Having a feeling of control over one’s life— 
including everyday events and their outcomes—is a 
factor in maintaining good mental health. Although 
people do not always consciously think about their 
level of control while things are going well for them, 
they are aware of losing control when their sense 
of control is threatened. For example, agoraphobics 
fear having a panic attack while they are away from 
a safe place because they fear losing control of them- 
selves in ways such as fainting or becoming ill. Indi- 
viduals who are fearful of flying remain that way 
because they feel totally out of control while in the 
hands of the pilot. While individuals cannot always 
control the event, such as fly the airplane, they can 
learn to control their own responses to stressful 
situations. For example, a phobic person can learn 
relaxation techniques to control the rapid breathing 
that occurs when he faces a feared situation. In that 
sense, he then takes control of the situation. 


control group This group is involved during many 
drug tests and other experiments in which one fac- 
tor is being tested. In the control group, the specific 
factor is deliberately left out. An example is a drug 
test for a new high blood pressure drug, in which 


the control group may be given a placebo instead of 
the new drug. 


conversion reaction An emotional conflict trans- 
formed into a physical symptom. Often the emo- 
tional problem is too painful for the person to face 
consciously, so the conflict is converted into a sen- 
sory or motor disability. For example, a person may 
have what appears to be a real paralysis of an arm or 
leg when there is no organic cause for the disability. 


convulsions Involuntary spasmodic contractions 
of muscles. This can be accompanied by loss of con- 
sciousness that occurs with certain neurological 
disorders as well as during withdrawal of central 
nervous system depressants or following an over- 
dose of a stimulant. 

See also EPILEPSY; SEIZURES. 


coping The psychological and practical solutions 
that people must find for extremely distressing situ- 
ations, as well as everyday challenges. Examples of 
these situations are dealing with cancer, caring for 
an aging relative, readjusting after the death of a 
loved one, facing unemployment and dealing with 
random nuisances. 

Arthur A. Stone and Laura S. Porter, writing in 
Mind/Body Medicine (March 1995), defined coping 
as “constantly changing cognitive and behavioral 
efforts to manage specific external and/or internal 
demands that are appraised as taxing or exceeding 
the resources of the person.” Different individuals 
develop different ways of coping, through which 
they learn to adapt their responses and reduce their 
stress and anxieties. 

To some, “coping” means getting on with life 
and letting things happen as they may. To others, 
it is consciously using the skills they have learned 
in the past when facing problem situations. Cop- 
ing can mean anticipating situations, or it can mean 
meeting problem situations head-on. For exam- 
ple, managers who are able to handle employees 
in everyday situations become nervous and jit- 
tery when anticipating giving a public speech. In 
a serious medical crisis, some people cannot cope 
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with their own illness, but they manage to muster 
strength to care for a loved one. 

Individuals can learn new coping skills from 
mental health professionals as well as those who 
practice alternative or complementary therapies, 
such as meditation and relaxation training. Relax- 
ation and deep breathing techniques can help over- 
come the stress involved in a difficult situation. 


Better Coping for Better Mental Health 


When Hans Selye (1907-82), an Austrian-born 
Canadian endocrinologist and psychologist, wrote 
his landmark book The Stress of Life, he described 
the general adaptation syndrome. The secret of 
health, he said, was in successful adjustment to 
ever-changing conditions. 

Research studies have shown that people who 
cope well with life’s stresses are healthier than those 
who have maladaptive coping mechanisms. In his 
book, Adaptation to Life, George Vaillant, a Harvard 
psychologist, summarized some insights about rela- 
tionships between good coping skills and health. He 
found that individuals who typically handle the tri- 
als and pressures of life in an immature way also 
tend to become ill four times as often as those who 
cope well. 

Stone and Porter reported that coping efforts 
may have direct effects upon symptom perception, 
as well as indirect effects on physiological changes, 
disease processes, mood changes, compliance with 
physician’s instructions and_ physician-patient 
communication. 

See also BEHAVIOR THERAPY; BREATHING; COMMU- 
NICATION; GENERAL ADAPTATION SYNDROME; HARDI- 
NESS; MEDITATION; RELAXATION. 


Locke, Steven, and Douglas Colligan. The Healer Within. 
New York: Mentor, 1986. 

Selye, Hans. The Stress of Life. New York: McGraw-Hill, 
1956. 

. Stress without Distress. Philadelphia: J. B. Lippincott 
Company, 1974. 

Stone, Arthur A., and Laura S. Porter. “Psychological Cop- 
ing: Its Importance for Treating Medical Problems.” 
Mind/Body Medicine 1, no. 1 (March 1995). 





copulation See cortus. 


cortisol A hormone secreted by the adrenal cortex, 
also known as hydrocortisone. Cortisol is released 
in response to stress. Depressed individuals show 
consistently increased concentrations of plasma 
cortisol. In contrast to normal patients, depressed 
patients also do not consistently suppress their 
plasma cortisol levels in response to dexametha- 
sone. Dexamethasone suppresses cortisol secretion 
by acting on receptors at the hypothalamopituitary 
level to “turn off” adrenocorticotropic hormone 
(ACTH) and, in turn, cortisol; in depressed individ- 
uals this feedback mechanism is deficient. 

See also AUTONOMIC NERVOUS SYSTEM; BIOLOGICAL 
MARKERS. 


cotherapy A form of psychotherapy in which 
more than one therapist works with an individual 
or group. Cotherapy is also known as combined 
therapy, cooperative therapy, dual leadership, mul- 
tiple therapy and three-cornered therapy. Cother- 
apists work in various areas. For example, in sex 
therapy, one therapist is a male and the other is 
female, which encourages both viewpoints in sexu- 
ality problems affecting a married couple. 
See also MARRIAGE; SEX THERAPY. 


counseling A term used to cover a variety of pro- 
fessional services available to an individual with a 
mental health concern. Such services may range 
from a trained social worker to a psychiatrist. Ser- 
vices may be provided in a school or employment 
setting or in a health center. 

Counseling may be available for an individual, 
a couple or a family. When one is seeking counsel- 
ing, help can be obtained by calling a local hospital 
or looking in the yellow pages of the telephone 
directory under psychologists or psychiatrists. 
Some listings have the heading “counselors.” 
There are also many self-help and support groups 
in which members who have similar situations 
share experiences. A sense of improvement takes 
place for many participants in the group because 
they realize that they are not alone with their 
problems and concerns. 

As anyone can claim to be a “professional coun- 
selor,” it is wise to learn what training the counselor 
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has had and whether he or she is certified by any 
state agency or professional board. 
See also PSYCHOTHERAPIES; SUPPORT GROUPS. 


countertransference A term first identified in the 
psychiatrist-patient relationship. Countertransfer- 
ence in a general sense is any strong emotional reac- 
tion by a therapist to a patient. As the converse of 
transference, it is the displacement onto the client of 
the helping person’s feelings that arise from the help- 
ing person’s early childhood experiences with sig- 
nificant persons. Such distortions can interfere with 
the therapist-patient relationship. Indications of this 
process at work may be the therapist having sexual 
or aggressive fantasies toward the patient, dreaming 
about the patient, having extreme feelings of liking or 
disliking the patient, preoccupation with the patient 
in nonclinical situations and defensiveness with oth- 
ers about interventions with the patient. 

Therapists in training who experience these feel- 
ings discuss them with their supervisors, who help 
them decrease these distortions. 

While it is not uncommon for expert therapists 
to encounter countertransference feelings, they 
are, by virtue of their training and self-understand- 
ing, expected to be able to identify these feelings 
and use them to enhance therapy rather than dis- 
tort and block therapeutic progress. 

See also PSYCHOANALYSIS; PSYCHOTHERAPIES; TRANS- 
FERENCE. 


couples counseling An approach to therapy 
involving discussions and problem solving sessions 
facilitated by a therapist, sometimes with the cou- 
ple together or at times with individuals. Such ther- 
apy can help couples improve their communication 
with each other and resolve patterns of behavior 
that might result in more severe psychological 
problems. Feelings of anger and guilt are openly 
discussed and coping skills are evaluated. 

See also ANGER; COMMUNICATION; FAMILY THER- 
APY; GUILT. 


Cousins, Norman (1915-1990) American author, 
professor of medical humanities and leader in bio- 


behavioral healing. Cousins managed to heal him- 
self of a life-threatening disease and a massive 
coronary attack. Both times he used his own regi- 
men of nutritional and emotional support systems 
as opposed to traditional methods of treatment. 
The experiences are detailed in his books, including 
Anatomy of an Illness as Perceived by the Patient (Ban- 
tam, 1981), a worldwide best-seller, and The Heal- 
ing Heart: Antidotes to Panic and Helplessness (Norton, 
1983). 

Cousins is sometimes described as the man who 
laughed his way to health, a simplified explanation 
of the controversial healing method he employed 
when he was diagnosed in the mid-1960s as hav- 
ing ankylosing spondylitis, a degenerative disease 
that causes breakdown of collagen, the fibrous tis- 
sue that binds together the cells of the body. Almost 
completely paralyzed and given only a few months 
to live, Cousins checked himself out of the hospital 
and moved into a hotel room. While maintaining 
a positive mental outlook, he took massive doses 
of vitamin C and exposed himself to high doses of 
humor, including old movies and books by James 
Thurber, P. G. Wodehouse and Robert Benchley. 
In his book Anatomy of an Illness, Cousins wrote: 
“I made the joyous discovery that ten minutes of 
genuine belly laughter had an anesthetic effect 
and would give me at least two hours of pain-free 
sleep.” 

In 1980, about 15 years after his major illness, 
Cousins suffered a near-fatal heart attack in Califor- 
nia. According to an article in the Saturday Review, 
Cousins told his physicians at the UCLA Intensive 
Care Unit that they were “looking at what is prob- 
ably the darndest healing machine that has ever 
been wheeled into the hospital.” The article said 
that “Cousins makes his body a personal laboratory 
and befriends the society within his skin. He refused 
morphine; he asked for a change in the visiting rou- 
tine to ensure rest. Gradually he improved.” 

When facing the treadmill stress test with fear, 
Cousins realized that his fear was a factor in slow- 
ing his progress, so he adopted a more relaxed 
lifestyle, changed his diet and specifically avoided 
stress-producing situations. When he did the tread- 
mill test again, he approached it in a relaxed man- 
ner, listened to classical music and comedy tapes 
and had a better result. 


covert modeling 125 





A Saturday Review article commenting on The 
Healing Heart said that “It was not a medical text- 
book, but a study of awareness, listening, trust, 
choice, and intention about the intelligent use of a 
benevolent, centering will. It is about communica- 
tion and partnership between the healer and the 
healed. It addresses as complementary the art of 
medicine and the science of medicine, the person 
and the institution, and freedom of choice and pro- 
fessional responsibility. The book affirms hope and 
belief as biologically constructive forces, with belief 
guided by knowledge and tempered by reason.” 

At one point, Cousins interviewed 600 people 
with malignancies and found that in many cases 
their disease took a sharp turn for the worse when 
they received their diagnosis. He determined that a 
physician can activate the healing process by build- 
ing up both his or her and the patient’s confidence 
and creating a partnership for healing. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; HUMOR; IMMUNE SYSTEM; LAUGHTER; RELAXATION. 


Cousins, Norman. Anatomy of an Illness as Perceived By the 
Patient. New York: Bantam, 1981. 

. The Healing Heart: Antidotes to Panic and Helpless- 
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Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
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couvade A custom followed in some non-Western 
societies in which the father feels ill and stays in 
bed before and during delivery of the child. He 
may eyen show some symptoms of pregnancy and 
pangs of childbirth. The custom may be a sympa- 
thetic reaction or a means of drawing evil influence 
away from the wife and baby. 

There are references in medical literature to 
severe behavioral or mental problems associated 
with paternity: episodes of delirium; psychotic 
decompensation generally of a paranoid nature; 
panic attacks; and even cases of false pregnancy. 
Expectant fathers may become hyperactive, some- 
times resulting in increased incidence of sports 
injuries. There may also be an increase in aggres- 
sive behavior leading to fights and alcohol abuse. 
Fathers have been known to engage in avoidance 
behavior, disappearing during the delivery. There 


is also a significant increase in the number of 
divorces and suicides during the postpartum period 
and a decrease in libido and frequency of sexual 
relations. 

Today psychosomatic symptoms are the main 
characteristic of the couvade syndrome. Some men 
have reported digestive problems, nausea, vomit- 
ing, abdominal pain or bloating or a change in 
appetite or weight. Toothache is reported with sur- 
prising frequency. 

In contemporary American society, pregnancy 
has an impact on the expectant father, frequently 
in the form of physical symptoms, as well as in the 
form of anxiety, difficulty sleeping and changes in 
family and professional relationships. Pregnancy 
can also affect sexual activity, as well as the use 
of alcohol and tobacco. An increasing number of 
fathers-to-be are reducing their intake of alcohol 
and tobacco prior to conception because research 
has suggested that alcohol and nicotine in sperm 
may influence fetal development. 

Since the 1960s in the United States an increas- 
ing number of young fathers have attended pre- 
pared childbirth classes with their wives, in which 
they learn and practice breathing techniques 
during pregnancy so that they can be birthing 
“coaches” later on. Doing so gives them a sense of 
participating in the event and probably contrib- 
utes to a reduction of their own psychosomatic 
symptoms. 

See also CHILDBIRTH; PREGNANCY. 


* Adapted from LaPlante, Patrice. “The Couvade Syn- 
drome.” Canadian Family Physician 37 (July 1991). 


covert modeling Imagining or actually observing 
another person performing a behavior or action, 
and then imagining the particular consequences. 
For example, a person who feels extremely anx- 
ious about speaking in public can imagine another 
person getting up on the stage, delivering a talk, 
answering questions and feeling successful about 
the situation. The next step in the concept is for the 
individual to picture himself or herself doing the 
same thing at a reduced level of anxiety. 

See also BEHAVIOR THERAPY; COVERT REHEARSAL; 
PSYCHOTHERAPIES. 
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covert rehearsal An imagery technique in which 
an individual in therapy is asked to imagine himself 
or herself effectively doing an anxiety-producing 
task. The individual may repeat the visualization 
many times, considering different alternatives and 
outcomes. This procedure often follows covert mod- 
eling. The goal of the technique is to motivate the 
individual to believe that he or she can face the situ- 
ation or do the task at a reduced level of anxiety. 

See also BEHAVIOR THERAPY; COVERT MODELING; 
COVERT REINFORCEMENT; PSYCHOTHERAPIES. 


covert reinforcement A technique used in psy- 
chotherapy in which the individual imagines two 
responses to an action or situation, one which 
produces much anxiety and one which produces 
little. For example, the person first imagines see- 
ing another give a public speech (covert modeling), 
then practices covert rehearsal (imagining giving 
the speech), finally imagines that the speech has 
been given, and that there was a favorable audi- 
ence response without an undue level of anxiety. 

See also BEHAVIOR THERAPY; COVERT MODELING; 
COVERT REHEARSAL; PSYCHOTHERAPIES. 


crack The street name given to tiny chunks or 
“rocks” of freebase cocaine, a smokable form of the 
drug extracted from cocaine hydrochloride powder 
in a simple chemical procedure using baking soda, 
heat and water. Crack is even more rapidly physi- 
cally and psychologically addictive than powdered 
cocaine. Cocaine powder breaks down with heat 
and so cannot be effectively self-administered by 
smoking. In contrast, base cocaine or “freebase,” 
which has been chemically “freed” from its hydro- 
chloride salt, readily vaporizes into smoke by heat. 
Inhalation of the smoke gets the cocaine rapidly 
into the bloodstream through the lungs, faster than 
if powder cocaine is snorted. Extremely high blood 
levels of cocaine produced and delivered to the 
brain by smoking crack increase the likelihood of 
serious toxic reactions, including potentially fatal 
brain seizures, irregular heartbeat and high blood 
pressure. Congestion in the chest, wheezing, black 
phlegm and hoarseness may also result from smok- 
ing crack. 


Use of crack by pregnant women can cause fetal 
loss or damage and babies with low birth weights, 
who are extremely sensitive to noise, touch and 
other stimuli and cry frequently. Anyone who uses 
it is vulnerable to developing an addiction. 

See also COCAINE; SUBSTANCE ABUSE. 


cranial nerves Twelve pairs of nerves that emerge 
directly from the brain and mediate several of our 
senses. All but two of the nerve pairs connect with the 
brain stem, the lowest section of the brain. The other 
two, the olfactory and optic nerves, link directly with 
parts of the cerebrum, the main mass of the brain. 
Studies suggest that visual and olfactory stimuli may 
affect mood and motivation in significant ways with- 
out the awareness of the person affected. 

All the nerves emerge through various open- 
ings in the skull, and many then divide into major 
branches. 

See also BRAIN. 


crank The name for illegal methamphetamine, a 
potent stimulant that attracted attention during the 
1960s and early 1970s when it was popularly known 
as speed, meth and crystal. At low doses, crank effects 
include insomnia, dizziness, confusion, a sense of 
increased energy and alertness, suppressed appetite 
and feelings of well-being followed by depression. 
At higher doses, crank may produce severe anxiety, 
hallucinations, paranoid thinking and extremely 
aggressive behavior. Very high doses may result in 
convulsions, coma, cerebral hemorrhage and death. 
Crank is easily manufactured in illicit “basement” 
laboratories and is sold as yellow or off-white pow- 
der, chunks or crystals wrapped in foil or plastic 
bags or in capsule form. When first used, crank is 
frequently inhaled. Users learn to inject the drug, to 
obtain a brief but powerful euphoria or “rush,” simi- 
lar to that produced by crack cocaine. Crank users 
describe the feeling as an intense pleasure jolt or 
shock that pushes them to use the drug repeatedly. 
See also COCAINE; SUBSTANCE ABUSE. 


creativity An unusual association of words or 
ideas and ingenious methods of problem solving, 
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which may involve using everyday objects or pro- 
cesses in original ways. A free and voluminous flow 
of ideas is also part of the creative process even 
though most of the ideas may not be truly creative. 
The technique of brainstorming is related to this 
aspect of creativity. 

Although some aspects of the creative process 
have been defined and identified, creativity is a 
difficult mental activity to study or even to define 
because of its inherent subjectivity and various 
forms of manifesting itself in different areas of life. 
Behaviorists even adopt the position that there is no 
such thing as a creative act; what appears to be new 
is, in fact, “old wine in new bottles” or arrived at by 
luck and random experimentation. However, most 
discussions of creativity contain the concepts of the 
new, novel or unique or whether an idea is actually 
a combination of existing and known elements and 
ideas in a new way. For example, Shakespeare cre- 
ated dramatic masterpieces without using original 
plots. Another element of creativity is its relation to 
reality, to something others can relate to or use. A 
unique solution to a problem is not, in the end, cre- 
ative if it does not work. A work of art may be origi- 
nal but not truly creative unless it relates somehow 
to experiences, feelings or thoughts—even though 
previously undefined—of the observer. Some cre- 
ative ideas, however, are ahead of their time and 
may not be understood or appreciated until after 
the creator’s lifetime. 


The Creative Process 

Researchers and biographers of creative individu- 
als have identified certain stages in the creative 
process. Often the scientist or artist will identify 
an area of work that he wishes to attack, but after 
approaching it in a rational manner, he leaves 
it feeling dissatisfied and returns to less creative 
endeavors for a period that has been called incu- 
bation. A frequent experience is that after this 
period a solution or artistic concept may come 
rather suddenly, which then must be fleshed 
out, elaborated or tested. The ability to let go of 
proven reasonable concepts, to reach out beyond 
ordinary thought and then to return to test and 
rework the fruits of these irrational explorations 
is thought by many experts to be central to the 
creative process. 


Certain personality and intellectual characteris- 
tics have been found to correlate with creativity. 
Although intelligence and creativity are thought 
to be separate mental gifts, and not all intelligent 
people are creative, intelligence does seem to be 
necessary to creativity. Creative people have been 
found to be leaders and independent thinkers. They 
are self-assured and unconventional and have a 
wide range of interests. Since they are frequently 
involved in their own thoughts and inner life, they 
tend to be introverted and uninterested in social life 
or group activities. Passion for their field of work 
and a sense that what they do will eventually be 
recognized and make a difference are also qualities 
that support creativity. 

There is a somewhat prevalent attitude that cre- 
ative people have a reputation of being mentally 
unstable. Some experts say that creativity is actually 
limited or impossible in the presence of severe neu- 
rosis. Both tests and observations indicate that while 
creative individuals may have unusual personality 
structures and the potential for extreme behavior, 
they also possess extremely strong mechanisms for 
keeping these tendencies under control. On the other 
hand, studies of creative individuals have shown that 
a common element is a severe childhood trauma or 
loss, such as the death of a parent, and that many 
have a period of mental disturbance. Depression 
seems to be common among the creative. A com- 
mon pattern is a period of depression followed by an 
explosion of creative thought and work. 

Measuring creativity has challenged mental 
health professionals. For example, J. P. Guilford 
(1897-1987), who explored this area in the 1960s, 
described two areas of thinking: convergent or 
narrow, focused thinking and divergent thinking, 
which allows the individual to let her mind roam 
and explore a broad spectrum of ideas. Guilford felt 
that the latter type of thinking was most creatively 
productive. Under Guilford’s direction, the Tor- 
rance Tests of Creative Thinking were developed at 
the University of Southern California. 

Researchers have also taken an interest in stim- 
ulating and increasing creativity. It has been found 
that an individual’s creativity may increase or 
decrease according to her environment and work 
habits. For example, changing the atmosphere, 
time of day and even clothing for work may make 
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certain people more or less productive. Techniques, 
such as brainstorming and other group techniques, 
encourage the flow of ideas. Certain techniques of 
thought may allow the distancing that gives a fresh 
view of the project or problem. 

Although creativity is strongly associated with 
the arts, it is equally important to fields such as sci- 
ence, business and manufacturing. 


Levy, Norman, and Harold Kelman. “Creativity: Horney’s 
View.” In International Encyclopedia of Psychiatry, Psycho- 
analysis and Neurology, vol. 3, edited by Benjamin Wol- 
man. New York: Van Nostrand, 1977. 

Weisberg, Robert. Creativity, Genius and Other Myths. New 
York: W. H. Freeman and Company, 1986. 


Creutzfeldt-Jakob disease (CJD) A form of brain 
damage that may result in a rapid decrease of mental 
functioning and movement. The disorder, although 
rare, occurs in about one in 1 million people. It 
usually appears in midlife, beginning between ages 


21 and 70; the average age of onset of symptoms is 
in the late 50s. 

There are two forms of CJD. One is Classic CJD 
and has been recognized since the early 1920s. It 
is caused by a spontaneous transformation of nor- 
mal proteins into abnormal ones. The risk of CJD 
increases with age. In recent years, the United States 
has reported fewer than 300 cases of CJD a year, 
according to the Centers for Disease Control and 
Prevention. The majority of CJD cases occur spo- 
radically; a smaller proportion of patients develop 
CJD from inherited mutations of a gene. 

The second type of CJD is known as new variant 
CJD (nvCJD) and is an infectious form of CJD that 
is related to mad cow disease (bovine spongiform 
encephalitis). This type of CJD was first described in 
1996 in the United Kingdom. New variant CJD can 
result when someone is exposed to contaminated 
products. 

According to the U.S. Centers for Disease Con- 
trol and Prevention, as of October 2005 no cases of 
nvCJD had been reported in the United States. 





CLINICAL AND PATHOLOGIC CHARACTERISTICS DISTINGUISHING CLASSIC CJD FROM VARIANT CJD 








Characteric Classic CJD Variant CJD 
Median age at death 68 years 28 years 
Median duration of illness 4—5 months 13-14 months 


Clinical signs and symptoms 


Periodic sharp waves on 
electroencephalogram 

“Pulvinar sign” on MRI* 

Presence of “florid plaques” on 
neuropathology 

Immunohistochemical analysis of 
brain tissue 

Presence of agent in lymphoid tissue 

Increased glycoform ratio on 
immunoblot analysis of protease- 
resistance prion protein 


Often present 


Not reported 


Not reported 


Dementia; early neurologic signs 


Rare or absent 
Variable accumulation 


Not readily detected 


Prominent psychiatric/behavioral 
symptoms, painful dyesthesiasis, 
delayed neurologic signs 

Often absent 


Present in >75% of cases 
Present in large numbers 


Marked accumulation of protease- 
resistance prion protein 

Readily detected 

Marked accumulation of protease- 
resistance prion protein 





Source: Adapted from Belay E. Schonberger L. “Variant Creutzfeldt-Jakob Disease and Bovine Spongiform Encephalopathy.” Clinical Laboratory 


Medicine 22 (2002): 849-862. 


*An abnormal signal in the posterior thalami on T2- and diffusion-weighted images and fluid-attenuated inversion recovery sequences on brain 
magnetic resonance imaging (MRI); in the appropriate clinical context, this signal is highly specific for vCJD. 
Source: CDC. “Clinical and Pathologic Characteristics Distinguishing Classic CJD from Variant CJD.” Available online. URL: http://www.cdc.gov/ 


ncidod/dvrd/cjd/. Downloaded on February 21, 2007. 
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Once symptoms of CJD appear, the disorder 
progresses rapidly and may be confused with other 
types of dementia, such as Alzheimer’s disease. 
Early symptoms include personality changes and 
difficulty with coordination. There is no known 
cure for CJD. Medications such as sedatives, anti- 
psychotics and others may be helpful in controlling 
aggressive behavior. 


crime, witnessing See POST-TRAUMATIC STRESS DIS- 
ORDER. 


crisis A turning point, for better or worse, in an 
acute disease, an emotionally significant event or 
radical change in status in a person’s life. The anxi- 
ety involved in a crisis situation may result from 
a combination of the individual’s perception of an 
event and his or her ability or inability to cope with 
it. Some people cope better with a crisis situation 
than others. 

Crisis intervention is often necessary to provide 
immediate help, advice or therapy to individu- 
als with acute stress or psychological or medical 
problems. Many crisis intervention centers uti- 
lize telephone counseling. For example, in cities 
throughout the United States, there is a suicide hot- 
line for those contemplating ending their lives. In 
some cases, a rape victim’s first step toward seeking 
professional assistance is to call a rape crisis hotline. 
When a bombing or shooting occurs in a public 
place, crisis intervention services are provided for 
survivors who witnessed the event in an effort to 
prevent the onset of or ameliorate post-traumatic 
stress disorder (PTSD). 


Crisis Intervention 


The goal of crisis intervention is to restore or 
improve the individual’s equilibrium to the same 
level of functioning as before the crisis. Many dif- 
ferent types of therapists and self-help groups 
provide crisis intervention. Therapy may include 
talking to the stressed individual and appropriate 
family members or short-term use of appropriate 
prescription medications. However, crisis interven- 
tion is not a substitute for longer term care. Through 
therapy, the individual may learn to immediately 


modify certain environmental factors as well as 
interpersonal aspects of the situation causing the 
crisis. Emphasis should be on reducing stress and 
anxiety, promoting self-reliance and learning to 
focus on the present. Longer term therapy is help- 
ful after the individual has regained some degree of 
composure and coping skills. 

See also COPING; GENERAL ADAPTATION SYNDROME; 
POST-TRAUMATIC STRESS DISORDER; SELF-HELP; SUI- 
CIDE; SUPPORT GROUPS. 


Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
Challenges. New York: Facts On File, 2000. 


criticism Comments directed to another regard- 
ing behavior, appearance, performance, quality of 
work or other personal characteristics. Criticism 
may be favorable but is usually regarded as the 
opposite of praise. 

Receiving criticism may lower one’s self-esteem 
and even make one reluctant to do or try certain 
activities. For example, when a child receives nega- 
tive criticism regarding his singing ability from a 
teacher, the child may become reluctant to sing out 
loud again. Some individuals who have social pho- 
bias have them because of a fear of criticism. Exam- 
ples are fears of public speaking, eating in public or 
writing in public. 

Normal self-esteem is required to self-correct 
ineffective behavior that is continued. The capacity 
to accept criticism that is appropriate and modify 
behavior is often associated with self-improvement 
and success. Narcissistic individuals or others with 
very low self-esteem cannot accept even appropri- 
ate criticism. 

Some depressed people take criticism very 
harshly and sink even deeper into their feelings of 
worthlessness and helplessness. 

Children as well as others who are in the position 
of being students or followers thrive on encourage- 
ment rather than criticism, since they are actually 
in an inferior position to a parent, teacher or super- 
visor. Parents may be tempted to coax children out 
from bad to good behavior with rewards, but the 
end result is really rewarding objectionable behav- 
ior, rather than providing constructive solutions. 
Criticism should genuinely define what is desirable 
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and undesirable. Directions that are positive, clear 
and specific are more likely to produce results than 
short, general commands, such as “behave your- 
self.” When criticism is essential, the child’s attempt 
should be viewed as important. It is more produc- 
tive to focus criticism on the task or skill than on 
the person and to avoid comparison with other stu- 
dents or siblings. 

Criticism is usually not pleasant for the one being 
criticized and is often also unpleasant for the critic. 
In work situations, some supervisors find it diffi- 
cult to offer criticism to employees. In some situa- 
tions, supervisors avoid direct criticism, which may 
actually make problems worse. Putting criticism in 
writing is a way to avoid direct confrontation but 
may seem harsher than intended and gives the 
employee no immediate opportunity to respond. 
Writing a memo to a group criticizing acts that only 
a few have committed is another way of avoiding 
confrontation, but this usually offends the innocent 
and makes the guilty feel that what they are doing 
is a common practice. Employers may also have a 
tendency to mix praise and blame in such a way 
that the employee takes neither seriously. 

Some supervisors may have a tendency to scru- 
tinize the employee too closely and make general 
comments about his behavior in addition to what 
is needed to resolve the situation. Any criticism 
of an employee that fails to get to the heart of the 
problem and to deal with elements of the problem 
that may recur is counterproductive. A supervisor 
should expect that her criticism of an employee 
should be a learning experience for him as well. 

See also ANXIETY DISORDERS; INFERIORITY COM- 
PLEX; PHOBIA. 


Leach, Penelope. The Child Care Encyclopedia. New York: 
Knopf, 1984. 

Platt, J. M. “Encouragement.” In Encyclopedia of Psychol- 
ogy, vol. 1, edited by Raymond J. Corsini. New York: 
Wiley, 1984. 


crowding A large mass of people or animals. In 
Hans Selye’s landmark book, The Stress of Life (1976), 
he suggested that in humans, crowding may make 
men more competitive, somewhat more severe 
and like each other less, whereas women tend to 


be more cooperative and lenient and to like each 
other more. 

Selye speculated that residential crowding in 
itself does not produce psychological or physical 
symptoms of stress and anxiety. In fact, under cer- 
tain conditions, interpersonal contact is supportive, 
as long as the people know that they have the space 
to get away from each other when they want to. 
His studies, however, did not reflect later 20th cen- 
tury anxieties from heavy traffic, high-rise living, 
air pollution, noise and other features associated 
with contemporary urban life. 

See also AUTONOMY; CONTROL; GENERAL ADAP- 
TATION SYNDROME; PERSONAL SPACE; SELYE, HANS; 
STRESS. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


crying A vocal expression of emotion, accompa- 
nied by tears. It is both a cause of stress and a stress 
reliever, depending on the situation. For example, 
at funerals, it is a normal response to grief; at wed- 
dings, it is a response to happiness. As a natural 
reaction based in social custom and personal expe- 
rience, people cry when they are very sad or very 
glad. Movies are known as “tear-jerkers”; and no 
sight rouses more tears than soldiers returning 
home. Sometimes, people cry because they can- 
not cope any longer with stressful situations. There 
may be stress from pain, or real or anticipated losses 
of status, security or friendship. 

According to William Frey, a biochemist, giving 
in to a good cry is cathartic. “Emotional tears con- 
tain a higher protein concentration than tears that 
are shed when the eye is irritated by onion vapor. 
We are quite literally crying it out, removing chem- 
icals that have built up in the body due to stress.” 

Certain emotional disorders include crying as a 
symptom. In a depressive state, an individual may 
cry easily and without cause. In severe depression, 
an individual may lose the capacity to cry or weep, 
despite a feeling of profound sadness. In a newborn 
baby, crying clears the eyes and both inflates the 
lungs and removes secretions from the lungs; they 
also cry to indicate hunger and pain. 

See also DEPRESSION; GRIEF. 
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Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


cults The original concept of the cult was reli- 
gious. Groups known as cults, which grew out of 
the thoughts and attitudes of the 1960s, frequently 
had a religious philosophy and were often started 
by religious leaders. These groups may also have 
social or political reform as their goal, possibly even 
including terrorism. 

The cult experience varies. One new recruit to 
the “Moonies,” or members of the Reverend Sun 
Myung Moon’s Unification Church, recalled being 
awakened on his first morning in the cult by a gui- 
tarist singing “You Are My Sunshine.” Jim Jones, a 
former Disciples of Christ minister, led his follow- 
ers, members of the People’s Temple, into isolation 
and mass suicide in Guyana. 

Despite their differences, cults do share certain 
similarities. They seem to have arisen from a time 
period when social values were questioned and 
thought to be inadequate. New recruits are fre- 
quently young people who, although they may be 
emotionally stable, lack family and close friends 
and are searching for relief from confusion or emo- 
tional distress. Cults welcome new members with 
an attitude of caring and acceptance that creates a 
strong emotional experience for the new member. 
Once in the cult, the new member’s behavior and 
attitudes are dictated by strong pressure in a very 
close-knit atmosphere. Members are made to feel 
that there are continually higher levels of commit- 
ment or sanctity that they can attain in relationship 
to the group often involving considerable psycho- 
logical or physical stress. Questioning the values of 
the group is looked upon as evil or sinful. Mem- 
bers who were experiencing problems before their 
entrance into the group are reminded that to return 
to the outside would be to return to those difficul- 
ties. Cult leaders tend to be charismatic individu- 
als who may be considered to be divine by group 
members. Their whims, desires and opinions are 
obeyed without question. 

Family and friends of recruits are usually dis- 
tressed by their affiliation, which sometimes seems 
to occur with no warning. They observe strange 
speech and behavior patterns if the recruit main- 


tains contact at all. Some new cult members sever 
all close ties and disappear. In response to cult 
movements, certain groups and individuals have 
undertaken deprogramming efforts that attempt 
to extricate group members, usually at the request 
of their families. Deprogrammers may use force 
or coercion to remove members and have been 
accused of using brainwashing techniques similar 
to those used by the cults to hold their members. 
See also BRAINWASHING. 


Galanter, Marc. Cults, Faith, Healing and Coercion. New 
York: Oxford University Press, 1989. 

Johnson, Joan. The Cult Movement. New York: Franklin 
Watts, 1984. 


culture-related syndromes Beliefs and behav- 
iors that may not be concordant with those of cur- 
rently practiced, Western-style biomedicine. This is 
an area of concern to therapists who treat mental 
health concerns as the influx of immigrants into 
American society adds new dimensions to skills 
needed to treat these individuals. 

Therapists and patients often hold different 
models of health and illness that may influence the 
effectiveness of communication during a clinical 
visit as well as the outcome of treatment. For exam- 
ple, there may be significant differences in the ways 
anxiety is described and experienced. Lee Pachter, 
writing in the Journal of the American Medical Associa- 
tion, March 2, 1994, defines a “cultural group” as a 
group of people who share common beliefs, ideas, 
experiences, knowledge, attitudes and behaviors. 
Most clinical encounters can be regarded as an 
interaction between two cultures—the culture of 
medicine and the culture of the patients. Therapists 
and patients may have different explanatory mod- 
els for sickness. An explanatory model is the way 
an individual conceptualizes a sickness episode, 
including beliefs and behaviors concerning etiol- 
ogy, course and timing of symptoms, reasons for 
becoming sick, diagnosis, treatment and roles and 
expectations of the sick individual. 


Perceptions of Depression and Anxieties 


Depression and anxiety disorders are viewed in 
different ways in different cultures. For example, 
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studies indicate that agitation is a more common 
symptom among Japanese, South Indian and North 
Indian depressives than among Western depres- 
sives. Feelings or delusions of guilt are somewhat 
less common among Indians than Westerners. 

Indian studies during the 1970s indicated a fairly 
high degree of hypochondriasis, which is noticeable 
as bowel consciousness and concern about sexual 
potency and the genital organs. Chinese studies 
during the 1940s described the shook yang, in which 
an individual fears retraction of the genitals and 
death because of this process. 

In comparison studies of Indian and British 
depressed persons (1970s), certain differences 
were noted that may reflect cultural influences. 
For example, the Indians complained more about 
physical symptoms than the British. Physical symp- 
toms have also been observed in studies of African 
depressives. Individuals emphasize their symptoms 
based on what local medical people consider illness. 
Purely psychological symptoms are often dismissed 
as not of much consequence in less sophisticated 
groups. Rural Indians may use the body to express 
inner tensions and anxieties. Differences in such 
symptoms were noted among British and Indian 
soldiers under extreme stress during World War IL. 

Interpretation of guilt among depressives var- 
ies between cultures. For example, some Indians 
attribute their present suffering to possible bad 
deeds in a previous life. In the Indian social system, 
conformity is highly valued and the assumption of 
responsibility for one’s actions is less well devel- 
oped. Thus the individual fears failure rather than 
a loss of self-esteem because he is concerned about 
what others will say. 

Symptoms of obsession and paranoia appear 
more frequently in Western studies than among 
Indian depressives. This may be because rituals are 
accepted daily practices in some Indian socioreli- 
gious systems, and thus such systems are not con- 
sidered irregular by the individual or his relatives. 
Also, Westerners tend to be more competitive than 
Indians, and this tendency may explain a higher 
degree of suspicious paranoid attitude. 

Some specific differences between cultures 
include mourning practices, feelings of shame, guilt 
and projection, the interoperation of the sick role 
and methods of child training. 


Mourning practices differ among cultures, and 
the process of grief influences the occurrence of 
depression. For example, in some societies, religion 
promises continued interaction with the deceased 
and the possibility of reparation for whatever 
wrongs may have been done. However, acceptance 
of loss may be inhibited if customary rites and beliefs 
lose significance in rapidly acculturating groups. 
Whether mourning leads to depression depends on 
the degree of ambivalence in the individual’s rela- 
tionship to the lost person or object. Such relation- 
ships are affected by the interaction between parent 
and child, and particularly the relationship of father 
to child in patriarchal, traditional societies, which 
differs from that in most Western cultures. 

Shame and guilt influence depression and anxi- 
eties. Depression may be rare among illiterate 
Africans because of the lack of self-reproach, self- 
responsibility and a lack of individual competition, 
as well as a fatalistic attitude. Researchers during 
the 1950s and 1960s agreed that in Africa, depres- 
sion is relatively light and short, without feelings 
of sin and guilt. There is a relative infrequency of 
manic symptoms and a very low suicide rate. 

Early missionary reports indicated that Japanese 
guilt feelings were not related to sexual and sen- 
sual bodily expressions but instead connected with 
family obligations. The Japanese (according to a 
1960 study by P. M. Yap) have a term that liter- 
ally means repaying one’s parents; infractions of 
this obligation cause feelings that Westerners call 
“guilt.” Different individuals feel guilty about dif- 
ferent things, depending on their culture. In Japa- 
nese literature, more first-born than last-born males 
are among those who become depressed. This may 
occur because in the Confucian system, the eldest 
son has a heavy responsibility, especially when the 
father dies. 

Projection (a defense mechanism by which 
unacceptable impulses are attributed to others or 
personal failures are blamed on others) is used in 
many cultures. In some societies in which reli- 
gion teaches that the individual is evil because of 
a supernatural cause, there is also a mechanism 
for absolution, atonement and relief of guilt in the 
individual. In many Asian societies, rites of worship 
or reverence serve a similar function. Some indi- 
viduals will project guilt and depression to some 


culture-related syndromes 133 





evil “personality” that possesses and inhabits one’s 
being. These are alternative reactions to depression 
and are influenced by differences in education and 
social class. 

How people experience the sick role differs 
among cultures. For example, the “lost soul” belief 


(when it seems that they have no spirit and are 
depressed) in South America may also give cultural 
support to the depressed person in the condition 
called susto, which does not call for medical atten- 
tion. Illiterate groups, including the lower classes 
in advanced cultures, tend to define the sick role in 


Possible Relationships of Sociocultural Variables to Depression 





Behaviors 


Loss of Loved Object 


Introjected: 
seen to be 
unwarranted 


Arousal of repressed 
hostility previously 
caused by maternal 
deprivation in infancy 


Sociocultural Variables 


Meaningfulness of mourning 


| > rituals and belief in afterlife 


Nature and degree of parental 


Anger ee domination customary; attitudes 
| to authority, culturally supported 
Hostile 


sucide- 
homicide 


=p Prohibition against suicide 
and homicide 


Ideological (religious) factors 
molding “conscience”— degree 
of guilt awareness; possibilities 
of expiation and projection 


Parental roles in infant training; 


La sanctions used in child education; 


family size; social class 


Acceptance of defined sick-role; 


Clinical Depression ===... atys of elderly, especially women 


+ 


Prevalence of fantasy and 


Manic Denial T “illogical” thinking 


Source: Adapted from P. M. Yap, "Phenomenology of Affective Disorders in Chinese and Other Cultures,” CIA Foundation 


Symposium/Transcultural Psychiatry (London, 1965), p. 98. 
© Infobase Publishing 
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PATTERNS OF DEPRESSION IN THREE CULTURES 








West Nigeria India 
Incidence Common Rare (artifact?) Common 
Sick role Acknowledged Not acknowledged Acknowledged 

(no word for depression) 

Hypochondriasis Less common Common Common 
Paranoid symptoms Uncommon Most frequent Rare 
Guilt feelings Frequent Almost absent Rare 
Retarded/agitated R>A A>R A > R (artifact?) 
Fugitive impulse Not described Common (wander into jungle) Frequent (renunciation) 
Suicide Common Rare Less Common 





Adapted from J. S. Neki, “Psychiatry in South-East Asia.” British Journal of Psychiatry, 123 (1973): 257-269. 


physical terms and visit doctors with physical prob- 
lems instead of psychological ones. 

Child training influences how depression, anxi- 
eties and fears are expressed in later life. Guilt feel- 
ings may be influenced by parental severity in child 
training. Withholding of love and affection may 
increase self-aggression, and aggression seems to 
turn inward more readily when the mother, rather 
than the father, gives punishment. Variables in 
societies include types of parental dominance, use 
of verbal, love-oriented technique as opposed to 
physical punishment, the size of the family, the 
number of siblings, the presence of mother surro- 
gates and social class or culture pattern. 

There is a high prevalence of post-traumatic 
stress disorder (PTSD) among refugee groups from 
Southeast Asia and Central America who fled vio- 
lence and state terror. Researchers studying these 
groups have found a high co-occurrence of depres- 
sive disorder and dissociative experiences. The 
term “cultural bereavement” has been proposed as 
a diagnosis that more fully captures the nature of 
the syndrome of traumatic losses experienced by 
refugees. 

In Japan, a type of social phobia (taijin kyofusho) 
has been identified in which the primary symp- 
tom is the fear of embarrassing others, rather than 
oneself. In New Guinea and Melanesia, “cargo 
anxiety” occurs out of a belief that ancestral spirits 
will arrive, bringing valuable cargo. Locals destroy 
existing food supplies in expectation of better 
items to come. Insecurity and dissatisfaction with 
the existing way of life are thought to lead to such 
delusions. 


Anxiety Disorders in India versus 
the United Kingdom 


One study comparing phobic individuals in India and 
those in the United Kingdom indicated several differ- 
ences. The British sample contained more individu- 
als with agoraphobia and social phobias. The Indian 
sample contained more individuals who had phobias 
of illness and sudden death. The lower incidence of 
agoraphobia among the Indians may be explained 
by the fact that while agoraphobia generally occurs 
more among females than males, Indian women are 
traditionally housebound, and an inability to venture 
out by themselves may not be considered unusual 
behavior. More important, this difference may 
be explained by the differences in social structure 
between India and the United Kingdom. In India, for 
example, social life is defined by one’s roles, such as 
son, husband, father, grandson or neighbor, whereas 
in Western cultures the focus is on individuality and 
independence. Thus the Indian may feel less social 
pressure than Westerners, and this lack of social pres- 
sure may play a role in the incidence of agoraphobia 
and social phobias. It may also be that fear of social 
situations is not recognized as a condition requir- 
ing medical help. Also, poor health education and 
less-than-adequate health services in general may 
heighten anxieties about illness and death. 


Culturally Sensitive Care Is Necessary 


Pachter encourages “culturally sensitive” health care. 
This means a system that respects the beliefs, attitudes 
and cultural lifestyles of its patients. It is a system that 
acknowledges that culturally constructed meanings 
of illness are valid concerns of clinical care. 
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See also ACCULTURATION; ANXIETY; COMMUNICA- 
TION; DEPRESSION; GUILT; HYPOCHONDRIASIS; MIGRA- 
TION; PARANOIA; POST-TRAUMATIC STRESS DISORDER; 
SELF-ESTEEM; SICK ROLE. 


* Adapted from Doctor, Ronald M., and Ada P. Kahn. Ency- 
clopedia of Phobias, Fears, and Anxieties (New York: Facts 
On File, 2000). 
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dom.” Acta Psychiatrica Scandinavia 74 (1986): 388-391. 

Friedman, Steven. Cultural Issues in the Treatment of Anxiety. 
New York: The Guilford Press, 1997. 
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to the History of Abnormal Psychology. Westport, Conn.: 
Greenwood Press, 1984. 
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Tan, Ai-Girl. “Implicit Theories of Stress: A Cross-Cultural 
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in Social Psychology 11, no. 1 (September 1995): 1-20. 

Teja, J. S., et al. “Depression Across Cultures.” British Jour- 
nal of Psychiatry 119 (1970): 253-260. 

Yap, P. M. “Phenomenology of Affective Disorders in Chi- 
nese and Other Cultures.” London: CIA Foundation 
Symposium/Transcultural Psychiatry, 1965. 


culture shock See ACCULTURATION; MIGRATION. 


Cushing’s syndrome Excessive production of 
glucocorticoids (cortisol) by the adrenal cortex. 
The term is also applied to a benign tumor of the 
pituitary gland. There is a continuous loss of pro- 
tein from the body, indicated by skin changes and 
weakened bones. Blood glucose is increased, and 
there may be glucose in the urine despite increased 
insulin secretion. In women there may be loss of 
menses. Diagnosis is made on the basis of puffiness 
of skin, masculinizing effects, increased blood pres- 
sure, higher-than-normal glucose levels in the blood 
and high amounts of excreted corticoid steroids in 
the urine. The disease is treated by partial removal 
of the cortex portion of the adrenal glands. 
Patients with Cushing’s syndrome may suffer 
from depression, confusion, organic psychosis and 
suicidal tendencies. Cushing-like syndrome can be 


induced by taking corticoid-like steroids (for exam- 
ple, prednisolone, cortisone) for various medical 
conditions such as lupus erythematosus, Crohn’s 
disease and severe asthma. 

See also ADRENAL CORTEX; ADRENAL GLAND; 
CORTISOL. 


cutting See SELF-INJURIOUS BEHAVIORS. 


cyclothymia A mood disturbance in which one 
has moods of elation and depression. Cyclothymia 
is now categorized as a mild type of bipolar (manic- 
depressive) disorder. To be diagnosed as having 
cyclothymia, a person must have at least two years 
of this disorder (one year for children and adoles- 
cents) and many periods of depressed mood or loss 
of interest or pleasure usually unrelated to exter- 
nal sources. With cyclothymia, the person is not as 
socially or occupationally impaired as with severe 
depression or manic episodes, but anxieties develop 
because of rapid mood changes. Cyclothymia usu- 
ally begins in adolescence or early adult life. It is 
equally common in males and females. 

See also AFFECTIVE DISORDERS; BIPOLAR DISORDER; 
DEPRESSION; MANIC-DEPRESSIVE DISORDER; DEPRESSION/ 
BIPOLAR DISORDER/MANIC DEPRESSION in Bibliography. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 


Cymbalta Trade name for the antidepressant 
medication duloxetine. It is one of a category of 
medications known as serotonin-norepinephrine 
reuptake inhibitors. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRESSION. 


cyproterone acetate An antiandrogenic drug 
(trade name: Cyproteron/Androcure) used in some 
women to counteract effects of excess male hor- 
mones. Some women develop facial hair and other 
masculine features as a result of a disorder of the 
adrenal gland or after use of hormonal therapy for 
cancer. Cyproterone acetate also has been used to 
control precocious puberty in boys and in sexual 
offenders to reduce sex drive. 





dance therapy A form of creative therapy that 
permits expression of emotion through movement. 
It can be used with a wide variety of patients, from 
those who have no serious disorders to those who 
do. Many individuals who will not speak about their 
mental health concerns will indicate something about 
them with movement. Therapists who use this tech- 
nique are usually trained in dance and body move- 
ment as well as psychology. Dance therapy alone 
does not relieve symptoms of ill mental health but 
may be used in conjunction with other therapies. 

See also COMPLEMENTARY AND ALTERNATIVE MED- 
ICINE. 


Darvon Trade name for dextropropoxyphene 
hydrochloride, a synthetic derivative of opium. This 
drug is a moderately strong painkiller and has seda- 
tive effects. It also has the potential for the devel- 
opment of tolerance as well as psychological and 
physiological dependence. 

See also SUBSTANCE ABUSE. 


date rape See RAPE, RAPE PREVENTION AND RAPE 
TRAUMA SYNDROME. 


dating A social process by which individuals 
become acquainted with each other and develop a 
relationship which may lead to friendship, romance, 
a sexual relationship and/or marriage. It is stressful 
for participants of all ages. 

For young people, dating is a rite of passage from 
childhood to adulthood. Some young people begin 
dating during their teen years, while others wait 
until their college years. There are often issues of 
self-esteem, and many are held back from dating 
because of negative feelings about themselves. Oth- 





TIPS TO REDUCE ANXIETIES IN DATING 





e Know something about the person’s background 
before the date. 

e Accept “blind” dates only arranged by people you 
know and trust. 

e Seek out people who treat others with respect. 

e Date people who share your values. 

e Avoid people who are overly critical or abusive. 





ers may have the additional anxieties of criticism of 
their dates by their parents. Additionally, peer pres- 
sure can make young people drink, smoke or enter 
sexual relationships before they are ready, and they 
may suffer the stresses of pain and guilt because of 
their actions. 

Individuals who are divorced or widowed find 
themselves back in the dating scene. Many con- 
cerns felt by young people hold true for older 
people, too. For single parents, dating presents par- 
ticular stresses as young children often “screen” 
their parents’ dates. Some children ask embarrass- 
ing questions, such as “Are you going to marry my 
daddy?” 

Despite the anxieties inherent in dating, the pro- 
cess allows people a socially acceptable way of get- 
ting acquainted with others. 

See also CRITICISM; DIVORCE; INTIMACY; PUBERTY 
AND PUBERTY RITES; RELATIONSHIPS; REMARRIAGE; 
SELF-ESTEEM. 


Vedral, Joyce L. Boyfriends: Getting Them, Keeping Them, Liv- 
ing without Them. New York: Ballantine, 1990. 


day care Although certain types of day care have 
been available for many years, recent changes in 
the economy, employment and family patterns 
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have made day care an important and emotionally 
charged issue. The women (and men) who want a 
family and career (“having it all”) are faced with 
the dilemma of day care versus staying at home 
with the child. Many parents feel some degree 
of guilt about seeking day care for their children. 
However, as a practical matter, it has become eco- 
nomically more difficult to support a family on one 
income. Additionally, wives and mothers who are 
not forced to work for financial reasons are encour- 
aged by modern thinking to feel that the position 
of being a housewife and mother is not rewarding. 
Still, others faced with the specter of a high divorce 
rate may want to keep up their skills and have their 
own employment benefits “just in case.” For the 
single-parent family with small children, some type 
of child care is a necessity. Social mobility has also 
increased the need for some type of daytime child 
care. At one time, mothers could frequently depend 
on grandmothers for daytime child care. Now a 
grandmother may be hundreds of miles away and 
working herself. 

Many children today are still taken care of by 
a sitter in either their own or the sitter’s home. 
However, the day-care situation does offer cer- 
tain benefits. Children learn to socialize with their 
peers before entering school. Day-care centers are 
licensed and run by professionals. They may offer 
educational programs, toys and equipment that 
would not be available through a sitter. On the 
other hand, children sometimes object to being in 
a situation that is not homelike. Lack of concen- 
tration of children in a given geographic area may 
mean that day care is distant or unavailable. Day 
care may be more costly than care at home. How- 
ever, credentials of day-care operators must be 
carefully checked. During the 1980s, several cases 
of child abuse were alleged. 

Today some day-care centers have a separate 
area for sick children. Day-care centers specifically 
for sick children have been set up either indepen- 
dently or in pediatric wards of hospitals. Studies of 
the effects of day care on children have not shown 
that children suffer any real difficulties from par- 
ticipation in day care. However, a recently released 
study found that children who spend 30 or more 
hours a week in day care are markedly more 
aggresive (than those who are cared for by a par- 


ent) by the time they reach kindergarten. In some 
cases, children from deprived backgrounds benefit 
from day care; however, putting children in the 
hands of caregivers may lessen the extent to which 
mothers can influence their child with their own 
values and standards. 

With the increasing number of women in the 
workforce and their advance to positions of increas- 
ing responsibility, day care has, to a certain extent, 
become a corporate responsibility. A day-care cen- 
ter in the mother’s place of employment solves 
transportation problems and allows the parent to 
visit with the child during the daytime. 


Adult Day Care 


As the population ages and as more women are 
employed, adult day care centers have developed 
across the country. The intentions of adult day care 
centers are to provide older adults opportunities to 
get out of the house and receive both mental and 
social stimulation and to give caregivers a break 
in which to attend to their own needs or simply 
relax. 

Adult day care is a planned program of activi- 
ties designed to promote well-being through social 
and health-related services. Day care centers are 
planned for adults who can no longer manage inde- 
pendently or who are lonely and isolated. The cen- 
ters operate during daytime hours, usually Monday 
through Friday, in a safe, supportive, cheerful envi- 
ronment. Nutritious meals that accommodate spe- 
cial diets are typically included, along with snacks. 
Day care centers can be public or private, non-profit 
or for-profit. 

According to the National Adult Day Services 
Association (NADSA), there are approximately 
4,000 adult day care centers in the United States. 
Adult day care services are appropriate providers 
of community-based care for frail elders as well as 
people of all ages with multiple and special needs 
associated with conditions such as Alzheimer’s dis- 
ease, developmental disabilities, traumatic brain 
injury, mental illness, HIV/AIDS, vision and hear- 
ing impairments and more. 

A family should seriously consider adult day care 
if their loved one lives with someone who works 
outside the home or who is frequently away from 
home, can no longer structure his or her own daily 
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CHOOSING AN ADULT DAY CARE CENTER 





When choosing a day care center, ask the following 
questions: 


e Is the center licensed or certified (if required in your 
state)? 

e Who owns or sponsors the center? 

e How long has it been operating? 

e What are the days and hours of operation? 

e Is transportation to and from the center provided? 

e What are the credentials of the staff? 

e What is the ratio of staff to participants? 

e Is there a good choice of activities? 

e Are meals and snacks included? 

e Are special diets accommodated? 

e Which conditions are accepted (e.g., memory loss, 
limited mobility, incontinence)? 





Source: National Adult Day Services Association 


activities, is isolated and desires companionship and 
cannot be safely left alone at home. 

The costs of adult day care depend on the location 
and the services provided. Professional health care 
services involve higher costs. Many facilities offer 
services on a sliding fee scale, meaning that one pays 
according to ability to pay and income. Medicare does 
not cover adult day care. However, Medicaid will pay 
most or all of the costs in licensed adult day health 
care settings and Alzheimer’s-focused centers for 
participants with low income and few assets. Some 
private medical insurance policies cover a portion 
of adult day care costs when licensed medical pro- 
fessionals are involved in the care. Long-term care 
insurance may also pay for adult day care services 
depending on the policy. 

To find an adult day care center, decide what 
specific services both the adult and the caregiver 
need. Having this information will help deter- 
mine which of three main types of adult day care 
centers (social, health-focused, and Alzheimer’s- 
/dementia-oriented) will best serve you. For the 
elder, needs may include social activities; assis- 
tance with walking, eating or medications; men- 
tal stimulation or exercise. For the caregiver, 
needs may include support, free time or help 
with transportation. 

See also AGING; CAREGIVERS; ELDERLY PARENTS. 


daydreaming Letting one’s thoughts wander with 
specific direction. People of all ages daydream. Office 
workers may be seen staring out the window, seem- 
ingly at nothing. Children may be seen watching 
birds or flowers, sometimes in a trancelike state. For 
many people daydreaming may be the forerunner for 
creativity and developing great ideas or inventions 
or for taking new directions in life. In daydreaming, 
one’s mind is free to roam without inhibition and 
self-censorship or criticism from others. Different 
ways of looking at work, play and family situations 
are often developed during moments of daydream- 
ing. When workers or children are looking out the 
window instead of doing homework, they may be 
daydreaming; to an observer, however, it is difficult 
to tell if the child is developing an idea for the future 
or is simply bored. 

When daydreaming is filled with impossible 
fantasies and one lives in the daydreams instead 
of reality, one’s mental health may be considered 
impaired. 


day treatment A type of therapy for mental health 
conditions that includes special education, counsel- 
ing, parent training, skill building, crisis interven- 
tion and recreational therapy. It usually lasts four 
hours a day. Day treatment programs work in 
conjunction with health, recreation and education 
organizations and may even be provided by them. 
Individuals who need help with depression or sub- 
stance abuse concerns are often involved in day 
programs. 
See also CRISIS. 


deadlines Most people experience anxiety or 
stress in meeting or failing to meet a date or time 
by which something must be done. Once they have 
fallen behind, it is difficult to catch up. They find 
that rushing adds to their anxiety and decreases 
effectiveness. Ineffectiveness leads to frustration. 
Some people become moody or emotional, and they 
blame themselves or others for the deadline failure. 

The key to avoiding the anxiety produced by 
deadlines is to set realistic time schedules, enlist 
help needed when deadlines go awry and negotiate 
new deadlines when it appears that for one reason 
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or another, deadlines are going to be missed. For 
individuals to keep a positive outlook, they should 
break deadlines down to a series of small steps; as 
each step is completed, they will feel some success, 
and that success, in turn, will keep them motivated 
toward their final goal. 

See also AUTONOMY; CONTROL. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


deafness and hearing loss Loss of hearing, either 
complete or partial. Hearing is related to many 
things, including problems within the ears them- 
selves, overall body health, the emotions and the 
external environment. Estimates are that about a 
quarter of a million people in the United States are 
completely deaf, and about 3 million have major 
hearing problems. Many individuals who begin to 
lose their hearing try to draw attention away from 
their loss or cover up for it. Hearing aids help many 
individuals, but some are embarrassed to wear one 
or fear that others will think less of them if they do. 
Some people associate loss of hearing with aging 
and hence postpone getting a hearing aid to pre- 
serve their image of youthfulness. 

A number of factors can contribute to deafness, 
including heredity, subjection to noise exposure, 
damage to the eardrum (by insertion of a foreign 
object into the ear canal) and certain illnesses 
(encephalitis). Often hearing loss is rooted to a 
buildup of cerumen (ear wax) in the ear canal. This 
can be removed through a simple procedure by an 
audiologist or ENT (ear, nose, throat) specialist. 
(Patients should never do this themselves.) 

People tend to shut off certain sounds at certain 
times and admit only what is interesting and sig- 
nificant. For example, in some nursing homes, it 
has been observed that individuals say they can- 
not hear but suddenly perk up when ice cream or 
something they like is mentioned. 

The term “psychogenic deafness” pertains to 
such mental shutting off of hearing carried to an 
extreme. Some patients with mental illnesses may 
have such a strong subconscious desire not to hear 
that they become completely deaf even though 
they have physically normal ears. 


The term “psychosomatic deafness” pertains to 
a situation in which actual physical deterioration 
occurs in the ear in response to a mental or emo- 
tional problem. There also may be combinations of 
both physical and mental hearing difficulties. 

One who suspects he has a hearing loss should 
consult an audiologist to undergo a hearing test. 

See also PSYCHOSOMATIC. 


death Death and dying are major emotionally 
charged issues. Many people fear death as well as 
the process of dying. Although death is something 
everyone will eventually face, it is one of the least 
talked about topics in Western society. However, 
as medical science has created ways to prolong life 
even in those with terminal illness, an increasing 
number of people are beginning to “take charge” 
of their own deaths by preparing legal documents 
such as living wills and giving others durable power 
of attorney so that they will not be kept artificially 
alive on respirators or other machines. On these 
legal documents, people can specify the types of 
life support systems they do and do not want. For 
example, one person may say that he will not tol- 
erate being tube-fed when he can no longer keep 
food down in the normal way; another might want 
nutrition provided but not assistance in breathing. 
This permits a physician to omit more heroic treat- 
ment efforts without civil or criminal liability. 

Legal definitions of death vary. At one time it was 
simply when the heartbeat and breathing stopped. 
Now it is recognized that the brain is the basis for 
life, and “brain death” has supplanted the breath 
and heart tests for death. People whose hearts and 
lungs have stopped working can be maintained for 
years on machines, but no one is really “alive” when 
they are brain dead. Brain death means an uncon- 
scious state in which the person has no reflexes, 
cannot breathe or maintain a heartbeat. The electro- 
encephalogram (EEG) of the person would be flat, 
without any regular oscillations indicating function 
of the brain. Brain death occurs naturally within a 
few minutes after the heart stops, because oxygen 
necessary for life would not be carried through the 
blood to the brain. 

In most states a physician must certify death and 
indicate the time, place and cause. In some cases, 
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circumstances of death play a major role in insur- 
ance payments. When there are suppositions of 
homicide or suicide, the situation takes on addi- 
tional dimensions. 

Death is an ethical issue for physicians and 
health care professionals. Some patients who are 
near death ask for a death-inducing potion or 
instrument. Physicians are faced with the ethical 
and legal dilemma of providing assistance in such 
cases. There have been instances in which loved 
ones provide such assistance, sometimes incrimi- 
nating themselves in subsequent unpleasant legal 
situations. The question of assisted suicide is both 
a moral and legal issue. It is also a mental health 
issue, since severely depressed individuals may feel 
hopeless as a symptom of the depression. It is pos- 
sible for them to develop the conviction that they 
have a terminal illness and ask for assistance in 
committing suicide, when successful antidepres- 
sant treatment would change their outlook. 

In the latter part of the 20th century, many 
people choose the place for their death. Some who 
have terminal illnesses opt to go home rather than 
stay in the hospital with its impersonal surround- 
ings, despite its high-technology equipment. Oth- 
ers opt for hospice care, where all of the patients 
are facing death very soon. 

Religious beliefs console many people as their 
own death approaches or after the death of a loved 
one. 


“Advance Directives” and Dying with Dignity 
While medical science has created ways to prolong 
life even in terminal cases, an increasing number 
of people are beginning to “take charge” of their 
own deaths using advance directives—legal docu- 
ments that allow individuals to specify the types 
of life support systems they do and do not want. 
For example, one man may say he will not tolerate 
being tube-fed when he can no longer keep food 
down in the normal way, while another will want 
nutrition provided but not assistance in breath- 
ing or respirators. This permits a physician to omit 
heroic treatment efforts without civil or criminal 
liability. 

“Dying with dignity” is a term that gained pop- 
ularity during the 1980s and 1990s when high 
technology enabled health care practitioners to 


maintain terminally ill people on life support sys- 
tems. Wanting to “die with dignity,” individuals 
can plan ahead by executing a document known 
as an advance directive, in which they make treat- 
ment wishes known while still healthy. In 1991, 
the federal Patient Self-Determination Act was 
enacted; it states that health care providers must 
give patients information about advance directives, 
including living wills and durable power of attor- 
ney for health care. 

Living will. A living will allows people to spec- 
ify when and under what conditions they want 
treatment to be withheld, should they suffer a ter- 
minal illness. They can spell out, for example, that 
if an irreversible coma occurs, they do not want 
lifesaving measures to be taken. In some states, the 
living will must be signed by the person executing 
it, as well as two witnesses who are at least 18 years 
old. 

When the physician determines and notes in the 
medical record that the patient has met four specific 
conditions, a living will goes into effect. The four 
criteria are that the patient has a condition which 
is terminal, incurable and irreversible, and death 
is imminent. Additionally, some state laws regard- 
ing living wills do not recognize the withdrawal of 
hydration and nutrition. Individuals who do not 
wish fluids and nutrition to be administered when 
they meet the four conditions required for a living 
will either cross those items off from the living will 
document, or execute a durable power of attorney 
for health care spelling out this wish. 

Durable power of attorney for health care. This 
document allows people, as principals, to appoint 
another person, known as the agent, to make medi- 
cal care decisions in case they become mentally or 
physically incompetent. The document permits 
one to determine at what point the power of attor- 
ney becomes effective and the scope of the agent’s 
decision-making powers. Durable powers of attor- 
ney enable people to give very specific directions 
about what treatment they do and do not want. 

Advance directives may be revoked at any 
time while one is still competent. If it is necessary 
to revoke a durable power of attorney after indi- 
viduals become incapacitated, legal action may be 
necessary. Advance directives become part of the 
permanent medical record. However, health care 
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providers are not bound to carry out an advance 
directive that conflicts with state legislation, and 
it is important for concerned individuals to check 
the laws of each state involved for optimal peace 
of mind. 

See also BRAIN DEATH; CAREGIVERS; END OF LIFE 
ISSUES; GRIEF; LEGAL ISSUES; NEAR-DEATH EXPERI- 
ENCES; STRESS; SUICIDE; TERMINAL ILLNESS. 


Circirelli, Victor G. “Personal Meanings of Death in Rela- 
tion to Fear of Death.” Death Studies 22, no. 8 (Decem- 
ber 1998): 713-733. 

Galt, Cynthia P., and Bert Hayslip Jr. “Age Differences in 
Levels of Overt and Covert Death Anxiety.” Omega: 
Journal of Death and Dying 37, no. 3 (1998): 187-202. 


decision making The mental process of mak- 
ing choices and choosing options. Some decisions 
are made easily, while others are arrived at after 
considerable struggle. Decision making produces 
anxiety because it involves addressing alternatives, 
options and possibilities for reassessment at a later 
time. 

The most important decisions people make usu- 
ally focus on their health and well-being, affect 
other people, involve large amounts of money 
and require risk taking. Because many people are 
uncomfortable taking risks, doing so may generate 
anxiety and, in turn, that anxiety can interfere with 
making the best decisions. 

Information used in making decisions is extremely 
important. How people perceive a situation and past 
experiences with similar situations, as well as their 
own background and culture, play a large part in 
the decision-making process. Problems may occur 
when complete information is not gathered or not 
carefully analyzed in terms of where it has come 
from. 

See also COPING; GENERAL ADAPTATION SYNDROME. 


decompensation A breakdown in the psycho- 
logical defense mechanisms that help individuals 
maintain good mental functioning. Decompensa- 
tion may occur under stress or in mental disorders 
such as anxiety, depression or psychoses with hal- 
lucinations or delusions. 


See also ANXIETY; DEFENSE MECHANISMS; DELUSION; 
DEPRESSION; HALLUCINATIONS AND HALLUCINOGENS. 


deconditioning A technique used in behavioral 
therapy; also known as desensitization. Under 
a therapist's guidance, individuals are gradually 
exposed to the situation or event that causes them 
anxiety responses. In time, they are exposed to the 
situation at its maximum. Instead of responding 
with their former, unwanted response, to which 
they had become conditioned, they are desen- 
sitized to the event and no longer respond with 
their unwanted behavior, which might have been 
extreme anxiety or a panic attack. 
See also BEHAVIOR THERAPY. 


deep brain stimulation (DBS) A treatment for 
treatment-resistant depression involving implan- 
tation of an eletrode into a particular part of the 
brain. It was originally used to treat movement 
disorders such as Parkinson’s disease. Research- 
ers found that if the electrode was placed in a 
slightly different way it could alleviate serious 
symptoms of depression such as hopelessness and 
suicidal thoughts. DBS is used after other treat- 
ment options, including multiple medications, 
psychotherapy and electroconvulsive therapy, 
have failed. 
See also DEPRESSION. 


Mayberg, Helen S., A. M. Lozano, V. Voon, et al. “Deep 
Brain Stimulation for Treatment-Resistant Depression. 
Neuron 45, no. 5 (March 2005): 651-660. 


defense mechanisms Techniques that individuals 
use to preserve and protect their self-esteem as well 
as to control their reactions to situations and life cir- 
cumstances. Individuals may or may not be aware 
that they are putting their own defense mechanisms 
into play. Defensive behaviors are a way in which 
people cope with daily life, including ordinary as well 
as extraordinary circumstances. People have a wide 
variety of defense mechanisms, ranging from pro- 
jection (blaming someone else for one’s situation), 
rationalization (justifying questionable behavior by 
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defending its propriety) and sublimation (rechan- 
neling sexual energy into creative projects). Denial 
is another defense mechanism. The presence of 
pathological denial (of a drinking problem) is 
often seen in people with alcoholism or substance 
abuse problems. In cases of extreme child abuse, 
dissociation—a splitting of one’s mind from the 
physical circumstance—becomes a defense mecha- 
nism. While defense mechanisms can be helpful in 
coping with daily life, excessive use of such devices 
and dependence on them can be a threat to good 
mental health. 

In follow-up studies of the Harvard Univer- 
sity class of 1934, Dr. George Vaillant found that 
though virtually all of his subjects had significant 
life crises, those who overcame them tended to 
have “mature” defenses such as suppression (the 
capacity to focus on only the most important issue 
at the time) and a good sense of humor. Those who 
were overwhelmed by life crises tended to employ 
“less mature/more primitive” defenses (blaming 
others) and denial (not admitting the presence of a 
problem to oneself). 

See also DENIAL; DISSOCIATIVE DISORDERS; MUL- 
TIPLE PERSONALITY DISORDER. 


Defensive Functioning Scale (DFS) A rating scale 
used by mental health professionals and researchers 
to determine an individual’s styles of coping with 
stressful and anxiety-producing situations. The 
range of styles goes from a highly effective adaptive 
level to a level of defensive dysregulation. 

A highly adaptive level is characterized by opti- 
mal adaptation to handling sources of stress. Exam- 
ples of defenses at this level include anticipation, 
altruism, humor, self-assertion, self-observation, 
sublimation and suppression. The mental inhibi- 
tions level is characterized by keeping potentially 
theatening ideas, feelings, memories, wishes or fears 
out of awareness. Examples include displacement, 
dissociation, isolation of affect and repression. The 
level of minor image distortion is characterized by 
distortions in the image of the self, body or oth- 
ers used to regulate self-esteem. Examples include 
devaluation, idealization and omnipotence. The dis- 
avowal level is characterized by keeping unpleasant 
or unacceptable stressors, impulses, ideas, affects or 


responsibility out of awareness. Examples include 
denial, projection and rationalization. 

The major image-distorting level is characterized 
by gross distortion of the image of self or others. 
Examples include autistic fantasy, projective identi- 
fication, and splitting of self-image or image of oth- 
ers. The action level is characterized by acting out, 
apathetic withdrawal, help-rejecting complaining 
and passive aggression. The level of defensive dys- 
regulation is characterized by failure of defensive 
regulation to contain reactions to stressors, leading 
to a break with objective reality. Examples include 
delusional projection, psychotic denial and psy- 
chotic distortion. 

See also COPING; DEFENSE MECHANISMS. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. Washington, D.C.: 
American Psychiatric Association, 1994. 


déjà vu The French term for “already seen,” this 
refers to a sensation that an event seemingly hap- 
pening for the first time has been experienced before. 
The feeling is sometimes accompanied by a sense of 
what is going to happen next. The sensation may 
cause a sense of disorientation because of the gap 
between rational, objective knowledge and feelings. 

Déja vu experiences may be profound and may 
last several days in epileptic patients. In normal 
individuals the experience is usually brief. 

The déja vu experience has been explained by 
the possibility that there may be a link between the 
current situation and a past situation that cannot be 
remembered. Another possibility is that the feelings 
experienced in the new situation may be so similar 
to a previous situation or experience that there is 
a sense of repetition. Still, another explanation of 
déja vu is that the situation was experienced before 
in a dream or imagined situation. 

See also EPILEPSY; MEMORY. 


delibidinization A term used in psychoanalysis 
to refer to elimination or neutralization of a sexual 
aim, also known as desexualization. An example 
is diverting an impulse toward voyeurism (scopo- 
philia) to curiosity about an intellectual matter. 
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delinquency See ANTISOCIAL PERSONALITY DISOR- 
DER; CONDUCT DISORDER. 


delirium A deranged state of mind character- 
ized by a clouding of consciousness, disorientation 
regarding time and place, memory disturbances, 
severely impaired concentration and slowing of 
the EEG (brain waves). There may be hallucina- 
tions, and delirious people may believe that they 
see and hear things that are not there. Delirium 
may be associated with high fevers in diseases such 
as pneumonia, meningitis and encephalitis. Alco- 
hol and morphine or a head injury can induce 
delirium. Treatment requires constant medical and 
nutritional supervision. 
See also DELIRIUM TREMENS. 


delirium tremens An acute mental disturbance 
characterized by delirium, trembling and excite- 
ment (abbreviated as “DTs”) that occurs after peri- 
ods of chronic alcoholism. It can also occur during 
withdrawal from alcohol. It is rare in individuals 
under age 30 or after less than three or four years 
of chronic alcoholism. A person with the DTs has 
rapid pulse and often a high temperature, perspires 
copiously, has terrifying visual hallucinations (dogs, 
rats) and paranoid delusions and may have convul- 
sions similar to those in epilepsy. Often a patient 
will not remember anything that occurred during 
her bout with DTs. If not treated, DTs may be fatal. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
DELIRIUM. 


delusion A strong but false mental conception of 
an event or image. Delusions are classified as non- 
bizarre (events that could happen but did not, such 
as being followed) and bizarre (totally impossible, 
such as visits from Martians). Most people at some 
time think small lies to themselves or indulge in a 
moment of wishful thinking to protect themselves 
against anxiety. However, when a person can no 
longer distinguish between fact and fiction, he is 
having a delusion. To the delusion sufferer, his 
fantasy is real, and no amount of information will 
change his attitude. 


One common delusion seen by mental health 
professionals is the delusion of grandeur, which 
arises from feelings of insecurity or inferiority. A 
person who believes that he is Elvis Presley or Win- 
ston Churchill is escaping from negative feelings 
he has about himself. Another common delusion 
is that of persecution. A person who is hostile to 
others may not admit to this feeling but instead 
believes that other people (such as the FBI) are 
harassing her, bugging her telephone or following 
her. A delusion of illness (often terminal cancer) 
is fairly common in persons suffering from severe 
psychotic depression. 

Delusions are one of the characteristics of delu- 
sional disorder (nonbizarre delusions) or schizo- 
phrenia, especially paranoid schizophrenia. 

See also DELUSIONAL JEALOUSY; SCHIZOPHRENIA. 


delusional jealousy A term fora paranoid jealousy 
reaction marked by a delusion that one’s spouse or 
lover is unfaithful; an obsolete term for this habit 
is amorous paranoia. Such individuals constantly 
watch for indications of infidelity and justification 
of their suspicion and may make up evidence if no 
evidence is available. In males, this type of behavior 
is known as the Othello syndrome. 

Case reports suggest successful treatments with 
newer medications such as fluoxetine (Prozac). 


dementia A loss of functions such as thinking, 
remembering and reasoning severe enough to 
interfere with one’s daily functioning. Symptoms 
may also include personality changes and changes 
in behavior and mood. While not a disease, demen- 
tia is a group of symptoms that may accompany 
certain conditions or diseases. 

The most common cause of dementia is 
Alzheimer’s disease. Other diseases that produce 
dementia include Parkinson’s disease, Pick’s dis- 
ease, Creutzfeldt-Jakob disease, amyotrophic 
lateral sclerosis (Lou Gehrig’s disease) and mul- 
tiple sclerosis. Other conditions that can cause or 
mimic dementia include hydrocephalus, depres- 
sion, brain tumors, thyroid disorders, nutritional 
deficiencies, alcoholism, infections (for example, 
meningitis, syphilis, AIDS), head injuries and drug 
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reactions. Some of these conditions may be treat- 
able and reversible. 

Individuals suspected of having dementia should 
be examined by a physician experienced in the 
diagnosis of such disorders, as well as evaluated by 
a psychologist, and have a thorough laboratory test- 
ing. A competent diagnosis will help the individual 
obtain treatment for reversible conditions and help 
both the individual and the family plan future care. 

Persons with dementia have symptoms that 
require specialized care. Individualized planning is 
necessary, based on the symptoms and degree of 
impairment. Treatment should be aimed at helping 
patients make the most of their remaining abilities 
and helping family members cope with the burden 
of the patient’s increasing care needs. 


Multi-infarct Dementia (MID) 


Multi-infarct dementia, also known as vascular 
dementia, is mental deterioration caused by multi- 
ple strokes (infarcts) in the brain. MID may appear 
suddenly, as many strokes can occur before symp- 
toms are apparent. Such strokes may damage areas 
of the brain responsible for specific functions, such 
as calculating or remembering. There may also be 
generalized symptoms, such as confusion, disorien- 
tation and changes in behavior. MID may appear 
similar to Alzheimer’s disease. According to the 
Alzheimer’s Disease and Related Disorders Associa- 
tion, Inc., MID and Alzheimer’s disease coexist in 
15 to 20 percent of dementia patients. 

Risk factors for MID include a history of high 
blood pressure, vascular disease, diabetes or previ- 
ous stroke. While MID is not reversible or curable, 
recognition of an underlying condition, such as high 
blood pressure, may help lead to a specific treatment 
that may slow the progression of the disorder. 

To help identify strokes in the brain, brain scan- 
ning techniques such as computerized axial tomog- 
raphy (CAT) and magnetic resonance imaging 
(MRI) are used. 

See also ALZHEIMER’S DISEASE; BRAIN IMAGING; 
CREUTZFELDT-JAKOB DISEASE; DEPRESSION; HUNTING- 
TON’S DISEASE; RESOURCES. 


Demerol The trade name for the drug meperidine 
hydrochloride. Many of its pharmacologic proper- 


ties and indications are similar to those of mor- 
phine. The drug is considered a synthetic derivative 
of opium; it is useful in medical situations but also 
subject to abuse. 

As a pain reliever, Demerol is widely used in 
anesthetic premedication, in balanced anesthesia 
and in obstetric analgesia (pain relief). It is pre- 
ferred to morphine for obstetric use because its 
rapid onset of action and shorter duration usually 
permit greater flexibility, possibly with less effect 
on neonatal respiration. However, it can produce 
significant respiratory depression in the newborn 
infant proportional to the fetal blood concentration. 
This can be minimized by giving small incremental 
doses intravenously during labor. 

In individuals who are taking antipsychotic 
drugs, sedative drugs or other drugs that depress 
the central nervous system, the dose of Demerol 
should be carefully adjusted and reduced. Severe 
toxic reactions and even death have followed the 
use of Demerol in patients receiving monoamine 
oxidase inhibitors (MAOIs). 

See also OPIOID SUBSTANCE ABUSE; PAIN; SUB- 
STANCE ABUSE. 


American Medical Association. AMA Drug Evaluations 
Annual, 1991, Chicago: AMA, 1991. 


denial A mechanism for coping with every- 
day life as well as crises; also known as a defense 
mechanism. Using denial, an individual can filter 
out anxiety-producing thoughts and ideas. Denial 
is largely an unconscious mechanism, although at 
times it seems to be at a conscious level. For exam- 
ple, individuals who are terminally ill and fear 
death will deny the severity of their illness. Chil- 
dren who are abused by their parents will deny 
the abuse, yet some—because of the severity of 
their abuse—develop a dissociative disorder, such 
as multiple personality disorder. The antidote for 
extreme denial is facing reality and coping with it 
in the present. 

Denial should be distinguished from the defense 
of suppression, a diverting of attention from minor 
threats or problems in order to focus all attention on 
dealing with a major current threat or problem. Sup- 
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pression is a mature defense that allows individuals 
to cope with stressful events by focusing attention. 
See also DEFENSE MECHANISMS. 


deoxyribonucleic acid (DNA) The primary deter- 
minant of hereditary traits passed on from generation 
to generation through the genes and chromosomes. 
This substance is the most important part of the 
nucleus of the cell. 

See also CHROMOSOME; HEREDITY. 


dependency Psychological or physical reliance on 
other people or on drugs. In the case of dependence 
on people, it is a feeling that assistance from others 
is necessary for emotional or financial security or 
other reasons and is expected and actively sought. 
The person who is dependent looks to others for 
nurturance, guidance and decision making. It is 
not uncommon for a highly dependent person to 
feel resentment toward the depended-upon person 
or feel “controlled by him.” This can be illustrated 
by the observation that in a relationship “anger 
equals dependency,” a problem seen between ado- 
lescents and their parents, sometimes in marriages 
or in elderly people who have become dependent 
on their children. The solution, when possible, is to 
attain emotional and economic independence. 

A dependency on drugs (or alcohol) means 
that one uses the drugs as a means of coping with 
everyday life and cannot get along without them. A 
codependent person is one who enables another to 
be dependent on a drug habit or to continue with a 
mental disorder such as agoraphobia. 

See also AGORAPHOBIA; ALCOHOLISM AND ALCOHOL 
DEPENDENCE; CODEPENDENCY; SUBSTANCE ABUSE. 


dependent personality disorder A personality dis- 
order characterized by a pattern of dependent and 
submissive behavior. Such individuals usually lack 
self-esteem and frequently belittle their capabili- 
ties; they fear criticism and are easily hurt by others’ 
comments. At times they actually bring about domi- 
nance by others through a quest for overprotection. 

Dependent personality disorder usually begins in 
early adulthood. Individuals who have this disorder 


may be unable to make everyday decisions without 
advice or reassurance from others, may allow oth- 
ers to make most of their important decisions (such 
as where to live), tend to agree with people even 
when they believe they are wrong, have difficulty 
starting projects or doing things on their own, vol- 
unteer to do things that are demeaning in order to 
get approval from other people, feel uncomfortable 
or helpless when alone and are often preoccupied 
with fears of being abandoned. 

See also DEPENDENCY; PERSONALITY DISORDERS; 
SELF-ESTEEM. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 


depersonalization A state of feeling unreal. The 
sensation usually comes on suddenly and may be 
momentary or last for hours. People in this state 
may feel that they are elsewhere looking down on 
themselves, watching themselves. Depersonalization 
is sometimes accompanied by derealization, a feeling 
that the world is unreal. An otherwise healthy person 
may experience depersonalization, especially during 
a time of extreme fatigue or sorrow. It is a frighten- 
ing experience because it makes the individual feel 
out of control during the episode. People who have 
agoraphobia and panic attacks sometimes experience 
depersonalization, particularly if they hyperventilate 
(rapid, shallow breathing). Depersonalization also 
occurs in some drug users, as an adverse effect to 
some antidepressant drugs, during a migraine head- 
ache attack and in some forms of epilepsy. 

When episodes of depersonalization that are 
severe enough to impair an individual's social and 
occupational functioning occur frequently, the dis- 
order is known as depersonalization disorder. 

See also DISSOCIATIVE DISORDERS; SCHIZOPHRENIA; 
SCHIZOTYPAL PERSONALITY DISORDER. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 


Deprenyl Trade name for selegiline, a drug that 
in some research projects has been shown to slow 
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the progress of Parkinson’s disease. It was approved 
for use in the United States in 1989. Additional 
research is under way concerning the drug and its 
use in neurological disorders. 

See also PARKINSON'S DISEASE. 


depressants Agents, such as drugs, that reduce 
or slow down functions (metabolism) or activities 
of the central nervous system or brain. Examples 
of depressants are alcohol, barbiturates and tran- 
quilizers. These agents must be differentiated from 
drugs that may cause depression. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
BARBITURATE DRUGS; TRANQUILIZER MEDICATIONS. 


depression A mood or affective disorder char- 
acterized by sadness, dysphoria, hopelessness, 
despair, personal devaluation and helplessness. (An 
affective disorder refers to a condition involving the 
external expression of an internal state [mood or 
emotion]). Some depressions are marked by anxi- 
ety, withdrawal from others, loss of sleep or exces- 
sive need for sleep, constant fatigue, loss of appetite 
or compulsive eating, loss of sexual desire, lethargy 
or agitation, an inability to concentrate and make 
decisions and possibly exaggerated guilt feelings or 
thoughts. 

The term depression applies to a condition on a 
continuum of severity. It can be a temporary mood 
fluctuation, a symptom associated with a num- 
ber of mental and physical disorders, and a clini- 
cal syndrome encompassing many symptoms, such 
as major depression or dysthymic disorder. When 
psychological, physical or interpersonal functioning 
is affected for over two weeks because of depres- 
sion, it can be considered a mental health problem. 
Depression is the most common and most treatable 
of all mental health problems. On the other hand, 
it has been shown to be second only to severe heart 
disease in days of work lost, and in its more severe 
forms carries a 15 percent lifetime risk of suicide. 

Depression can appear at any age, although 
major depressive episodes peak at age 55 to 70 in 
men and 20 to 45 in women. Recent studies have 
shown a trend for earlier onset of depression, 
especially in females. About 20 percent of major 


depressions last two years or more, with an average 
duration of eight months. About half of those expe- 
riencing a major depression will have a recurrence 
within two years. 

Some victims of depression have episodes that 
are separated by several years, and others suffer 
clusters of episodes over a short time span. Between 
episodes, such individuals function normally. How- 
ever, 20 to 35 percent of sufferers have chronic 
depression that prevents them from functioning 
totally normally. 

Estimates are that 2 to 3 percent of men and 4 
to 9 percent of women suffer a major depression at 
any given time in the United States. The lifetime 
risk may be as high as 10 percent for men and 25 
percent for women. About 66 percent of those who 
suffer from depression fail to recognize the illness 
and do not get treatment for it. 


Symptoms 

Depressed individuals usually have pervasive feel- 
ings of sadness, hopelessness, helplessness and irri- 
tability. Often they withdraw from human contact 
but do not admit to symptoms. They may also expe- 
rience noticeable change of appetite, either signifi- 
cant weight loss when not dieting or weight gain; 
change in sleeping patterns, such as fitful sleep, 
inability to fall asleep or sleeping too much; loss 
of interest in activities formerly enjoyed; feelings 
of worthlessness; fatigue; an inability to concen- 
trate; feelings of inappropriate guilt; indecisive- 
ness; recurring thoughts of death or suicide or even 
attempting suicide. 

Many depressed individuals have chronic men- 
tal and physical feelings that appear to have no end 
in sight and cannot be alleviated by happy events or 
good news. Some depressed people are so disabled 
by their condition that they cannot build up enough 
energy to call a friend or relative or seek medical 
help. If another person calls for them, these people 
may refuse to go because of hopelessness that they 
can be helped. Many depressed persons will not fol- 
low advice and may refuse help and comfort. Per- 
sistence on the part of family and friends is essential 
because in many cases depression is the illness that 
underlies suicides. On the other hand, it is common 
for those patients to see general physicians with 
“medical” complaints. 
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Causes 


There is no single cause for depression. It is related 
to many factors, including a family history of 
depression, psychosocial stressors, diseases, alco- 
hol, drugs, gender and age. Depression occurs in 
mood disorders, anxiety disorders, psychotic dis- 
orders, adjustment disorders and psychoactive 
substance use disorders, including alcoholism. Indi- 
viduals who have personality disorders, especially 
obsessive-compulsive, dependent, avoidant and 
borderline personality disorders, are susceptible to 
depression. 


Psychosocial Factors 


An individual’s lack of confidence in her inter- 
personal skills and personality traits such as over- 
dependency on others as a source of support and 
self-esteem, perfectionism and unrealistic expecta- 
tions work together with psychosocial stressors to 
cause depression. Such psychosocial events include 
death of a spouse, loss of a job and, for some, urban 
living. 


Social Learning Theory 


Some psychologists say that stress disrupts involve- 
ment with others, resulting in a reduction in degree 
and quality of positive reinforcement. This leads to 
more negative self-evaluation and a poor outlook of 
the future. Depressed people view themselves and 
the world negatively, which leads to a further sense 
of low self-worth, feelings of rejection, alienation, 
dependency, helplessness and hopelessness. 


Cognitive Theory 

Often unrecognized negative attitudes toward the 
self, the future and the world result in feelings of 
failure, helplessness and depression. These distorted 
attitudes may activate a prolonged and deepening 
depressive state, especially under stress. Learning 
what they are, understanding their negative distor- 
tions and challenging those hopeless and negative 
thoughts in real life can reverse both depression 
and a tendency for future depression. 


Psychoanalytic Theory 
A psychoanalytic position regarding depression is 
that a loss, or a real or perceived withdrawal of 
affection, in childhood may be a predeterminant 


of depression in later life. Sigmund Freud and 
Karl Abraham mentioned the role of ambivalence 
toward the lost love object, identification with the 
lost object and subsequent anger turned inward. 

Later theories suggested an unrealistic expec- 
tation of self and others and loss of self-esteem as 
essential components leading to depression. Depres- 
sion arising after a saddened reaction in experienc- 
ing loss may result from a failure to work through 
the loss. 


Interpersonal Theory 

This theory emphasizes the importance of social 
connections for effective functioning. An individ- 
ual develops adaptive responses to the psychosocial 
environment during early developmental experi- 
ences. When early attachment bonds are disrupted 
or impaired, the individual may be vulnerable later 
on to more interpersonal and social problems that 
lead to depression. 


Genetic Factors 

Some individuals may be biologically predisposed 
to develop depression, based on genetic factors 
that researchers do not yet fully understand. There 
are genetic markers that indicate susceptibility to 
manic-depressive illness, and considerable research 
has been under way in the last 25 years toward 
understanding the biochemical reactions controlled 
by these genes. 

There is considerable evidence that depression 
runs in families. For example, if one identical twin 
suffers from depression or manic-depression, the 
other twin has a 70 percent chance of also having 
the illness. Research studies looking at the rate of 
depression among adopted children have supported 
this finding. Depressive illnesses among children’s 
adoptive family had little effect on their risk for the 
disorder; however, among adopted children whose 
biologic relatives suffered depression, the disorder 
was three times more common than the norm. 
Among more severe depressives, family history is 
more often a significant factor. 


Neurotransmitter Theory 
Recent research indicates that people suffering from 
depression have imbalances of neurotransmitters, 
natural biochemicals that enable brain cells to com- 
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municate with each another. Three biochemicals 
that are often out of balance in depressed people 
are serotonin, norepinephrine and dopamine. An 
imbalance of serotonin may cause the anxiety, 
sleep problems and irritability that many depressed 
people experience. An inadequate supply of nor- 
epinephrine, which regulates alertness and arousal, 
may contribute to the fatigue, depressed mood 
and lack of motivation. Dopamine imbalances may 
relate to a loss of sexual interest and an inability 
to experience pleasure. Several neurotransmitter 
imbalances may be involved, and research is find- 
ing other neurotransmitters that may be important 
in clinical depression. 


Cortisol 


Another body chemical that may be out of balance 
in depressed people is cortisol, a hormone produced 
by the body in response to extreme cold, fear or 
anger. In normal people, cortisol levels in the blood 
peak in the morning and decrease later in the day. 
In depressed people, however, cortisol peaks early 
in the morning and does not level off or decrease in 
the afternoon or evening. Recent research in ani- 
mals suggests that abnormal elevations of cortisol 
sustained over three months may cause changes in 
brain structure. 


Environmental Influences 
Environment plays an important role, although 
researchers view depression as the result of inter- 
action of environmental as well as biologic factors. 
Historically, depression has been viewed as either 
internally caused (endogenous depression) or exter- 
nally related to environmental events (exogenous 
or reactive depression). Major changes in one’s 
environment (such as a move or job change) or any 
major loss (such as a divorce or death of a loved 
one) can bring on depression. Feeling depressed in 
response to these changes is normal, but when it 
becomes a severe long-term condition (over one 
month) and interferes with effective functioning, it 
requires treatment. 

Some environmental factors related to depres- 
sion include being unemployed, elderly and alone, 
poor, single and a working mother of young chil- 
dren. However, depression changes an individual’s 
way of looking at ordinary life stresses so as to 


exaggerate the negative aspects, leading to feelings 
of being hopeless, helpless and overwhelmed. 


Illness 


Psychological stressors caused by physiological 
dysfunctions can lead to depression. For example, 
a debilitating disease can severely restrict usual 
lifestyle, resulting in depression. Any illness that 
impinges on cerebral functioning and impairs blood 
flow to the brain can produce depression. Such ill- 
nesses may include adrenal cortex, thyroid, and 
parathyroid dysfunctions and many neurologi- 
cal, metabolic and nutritional disorders, as well as 
infectious diseases. 


Medications as a Cause 


Some medications have been known to cause 
depression. For example, during the 1950s, doc- 
tors learned that some people taking reserpine, a 
medication for high blood pressure, suffered from 
depression. Since then, depression has been noted 
as a side effect of some tranquilizers, hormones and 
a number of medications. However, alcohol is more 
likely to cause depression than any medication. 


Adolescent Depression 


Recognizing depression in oneself or in one’s chil- 
dren or students is important. Depression is an ill- 
ness and should be treated as such with available 
help. Adolescence is a period of demanding and 
complicated conflicts that lead many young people 
to develop anxieties, negative self-esteem and fears 
about their future. Some develop depression when 
overwhelmed by peer pressure, feelings of loneli- 
ness, powerlessness and isolation. Low performance 
in school can also lead to a feeling of rejection. 

The lack of ability to embrace what life has to 
offer often results in boredom, which may be an 
indicator of vulnerability to depression. 

Contributing factors to adolescent depression 
may include exaggerated concerns, misperceptions 
and continual self-criticism. Cognitive behavior 
therapies focus on these processes. 

Symptoms related to adolescent depression 
include 


e sadness; feelings of helplessness or hopelessness 
e poor self-esteem and loss of confidence 
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e overreaction to criticism 


e extreme fluctuations between boredom and 
talkativeness 


e sleep disturbances 
e anger, rage and verbal sarcasm; guilt 


e intensive ambivalence between dependence and 
independence 


e feelings of emptiness in life 

e restlessness and agitation 

e pessimism about the future 

e refusal to work in school or cooperate in general 


e increased or decreased appetite; severe weight 
gain or loss 


e death wishes, suicidal thoughts, suicide attempts 


Depression in a young person may be somewhat 
different from that in an adult because adolescents 
do not always understand or express feelings well. 
Some of their symptoms may be overlooked as part 
of growing up. There is a strong cycle of “getting into 
trouble” and feeling depressed. A teenager may be 
depressed because of being in trouble, or in trouble 
because of being depressed. Depression in adolescents 
is sometimes linked to poor school performance, tru- 
ancy, delinquency, alcohol and drug abuse, disobedi- 
ence, self-destructive behavior, sexual promiscuity, 
rebelliousness, grief and running away. The young 
person may have felt a lack of support from family 
and other significant people and a decrease in the 
ability to cope effectively. In many instances where 
depression is attributed to adolescent conflicts, it 
turns out that depressive episodes are the beginning 
of mood cycles related to recurrent major depression, 
bipolar disorders or dysthymia, which require expert 
diagnosis and psychiatric treatment. 


Melancholia 
Melancholia is a severe form of depression that may 
originate without any precipitating factors, such as 
stress. This is in contrast to a reactive depression, 
which occurs after some stressful life event such as 
loss of a job or divorce. 


Seasonal Mood Disorder 
(Seasonal Affective Disorder) 
Some individuals have mood symptoms related to 
changes of season, with depression often occur- 


ring most frequently during winter months and 
improvement in the spring. Many of these indi- 
viduals experience periods of increased energy, 
productivity and even euphoria in the spring and 
summer months. Also called seasonal affective dis- 
order, this type of depression has often been found 
responsive to light therapy. 


Treatments 

A variety of therapies and medications help peo- 
ple of all ages who have depression. Estimates are 
that between 80 and 90 percent of all depressed 
people can be effectively treated. Many types of 
therapists provide help. In general, therapists use 
“talk” treatment to try to understand the individu- 
al’s disturbed personal and social relationships that 
may have caused or contributed to the depression. 
Depression, in turn, may make these relationships 
more difficult. A therapist can help an individual 
understand his or her illness and the relationship 
of depression and particular interpersonal conflicts. 
If psychotherapy is not helpful or the depression is 
of such a severe level that there is a loss of work, 
function or persistent and increasing suicidal ide- 
ation over one to three months, medications may 
be needed to lift the depression in conjunction with 
therapy. 

Psychoanalysis. Treatment of depression with 
psychoanalysis is based on the theory that depres- 
sion results from past conflicts pushed into the 
unconscious. Psychoanalysts work to identify and 
resolve the individual's past conflicts that have led 
to depression in later years. 

Short-Term Psychotherapy. In the mid-1980s, 
researchers reported effective results of short- 
term psychotherapy in treating depression. They 
noted that cognitive/behavioral therapy and inter- 
personal therapy were as effective as medications 
for some depressed patients. Medications relieved 
patients’ symptoms more quickly, but patients 
who received psychotherapy instead of medica- 
tion had as much relief from symptoms after 16 
weeks and their gains may last longer. Data from 
this and other studies may help researchers bet- 
ter identify which depressed patients will do best 
with psychotherapy alone and which may require 
medications. 
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Cognitive/Behavioral Therapy. This therapy 
is based on the understanding that people’s emo- 
tions are controlled by their views and opinions of 
the themselves and their world. Depression results 
when individuals constantly berate themselves, 
expect to fail, make inaccurate assessments of what 
others think of them, overvalue situations, cata- 
strophize and have negative attitudes toward the 
world and their futures. Therapists use techniques 
of talk therapy to help the individual replace nega- 
tive beliefs and thought patterns. 

Electroconvulsive Therapy (ECT). Use of ECT 
to treat depression has declined in the last two 
decades as more effective medications have been 
developed. However, ECT is still used for some 
individuals who cannot take medications because 
of their physical conditions or who do not respond 
to anti-depressant medication. ECT is considered as 
a treatment when all other therapies have failed or 
when a person is suicidal. 





SIGNS AND SYMPTOMS OF DEPRESSION 
Psychological 





e loss of interest 

e unexplained anxiety 

e inappropriate feelings of guilt 

e loss of self-esteem 

e worthlessness 

e hopelessness 

e thoughts of death and suicide 

e tearfulness, irritability, brooding 





Physical 


e headache, vague aches and pains 

e changes in appetite and changes in weight 
e sleep disturbances 

¢ loss of energy 

e psychomotor agitation or retardation 

e [oss of libido 

e gastrointestinal disturbances 





Intellectual 





e indecisiveness 
e poor concentration 
e impaired memory 





Self-help 

Many depressed individuals in self-help groups 
share ideas for effective coping and self-care for 
depression. These include regular exercise, more 
contact with other people (for example, in spe- 
cial interest groups) and coping with exaggerated 
thoughts (such as self-deprecation) and catastro- 
phizing by introducing more realistic thoughts and 
supporting them. 

The National Depressive and Manic-Depressive 
Association is a national self-help organization, 
formed in the early 1980s. Chapters throughout 
the country meet locally to help members cope 
effectively with depression. 

See also AFFECTIVE DISORDERS; AGORAPHOBIA; 
ANTIDEPRESSANT MEDICATIONS; ANXIETY; MOOD DISOR- 
DERS; PSYCHOTHERAPIES; RESOURCES; SUICIDE. 
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Depression and Related Affective Disorders Asso- 
ciation (DRADA) DRADA is a nonprofit orga- 
nization focusing on manic-depressive illness and 
depression. DRADA distributes information, con- 
ducts educational meetings and runs an outreach 
program for high school counselors and nurses. 
DRADA helps organize support groups and pro- 
vides leadership training programs and consulta- 
tion for those groups. 
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depth psychology An approach to therapy that 
emphasizes unconscious mental processes as the 
source of emotional symptoms such as depression, 
anxieties and personality disorders. An example 
of depth psychology is Freudian psychoanalysis. 
Historically, other noted therapists have also used 
a depth approach, including Karen Horney, Carl 
Jung and Harry Stack Sullivan. Included in the cat- 
egory of depth psychology are other techniques that 
investigate the unconscious, such as hypnoanalysis, 
narcosynthesis and psychodrama. 


derealization A change in one’s perception or 
experience of the external world so that it seems 
unreal or strange. For example, people may seem 
mechanical or unfamiliar. This might occur in an 
individual suffering from post-traumatic stress dis- 
order (PTSD). 

See also POST-TRAUMATIC STRESS DISORDER. 


desensitization A behavioral therapy procedure 
sometimes used in treating anxiety disorders; it is 
also known as systematic desensitization. In this 
procedure, individuals learn relaxation techniques, 
to imagine their responses in difficult situations, 
ultimately face their feared or highly emotionally 
charged situations and practice new, more accept- 
able responses. An example is learning to travel by 
airplane and not experience a panic attack. 
See also BEHAVIOR THERAPY. 


“designer drugs” A term applied to syntheti- 
cally manufactured drugs that mimic the appear- 
ance and/or effects of other drugs. Many have been 
falsely depicted as synthetic heroin. One such drug 
is China White, also known as fentanyl. Hundreds 
of times more powerful than heroin, fentanyl has 
been responsible for deaths and overdoses. Ecstasy 
(XTC, or more properly named 3,4-methylene- 
dioxyamphetamine) is also considered a designer 
drug. Several “designer drug” users have developed 
symptoms similar to those produced by Parkinson’s 
disease, characterized by uncontrollable tremors, 
drooling, impaired speech and muscular paralysis. 
Designer drugs are sometimes chemically synthe- 


sized to utilize novel chemical structures to produce 
enhanced effects and to avoid the structure of out- 
lawed drugs of abuse. 

Designer drugs are usually taken orally. Although 
tolerance levels are unknown, this class of drugs has 
a stormy history of compulsive use. The long-term 
effects are also unknown. They may be particularly 
dangerous when used in combination with alcohol 
and other drugs. 

Designer drugs affect developing fetuses in 
ways similar to those of the drugs they mimic. For 
example, fentanyl acts like heroin, Ecstasy like 
amphetamines. 

See also AMPHETAMINE DRUGS; HALLUCINATIONS 
AND HALLUCINOGENS; HEROIN; METHAMPHETAMINES; 
SUBSTANCE ABUSE. 


Media Resource Guide on Common Drugs of Abuse. Fairfax, 
Va.: Public Relations Society of America, National 
Capital Chapter, 1990. 


desipramine A tricyclic antidepressant (trade 
names: Norpramin and Pertofrane) that is as effec- 
tive as imipramine in the treatment of depression. 
Side effects are similar to those produced by imip- 
ramine, but anticholinergic and sedative actions 
are less pronounced. Thus desipramine may be 
especially useful in patients who are particularly 
sensitive to these effects, such as the elderly. These 
drugs are also sometimes used to treat headaches 
due to nonorganic causes and to treat attention- 
deficit hyperactivity disorder in some selected 
cases. 

See also ANTIDEPRESSANT MEDICATIONS; HEAD- 
ACHES; TRICYCLIC ANTIDEPRESSANT MEDICATIONS. 


Desyrel Trade name for trazodone hydrochloride, 
an antidepressant drug that is not related to the tricy- 
clic antidepressant drugs or the monoamine oxidase 
inhibitors (MAOIs). Controlled studies have demon- 
strated that trazodone is as effective as amitriptyline 
and imipramine in patients with major depressive 
disorders and other types of depressive disorders. 
Because of its sedative effect, trazodone is generally 
more useful in depressive disorders associated with 
anxiety. It does not aggravate psychotic symptoms 
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in patients with schizophrenia or schizoaffective 
disorders. 

In therapeutic doses, trazodone inhibits the neu- 
ronal uptake of serotonin. Experimentally, pro- 
longed administration decreases the number of 
serotonin receptors. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; SEROTONIN. 


detoxification The removal of poisons from 
the body, either by the body itself or with medi- 
cal treatment. In current usage, the term usually 
applies to the process by which a person overcomes 
alcoholism or other addictive drugs. During the 
1970s hemodialysis was used in the United States 
to remove a polypeptide believed to cause schizo- 
phrenia. Initial research findings were not repli- 
cated, and dialysis units in the United States are 
no longer used to treat mental illness. However, 
dialysis is used in the detoxification of patients after 
potentially lethal overdose ingestions. 
See also ALCOHOLISM AND ALCOHOL DEPENDENCE. 


developmental disorders A number of conditions 
that are usually diagnosed in childhood or adoles- 
cence but may not be diagnosed until adulthood if 
symptoms are not present sooner. Pervasive devel- 
opmental disorders are characterized by severe and 
pervasive impairment in several areas of develop- 
ment such as reciprocal social interactions or com- 
munication skills or stereotyped behavior, interests 
and activities. 

Pervasive developmental disorders sometimes 
occur along with a diverse group of other general 
medical conditions, such as chromosomal abnormal- 
ities, congenital infections or structural abnormali- 
ties of the central nervous system. Careful testing 
and observation of the individual is necessary for 
diagnosis. Some developmental disorders are more 
common than others. Developmental disorders 
include Asperger's syndrome, attention-deficit/ 
hyperactivity disorders (ADHD), autism spectrum 
disorders (ASD), fragile X syndrome, hyperlexia, 
Landau-Kleffner syndrome, pervasive developmen- 
tal disorder (PDD), Prader-Willi Syndrome, RETT 
syndrome, Williams syndrome and others. 


Asperger’s Syndrome 


Asperger’s syndrome is characterized by severe and 
sustained impairment in social interactions and the 
development of restricted, repetitive patterns of 
behavior, interests and activities. For an individual 
to be diagnosed with Asperger’s syndrome, distur- 
bances must cause clinically significant impairment 
in areas of functioning. In contrast to autistic dis- 
order, there are no clinically significant delays in 
language, in cognitive development or in develop- 
ment of age-appropriate self-help skills and curios- 
ity about the environment in childhood. The term 
pervasive developmental disorders is sometimes 
used interchangeably with autism spectrum disor- 
ders (ASD). 


Autism Spectrum Disorders (ASD) 


Autism spectrum disorders (ASD), also known as 
pervasive developmental disorders (PDDs), cause 
severe and pervasive impairment in ability to relate 
to others, language ability, thinking and feeling. 
These disorders are usually diagnosed in early 
childhood and may range from an autistic disorder 
(a severe form) through pervasive development 
disorder not otherwise specified (PDD-NOS) to a 
much milder form, Asperger’s syndrome. 

Signs, symptoms and therapy. Parents are usually 
the first to notice unusual behaviors in their child. 
In some cases, the baby is unresponsive to people 
or focuses intently on one item for long periods of 
time. The first signs of an autism spectrum disorder 
can also appear in children who have been devel- 
oping normally. When an affectionate, babbling 
toddler suddenly becomes silent, withdrawn, self- 
abusive or indifferent to social overtures, some- 
thing is wrong. 

There is no single best treatment for all children 
with ASD. Decisions about treatment, or combina- 
tion of treatments, should be made by the parents 
with the assistance of a trusted expert diagnostic 
team. Parents should locate mental health services 
in their area, National Institute of Mental Health 
(NIMH) clinical trials, and listings of professionals 
and organizations. 


Attention-Deficit/Hyperactivity Disorder (ADHD) 


Attention-Deficit/Hyperactivity Disorder (ADHD) 
is one of the most common mental disorders that 
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develop in children. Children with ADHD have 
impaired functioning in many settings, such 
as at home, at school and in relationships with 
peers. There is a pattern of inattention and/or 
hyperactivity-impulsivity that appears more fre- 
quently and severely than is usually observed in 
individuals at comparable developmental levels. 

According to NIMH, symptoms of ADHD appear 
over the course of many months, including impul- 
siveness (the child acts quickly without thinking 
first), hyperactivity (the child cannot sit still, talks 
when others are talking, walks, runs or climbs 
around when others are seated) and inatten- 
tion (the child may daydream or seem to be side- 
tracked by what is going on around him or her). 
To diagnose ADHD, according to the Diagnostic and 
Statistical Manual of Mental Disorders, 4th ed., some 
hyperactive-impulsive or inattentive symptoms 
that cause impairment must have been present 
before age seven, although many individuals are 
diagnosed after symptoms have been present for 
many years. Additionally, there must be evidence 
of interference with developmentally appropri- 
ate social, academic or occupational functioning, 
and the disorder cannot be better accounted for by 
another mental disorder, such as an anxiety disor- 
der, dissociative disorder or personality disorder. 

Usually ADHD is noticed before age five. ADHD 
sufferers are often overactive, impulsive and eas- 
ily distractible. When young people are not treated 
in childhood, they may develop negative attitudes 
toward school and patterns of failure, which can 
be avoided with early diagnosis and intervention. 
Even with treatment, some develop behavioral and 
substance abuse problems in later life. 

ADHD may affect 3 to 5 percent of the school age 
population, or an estimated two million American 
children. It is more common in boys. Generally boys 
who have ADHD outnumber girls with the disorder 
by about three to one. Data on prevalence in adoles- 
cence and adulthood are limited. Although there is 
extensive literature on which approaches to manage- 
ment of individual cases are based, no one definition 
or approach to treatment is universally accepted. 

There is public and professional controversy 
regarding diagnosis and management of ADHD. The 
definition of ADHD, according to the Diagnostic and 
Statistical Manual, emphasizes the attention deficit as 


the central feature and other symptoms to a vari- 
able extent. It also recognizes that ADHD exists as a 
separate entity from conduct disorder. The essential 
feature of conduct disorder is a persistent conduct 
pattern in which rights of others and age-appropriate 
societal norms or rules are violated. While the two 
conditions often occur in the same individual, one 
should not assume that one necessarily goes with 
the other. Mental health professionals generally 
agree that individualized management, on a case by 
case method, is most effective. 

How ADHD is diagnosed. Some parents report 
that their child was hyperactive very early, even 
from one to two years of age. In those with a later 
onset, the disorder is more likely to be associated 
with social disruption or specific difficulties at 
school. However, many parents do not seek medi- 
cal attention until the child is in first or second 
grade and presents difficulties. 

Diagnosis is based on a description of the child’s 
behavior obtained from parents and teachers, as 
well as observation of behavior in the doctor’s office. 
Questions for the child are directed toward aspects 
of hyperactivity, impulsiveness and lack of atten- 
tion. Such children are often restless, particularly 
while the health professional talks with parents. 

Psychological tests are sometimes useful to deter- 
mine whether the child has an associated disorder, 
such as a learning disorder or mild mental retarda- 
tion. Biochemical studies have shown statistically 
significant differences in catecholamine excretion 
and peptide-containing urinary complexes. How- 
ever, while these findings represent a promising 
field for further study, they have not reached diag- 
nostic significance. 

How ADHD is treated. Individual manage- 
ment, on a case-by-case basis, is most effective. No 
one approach to treatment is universally accepted. 
Successful treatment depends on combinations of 
therapies involving parents, teachers and mental 
health professionals. 

Usually therapy begins with the health professional 
explaining the nature of ADHD, trying to reduce feel- 
ings of guilt and blame in the family and at the same 
time improve the child’s self-esteem. When there are 
disorders of family dynamics or a learning disorder 
underlying the symptoms, these must be addressed. 
Often other health and educational professionals, 
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such as psychologists, special education specialists 
or social workers become involved in treatment. 

General advice in counseling families with an 
ADHD child usually focuses on behavior manage- 
ment and avoiding confrontation with the active, 
restless child. Such a child should be encouraged to 
channel energy into productive activities, such as 
stacking books or erasing the blackboard. 

Behavior modification and cognitive therapy are 
used in some cases of ADHD. Treatment strategies 
such as rewarding positive behavior changes and 
communicating clear expectations of those with 
ADHD have also proved effective, according to 
the National Association of Mental Illnesses. Chil- 
dren with ADHD can benefit from caregivers pay- 
ing close attention to progress and, when possible, 
adapting classroom environments to accommodate 
individual needs. 

Other approaches include dietary restrictions of 
food additives or refined sugar (Feingold diet); sup- 
plementation with megavitamins, trace elements 
or amino acids and compensating for vestibular 
dysfunction. However, the best results have been 
noted with a combination of therapies, including 
behavior management, special educational inter- 
vention, and in some cases, the use of stimulant 
drugs. There is a reluctance to have children on 
chronic medication. Stimulants are often abused, 
and parents do not want their children on medica- 
tions. However, several double-blind studies have 
supported the use of these medications. 

Symptoms are treated with stimulant medica- 
tion in selected patients; while treatment is effec- 
tive and safe, it is not curative. A widely used 
stimulant is methylphenidate (trade name Ritalin). 
It is the most commonly prescribed medication for 
children in the United States. The drug is effec- 
tive for three to four hours and is often prescribed 
for use in the morning and at noon. Individual- 
izing dosage is important because high doses may 
help hyperactivity but have been found to impair 
learning. When the dose is too high, some chil- 
dren become excessively quiet and indecisive and 
cry easily. When symptoms occur only in school, 
the medication may be given only on school days. 
A child on stimulant medication should be moni- 
tored and evaluated by the prescribing physician. 
Controversy continues regarding use of medica- 


tion for this disorder. According to the NAMI, 
medication has proved effective in the short-term 
treatment of more than 76 percent of individuals 
with ADHD. 

Other commonly used stimulants are dextroam- 
phetamine (Dexedrine, Desoxyn), amphetamine 
and dextroamphetamine (Adderall) and permoline 
(Cylert). These drugs increase activity in parts of 
the brain that are underactive in those who have 
ADHD, improving attention and reducing impul- 
sivity, hyperactivity and aggressive behavior. 

Antidepressants, major tranquilizers and anti- 
hypertensive clonidine (Catapres) have also been 
helpful in some cases. The nonstimulant medi- 
cation Atomoxetine (trade name Strattera) is 
a selective norepinephrine reuptake inhibitor 
has recently been approved for the treatment of 
ADHD. Wellbutrin (buproprion) also has been 
approved for this use and found helpful in some 
cases. 

Individuals react differently to treatment. Com- 
mon side effects of some of these medications 
include weight loss, decreased appetite, difficulty 
sleeping, and temporary slowing of growth. These 
reactions may be controlled by a careful monitoring 
of dosages of the medications. Successful outcomes 
of therapy usually depend on many types of treat- 
ments involving mental health professionals, par- 
ents and teachers. 

Research findings. According to the National 
Institute of Mental Health, research shows that anti- 
depressants have been found useful in some cases. 
ADHD tends to run in families, indicating genetic 
influences. Children who have ADHD usually have 
at least one close relative who also has ADHD. At 
least one-third of all fathers who had ADHD in 
their youth have children with ADHD. When one 
twin of an identical twin pair has the disorder, the 
other is likely to have it also. 

Brain imaging research using the techniques 
called magnetic resonance imaging (MRI) has 
shown that there are differences between the 
brains of children who have and those who do 
not have ADHD. Also, there appears to be a link 
between a person’s ability to pay attention and the 
use of glucose in the brain. In adults with ADHD, 
the brain areas that control attention use less glu- 
cose and appear to be less active, suggesting that 
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a lower level of activity in some parts of the brain 
may cause inattention. 

See RESOURCES: NATIONAL ALLIANCE ON MENTAL 
ILLNESS; NATIONAL INSTITUTE OF MENTAL HEALTH. 


dexamethasone suppression test (DST) See BIO- 
LOGICAL MARKERS. 


dextroamphetamine A drug that is a stimulant for 
the central nervous system. It is prescribed for nar- 
colepsy (a rare condition characterized by excessive 
sleepiness) and also in some cases to treat children 
with hyperactivity. It is no longer recommended 
as an appetite suppressant for people who want to 
lose weight. 

Dextroamphetamine is one of a group of drugs 
commonly known on the street as “uppers.” How- 
ever, some individuals may actually feel sedated 
when taking a test dose of dextroamphetamine. 
When the drug is used on a prolonged basis, its 
stimulant effects lessen and a higher dose must be 
taken to produce the desired effect. Seizures and 
high blood pressure may result from overdoses. 

See also SUBSTANCE ABUSE. 


dhat A folk diagnostic term used in India that 
refers to anxiety and hypochondriacal concerns 
associated with the discharge of semen, whitish 
discoloration of urine and feelings of exhaustion 
and weakness. It is similar to firyan in India, sukra 
prameha in Sri Lanka and shen-k’uei in China. 

See also CULTURE-RELATED SYNDROMES. 


Diagnostic and Statistical Manual of Mental Dis- 
orders, Fourth Edition Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV) a standard clas- 
sification of mental disorders used by mental health 
professionals in the United States. Published by the 
American Psychiatric Association, it is intended to 
apply to a wide array of contexts and is used by cli- 
nicians and researchers in many disciplines related 
to mental health, including biological, psychody- 
namic cognitive, behavioral, interpersonal and fam- 
ily systems. It contains diagnostic codes that can be 


used to satisfy the requirements of record keeping 
and reimbursement. 

The fourth edition, published in 1994, was the 
last major revision of the DSM. It was the product 
of a six-year effort involving more than 2,000 indi- 
viduals and many professional organizations. Much 
of the effort involved conducting a comprehensive 
review of the literature to establish a firm basis for 
making changes. Many changes were made to clas- 
sifications, and some disorders were added, deleted 
or reorganized. 

Mental health disorders are grouped into 16 
major diagnostic classes, such as anxiety disorders 
and mood disorders. It was organized to be used in 
many settings, including outpatient, inpatient, par- 
tial hospital consultation-liaison, clinic, private prac- 
tice and primary care with community populations. 

The DSM-IV includes an outline to assist clini- 
cians in evaluating the reporting influences of the 
culture on patients in a diverse population. There 
is discussion of culture-bound syndromes and cul- 
tural variations in the clinical presentations of cer- 
tain disorders. 

The next major revision of the DSM (DSS-V) will 
appear in 2011 or later, according to the American 
Psychiatric Association. However, a text revision of 
the DSM-IV known as DSM-IV-TR was published in 
May 2000. The primary goal of the DSM-IV-TR was to 
maintain the integrity of the DSM-IV while changing 
some of the descriptive text to correct errors identi- 
fied in DSM-IV. Some of the diagnostic codes were 
changes to reflect updates to the ICD-9-CM coding 
system adopted by the U.S. government. 

The first edition of the book appeared in 1952. 
The early categories were voted on by members of 
the American Psychiatric Association. The recent 
edition was revised over a period of nearly seven 
years and prepared by teams of physicians and 
researchers, including those from The National 
Institute of Mental Health (NIMH), National Insti- 
tute on Drug Abuse (NIDA) and the National Insti- 
tute on Alcohol Abuse and Alcoholism (NIAAA). 
Categories were formed by empirical studies. Field 
trials helped bridge the boundary between clini- 
cal research and clinical practice by determining 
how well suggestions for change that are derived 
from clinical research findings apply in clinical 
practice. 
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The editors of DSM-IV acknowledge that the title 
Diagnostic and Statistical Manual of Mental Disorders, 
unfortunately, implies a distinction between “men- 
tal” disorders and “physical” disorders. Literature 
documents that there is much physical in mental 
disorders and much mental in physical disorders. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 


diagnostic evaluation The purposes of a general 
psychiatric evaluation include establishing a psychi- 
atric diagnosis, collecting information for a case for- 
mulation, and developing an initial treatment plan 
with consideration of any interventions that may be 
needed to ensure the patient’s safety. If the evalu- 
ation is a reassessment of a patient in long-term 
treatment, the goal is to replan treatment in accord 
with new perspectives gained from the evaluation. 


Diana complex A psychiatric term for a woman’s 

repressed desire to be aman. The name comes from 

the Roman deity Diana, who filled a masculine role 

as goddess of hunting and protectress of women. 
See also COMPLEX. 


diazepam An antianxiety drug (trade name: 
Valium), effective in the management of general- 
ized anxiety disorder and panic disorder in appro- 
priately selected patients. It is also used for skeletal 
muscle relaxation, for seizure disorders, for pre- 
anesthetic medication or intravenous anesthetic 
induction and for alleviating abstinence symptoms 
during alcohol withdrawal. Diazepam is one of a 
group of benzodiazepine drugs. 

Psychological and/or physical dependence can 
result from overuse or inappropriate use. 

See also ANTIANXIETY MEDICATIONS; ANTIDEPRES- 
SANT MEDICATIONS; BENZODIAZEPINE DRUGS. 


dieting Following a special or modified diet for 
the purpose of losing weight. Motivation to be as 
thin as fashion models unrealistically causes many 


people, particularly women, to begin dieting. Diet- 
ing produces anxieties because losing weight is not 
easy. It means setting realistic goals. It requires 
time—often a year for positive results—for some 
people; it means hard work, both in losing the 
weight and keeping it off. It is also stressful because 
many people perceive themselves as overweight, 
whether this is the case or not. 

Some dieting approaches involve extensive 
behavior modification. These programs offer sup- 
port groups and education about good nutrition 
and exercise. Most importantly, they offer help in 
altering the individual’s behavior in order to limit 
food intake, increase physical activity and reduce 
the stress of the current social pressures to be thin. 

Individuals who believe that they are over- 
weight should have a physical examination from 
their family physician to determine whether they 
are actually overweight or are weight-, shape- or 
food-obsessed. If overweight, further assessment is 
necessary; if not overweight, they need supportive 
strategies to help them feel better about themselves 
and referral to community resources to help them 
with their concern. 

See also BODY IMAGE; EATING DISORDERS; OBESITY; 
RESOURCES; SELF-ESTEEM; SUPPORT GROUPS. 


Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
Challenges. New York: Facts On File, 2000. 


disabilities A temporary or permanent loss of a 
faculty. It may refer to physical disabilities, such as 
the loss of a leg or of hearing, or mental capabili- 
ties, such as retardation or autism. Coping with a 
disability causes anxiety for the one who has the 
disability and also for parents, siblings, children and 
other loved ones who face caring for the disabled 
person. 

Persons who become disabled often struggle 
with the anxiety of trying to be like everyone else. 
Because of their disability they may feel a loss of 
self-esteem, compounded, in many cases, by limita- 
tions in their living situations. According to Rever- 
end John A. Carr of the Yale-New Haven Medical 
Center, who was born with the congenital absence 
of both hands and one foot, “Coping with a handi- 
cap will depend on how human interactions occur, 
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to allow more or less progress toward meaningful 
life.” In his book, Coping with Crisis and Handicap, 
Reverend Carr recommends open dialogue between 
those who are disabled and those who are not; it is 
essential because “in denying our efforts to fight for 
a world more open to the handicapped, whether 
we refer to architectural or attitudinal barriers, we 
may be denying ourselves accessible avenues we 
will need later.” 


Coping with a Disability in the Family 

Mary S. Challela, Director of Nursing and Training 
at the Eunice Kennedy Shriver Center for the Men- 
tally Retarded at the University of Massachusetts 
Medical School, Waltham, Massachusetts, defines 
“parental coping” as “managing the day-to-day 
activities of meeting the disabled child’s needs, the 
parents’ needs, and those of other children in the 
family, in a realistic manner. Before parents can be 
expected to assume any of these tasks effectively, 
they must be allowed and encouraged to respond 
emotionally to the crisis of disability.” How par- 
ents react, she explains, is influenced by how and 
when they are told of the abnormality, their degree 
of social isolation, the type and severity of the dis- 
ability, social class and education, attitudes of fami- 
lies and friends and information received from and 
attitudes of professionals. Parents need emotional 
support and counseling in dealing with the initial 
and subsequent crises, education in learning how 
to care for the child’s special needs, guidance in 
dealing with other family members and continued 
interest and encouragement. 

According to Allen C. Crocker, Children’s Hos- 
pital Medical Center, Boston, there are many emo- 
tions generated in the sister or brother of a disabled 
child, including “concern, curiosity, protectiveness, 
frustration, sorrow, grief, anxiety, longing, unhap- 
piness, jealousy and resentment. The elements of 
stress assuredly exist and are troubling to consider.” 

Many professionals urge special support for sib- 
lings, and they value the role of self-help groups 
for parents, siblings and other family members. 
Such groups can help resolve problems and feel- 
ings, serve as a socializing agency for all concerned 
and provide a way to reach out to others in similar 
situations. Also, these support groups provide an 
important exchange of resources and often become 


an important force for obtaining services through 
legislation and social pressure. 

In some cases, it may be an elderly parent who 
becomes disabled. Coping mechanisms for relieving 
the stresses of the situation include obtaining pro- 
fessional guidance and social support. 

See also COPING; GENERAL ADAPTATION SYNDROME; 
RESOURCES; SELF-ESTEEM; SUPPORT GROUPS. 


disorientation Confusion about time, place and 
personal identity. Disorientation on a very temporary 
and sometimes fleeting basis occurs in many mental 
health disorders, including psychoses, schizophrenia, 
dissociative disorders, panic attacks and agoraphobia. 
Disorientation can also result from head injuries or 
intoxication. A disoriented person’s speech may be 
unclear and behavior confused, and the person may 
be unable to answer clear questions about name, 
address and present whereabouts. Disorientation is 
most common in organic mental disorders causing 
dementia or stroke or after epileptic seizures. 

See also AGORAPHOBIA; PANIC ATTACKS AND PANIC 
DISORDER. 


disruptive behavior disorders See ANTISOCIAL 
PERSONALITY DISORDER; CONDUCT DISORDER. 


dissociative disorders Disruptions of the usually 
integrated functions of consciousness, memory, 
identity or perception of the environment. Accord- 
ing to the Diagnostic and Statistical Manual of Mental 
Disorders, 4th ed., the disturbances may be sudden 
or gradual, transient or chronic. There are several 
major disorders included in this classification: 


Dissociative amnesia: Characterized by an inability to 
recall important personal information, usually of 
a traumatic or stressful nature, that is too exten- 
sive to be explained by ordinary forgetfulness. 

Dissociative Fugue (formerly psychogenic fugue): Char- 
acterized by sudden, unexpected travel away 
from home or one’s customary place of work, 
accompanied by an inability to recall one’s past 
and confusion about personal identity or the 
assumption of a new identity. 
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Dissociative Identity Disorder (formerly multiple personal- 
ity disorder): Characterized by the presence of two 
or more distinct identities or personality states 
that recurrently take control of the individual’s 
behavior, accompanied by an inability to recall 
important personal information that is too exten- 
sive to be explained by ordinary forgetfulness. 

Depersonalization disorder: Characterized by a persis- 
tent or recurrent feeling of being detached from 
one’s mental processes or body that is accompa- 
nied by intact reality testing. 

Dissociative Disorder Not Otherwise Specified: For insur- 
ance coding purposes, this category includes 
disorders in which the predominant feature is a 
dissociative symptom but that do not meet the 
criteria for any specific dissociative disorder. 


In evaluating dissociative disorders, a cross- 
cultural perspective is important because some 
dissociative states are a common and accepted 
expression of cultural activities or religious experi- 
ence in many societies. Also, it is essential to rule 
out any physiological causes that may contribute to 
depersonalization and dissociation. 

See also CULTURE-RELATED SYNDROMES; DEPERSON- 
ALIZATION. 


American Psychological Association. Diagnostic and Statis- 
tical Manual of Mental Disorders. 4th ed., rev. Washing- 
ton, D.C., 1994. 


dis-stress Hans Selye (1907-82), an Austrian- 
born Canadian endocrinologist, differentiated 
between the unpleasant or harmful variety of stress 
called dis-tress (from the Latin dis = bad, as in disso- 
nance, disagreement) and eustress (from the Greek 
eu = good, as in euphonia, euphoria). During both 
distress and eustress, the body undergoes virtually 
the same nonspecific responses to various stimuli 
acting upon it. However, certain emotional factors, 
such as frustration and hostility, are particularly 
likely to turn stress into distress. 

See also COPING; EUSTRESS; FRUSTRATION; GEN- 
ERAL ADAPTATION SYNDROME; HOSTILITY; SELYE, HANS; 
STRESS. 


Selye, Hans. The Stress of Life. Rev. ed. New York: McGraw- 
Hill, 1978. 





. Stress without Distress. New York: J. B. Lipincott, 
1974. 


disulfiram A drug used in overcoming alcoholism 
(trade name: Antabuse). When taken with alcohol, 
this drug interacts with body chemistry to produce 
uncomfortable and sometimes dangerous or fatal 
reactions. The unpleasantness of this interaction is 
the basis for its adjunctive use to help a motivated 
individual to stop the consumption of alcohol. The 
drug should be used with supportive counseling or 
psychotherapy. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
ALCOHOLISM in Bibliography. 


diversity A word that relates to any group of peo- 
ple that is mixed in terms of race, religion, ethnicity 
and gender. Because diversity may be perceived as 
an approach to quotas in schools or in the work- 
place, the concept can be a source of anxiety for 
those involved. Stress also arises between individu- 
als from diverse backgrounds because of cultural 
differences. Respect for, and understanding of, these 
differences can make diversity a successful concept 
in business, religious and community activities. 

It is effective for businesses to have diversity in 
their workforces because no business can afford to 
ignore any population segment. Companies depen- 
dent on direct sales to customers must pay atten- 
tion to the differing cultures in their marketplace. 
Additionally, the business management process can 
benefit from the imagination and creativity gener- 
ated from diverse viewpoints. 

Conducting diversity awareness workshops is 
one way companies have introduced the idea of 
valuing personal differences. However, these work- 
shops are only the first step in creating an environ- 
ment in which previous prejudices are erased and a 
true sensitivity to diverse employee needs prevails. 

See also ACCULTURATION; COMMUNICATION. 


divorce The legal ending of a marriage. Accord- 
ing to the National Center for Health Statistics, 
U.S. Department of Health and Human Services, in 
2003 there were 3.8 divorces per 1,000 population, 
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with 46 states and the District of Columbia report- 
ing. The marriage rate during that same period was 
7.5 per 1,000 total population. The total numbers 
of U.S. divorces (excluding the noncounting states) 
reported were 957,200 in 2000 and similar num- 
bers in 1998 and 1999. 

The NCHS reports that about 50 percent of first 
marriages for men under age 45 may end in divorce 
and between 44 and 52 percent of women’s first 
marriages may end in divorce for those age groups. 
The likelihood of a divorce is lowest for men and 
women age 60, at which age 36 percent of men and 
32 percent of women may divorce from their first 
marriage by the end of their lives. 

Women and men who seek divorce do so because 
they have any one of a wide range of problems in 
their marriage, which may include a poor sexual 
relationship, differences in goals or financial prob- 
lems. Divorce differs from annulment, in which a 
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Percentage of population 





Percentage of population married 59 
Percentage of population never married 24 
Median age at first marriage 

Males 26.9 

Females 25.3 
Median age at first divorce 

Males 30.5 

Females 29 
Median age at second marriage 

Males 34 

Females 32 
Median age at second divorce 

Males 39.3 

Females 37 
People who are divorced (2000) 

Males (8,572,000) 8.3 

Females (11,309,000) 10.2 
Percentage of women whose parents were 43 


divorced who get divorced within 10 
years (as of 1995) 

Estimated number of children involved in 
divorce (in 1997) 


1,075,000 





Source: Divorce Magazine. “U.S. Divorce Statistics (2002 except 
as noted),” Available online. URL: http://www.divorcemag.com/ 
statistics/statsUS.shtml. Downloaded on February 21, 2007. 


court declares that a marriage has been invalid from 
its beginning; reasons for annulment vary among 
states and countries. 

Many divorced individuals marry again. Accord- 
ing to researcher Judith Wallerstein, Center for the 
Family in Transition, Corte Madera, California, 60 
percent of second marriages fail, particularly if one or 
more of the mates bring children into the marriage. 

Meeting new people and dating after divorce 
brings anxieties and concerns about acquiring a sex- 
ually transmitted disease, such as AIDS (acquired 
immunodeficiency syndrome). 

Many divorced people remember being treated 
poorly, perhaps exploited, suspecting infidelities 
and feeling angry. Depending on what triggered 
the anger, it may not be easy to forget. However, if 
appropriately contained, one’s anger will not inter- 
fere with adjusting to a new life. 

Feelings of failure are common when a marriage 
breaks up. Usually what individuals do is what 
they thought best under the circumstances; lack of 
success in the marriage should not reflect on their 
sense of self-worth in other areas. Most divorced 
individuals learn from their experiences and bring 
new insights to new relationships. 

According to Ada P. Kahn, in “Divorce: For Better 
Not For Worse,” a brochure published by the Men- 
tal Health Association of Greater Chicago, recent 
studies show that when parents are wretched, chil- 
dren do not feel that keeping the marriage together 
on their behalf is a gift. There is no advantage for 
children when parents stay in a marriage in which 
they cannot resolve basic issues. 

Kahn advised that parents should explain divorce 
to their children, that it was a rational decision, 
deliberately and carefully undertaken with full 
recognition of how difficult it would be. Children 
have the right to know why, with the explanation 
given in language suited to their age and under- 
standing. Parents should try to communicate what 
divorce will mean for them, very specifically how 
it will affect their visiting and living arrangements. 
Children should be assured that they will not be 
forced to take sides, they have permission to love 
both parents and both will continue to love them. 
More complex explanations are in order in the case 
of desertion or abuse. In every instance children 
must be assured that they are not responsible for 
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the rupture and that they are not responsible for 
healing it. 

As a consequence of divorce, many children feel 
a diminished sense of being parented, because their 
parents are less available, emotionally, physically 
or both. The child feels that he or she is losing both 
parents. This is a common but usually temporary 
part of the divorce experience. 

The most serious long-range effect is that chil- 
dren feel less protected in their growing-up years 
and, having seen a failed man-woman relationship, 
become concerned that they will repeat their par- 
ents’ mistakes. Parents should address this issue by 
talking about it or being ready to talk when chil- 
dren ask questions. Parents should not continue to 
fight the battles that persisted during the marriage. 
Parents should not criticize their former mate in 
front of the children. Doing so will encourage the 
child to grow into adulthood with fears about man- 
woman relationships. Divorced parents must real- 
ize that they are role models in the divorce just as 
they were in the marriage. 

Rebuilding life after divorce may be compli- 
cated and difficult. Most experts offer the following 
advice; take one step at a time; start by choosing 
one step you really need or would like to take; 
seek out resources for your particular needs in the 
community; churches, synagogues and community 
mental health agencies may be able to help. 

See also MARRIAGE; SEXUALLY TRANSMITTED DIS- 
EASES. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House Publica- 
tions, 1992. 

Wallerstein, Judith S. Second Chances: Men, Women, and 
Children a Decade after Divorce. New York: Ticknor & 
Fields, 1989. 


dizziness A feeling of being unsteady, light- 
headed or faint. Most people describe dizziness as 
a feeling of spinning, turning or falling in space or 
of standing still while the objects around them are 
moving. (Medically, this is termed vertigo.) Dizzi- 
ness is often a symptom of a phobic reaction. Peo- 
ple who come into contact with their feared object 
may react with weak knees, sweaty palms and diz- 


ziness, which may intensify their physical sensa- 
tions, making them fear that they will faint, have a 
heart attack on the spot or die. 

During a phobic reaction or a panic attack, an 
individual may hyperventilate (breathe more than 
they need to). This results in a drop in the carbon 
dioxide in the blood, which causes constriction of 
blood vessels in the brain. Dizziness as a result of 
an emotional feeling usually disappears when the 
phobic object is removed or when the person gets 
to a place of safety. 

For many people, dizziness also accompanies sea- 
sickness. Some sailors advise keeping one’s eyes on 
the horizon to give one a steady spot to watch. In 
most cases, dizziness disappears when the individual 
sets foot on land. Dizziness as a result of intoxication 
with alcohol usually subsides after a period of sleep. 

See also AGORAPHOBIA; PANIC ATTACKS AND PANIC 
DISORDER. 


DNA See DEOXYRIBONUCLEIC ACID. 


domestic violence Abuse of spouses, children 
or parents in the home. This may take the form 
of spouse-battering, child abuse, incest or abusing 
elders. All of these situations are extremely stress- 
ful to the victims, as well as to others in the family. 
The abuser may behave violently as a response to 
particular stressors in his or her life. Various mental 
health issues may be involved. 

Domestic violence happens in all strata of soci- 
ety, and there are many more cases than official 
records indicate because it is often covered up out 
of fear and shame. Characteristics of victims of fam- 
ily violence include anxiety, powerlessness, guilt 
and lack of self-esteem. 

Professionals who treat victims of family vio- 
lence are concerned with getting the victims, usu- 
ally women or children, away from the abuser and 
into therapy before the abuse becomes too severe 
and additional stressors arise. Some perpetrators, as 
well as victims, of family violence compound their 
difficulties with the use of alcohol or drugs. 


Battered Women 


Battered women are victims of physical assault 
by husbands, boyfriends or lovers. Battering may 
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include physical abuse sometimes for the purposes 
of sexual gratification, such as breaking bones, burn- 
ing, whipping, mutilation and other sadistic acts. 
Generally, however, battering is considered part of 
a syndrome of abusive behavior that has very little 
to do with sexual issues. Drug and alcohol-related 
problems are more common among families with 
battering behaviors. Women who select and choose 
to remain in abusive relationships were also often 
abused as children. Many women stay in such rela- 
tionships without reporting the abuse and without 
seeking counseling. Batterers often were abused 
themselves as children. 

Women who are abused by their husbands or 
boyfriends not only sustain injuries from physical 
beatings but also suffer many mental and emo- 
tional scars, including post-traumatic stress disor- 
der (PTSD), depression and anxiety. 

Help for battered wives is available. First, physi- 
cal protection, often provided by women’s shelters 
within the community, must be assured for the 
woman and her children. Second, social support 
services must provide economic protection, since 
women often stay in abusive relationships due to 
a lack of practical economic alternatives. Finally, 
psychotherapeutic intervention should be aimed at 
both batterer and victim to trace antecedents of the 
violent behavior, correct substance abuse problems 
and substitute positive coping mechanisms for vio- 
lent behavior patterns. 

Most abused women do not seek help until beat- 
ings become severe and have occurred over a period 
of time, often two to three years. Some women are 
too embarrassed to ask for help or believe that if 
they report the beating to police they will not be 
taken seriously. The majority of women who seek 
help because of family violence are between age 20 
and 60. In 75 percent of households in which abuse 
takes place, the husband or boyfriend is an alco- 
holic or on drugs. 

A study at the University of California San Fran- 
ciso during 1992 indicated many details about the 
living conditions and circumstances surrounding 
battered women. According to the study, the bat- 
tered women who were interviewed did not depend 
on their violent partner for most of their financial 
support; almost 30 percent had jobs, and many had 


income from families, welfare, social security and 
other sources. 

Among other findings, 40 percent of the women 
had to be hospitalized for injuries. One in three of 
the women had been attacked with a weapon, most 
often a knife or a club; four had been shot. One in 
10 was pregnant when beaten; 30 percent of the 
group said they had been abused before they were 
pregnant. In about half the cases, the husbands or 
boyfriends drank heavily or abused drugs: 86 per- 
cent of the women had been beaten at least once 
before in a previous relationship. 

According to Kevin J. Fullin, M.D., St. Cathe- 
rine’s Hospital, Kenosha, Wisconsin, as many as 
one in two women has suffered from an episode of 
domestic violence sometime in her life. Due to such 
a high rate, physicians and healthcare workers are 
developing new approaches to domestic violence in 
order to increase its detection. They are attempt- 
ing to properly identify anyone who comes to a 
hospital with a domestic abuse situation. The child 
or adult suspected of being abused is questioned in 
a nonthreatening, nonjudgmental manner with- 
out any other family members present. The goals 
of this confidential questioning are to find the real 
cause of the problem and to do something to stop 
the abuse. 





WHAT BATTERED WOMEN CAN DO 





e Leave the scene of the abuse; stay with a friend or 
family member who will be supportive emotionally 
and provide a safe haven. 

e Leave the home when the abuser is absent to 
eliminate confrontation. 

e Take bank records, children’s birth certificates, cash 
and other important documents along with clothing 
and personal items. 

e If possible, photograph or videotape any 
consequences of abuse, such as injuries to yourself 
or damage to the home. These could be important 
for possible later court proceedings. 

e Call the police and file a police report. Obtain an 
order of protection as soon as possible. 

e Seek counseling for yourself and your children; join 
a support group along with others who have been 
victims of family violence. 
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Battered Child Syndrome 

Battered child syndrome includes rough physi- 
cal handling by caregivers, which results in inju- 
ries to the baby or child. This can cause a failure 
to grow, a disability and sometimes death. Studies 
have shown that parents who repeatedly injure or 
beat their babies and children have poor control of 
their own feelings of aggression, or may have been 
abused or psychologically rejected as children. 

The syndrome is found among people with 
stable social and financial backgrounds, as well as 
in parents who are mentally unstable, alcoholic or 
drug-dependent. In most states, laws require phy- 
sicians to report instances of suspected willfully 
inflicted injury among young patients. When it 
appears that the children will continue to be bat- 
tered, steps are taken to remove the children from 
the home. 


Legal Rights of Domestic Violence Victims 


Until the latter years of the 20th century, police and 
the legal system often viewed domestic violence as 
a private matter—not a crime. Now, in many states, 
the police may arrest a batterer if there is evidence 
of abuse. Civil actions might include legal separa- 
tion, child custody, child support and divorce. One 
common civil action in cases of domestic violence is 
a temporary restraining order, which involves mak- 
ing a complaint and going to a hearing to obtain a 
legal document that limits how close a person may 
come to a woman and her children. 

A criminal complaint can be filed in addition 
to or instead of civil actions. A criminal complaint 
involves a police investigation, and if enough evi- 
dence is found, may lead to an arrest and involve- 
ment of the judicial system. 

See also ADDICTION; AGGRESSION; ALCOHOLISM 
AND ALCOHOL DEPENDENCE; ANXIETY; CODEPENDENCY; 
CONTROL; COPING; DEPRESSION; GUILT; INCEST; POST- 
TRAUMATIC STRESS DISORDER; RESOURCES; SELF- 
ESTEEM; SUPPORT GROUPS. 


Doctor, Ronald M., and Ada P. Kahn. Encyclopedia of Pho- 
bias, Fears, and Anxieties. New York: Facts On File, 
2000. 

Shannon, Kari. “Domestic Violence Detection at St. Cath- 
erine’s.” Chicago HealthCare (December 1991). 


dopamine A precursor of the neurotransmitter 
norepinephrine. A deficiency of dopamine in the 
brain is a diagnostic sign of Parkinson’s disease. 
The dopamine hypothesis is a concept holding that 
schizophrenia is caused by an excess of dopamine 
in the brain, owing either to an overproduction 
of dopamine or a deficiency of the enzyme nec- 
essary to convert dopamine to norepinephrine. 
Neurons that release dopamine also control the 
so-called pleasure system in humans and animals. 
The addicting effects of cocaine and amphetamine 
stimulants have been attributed to their effect on 
hyperstimulation of the dopamine-pleasure sys- 
tem, thus producing feelings of artificially induced 
euphoria, excitement and pleasure beyond that 
of everyday life. It also causes changes in brain 
chemistry to promote a need for the substance in 
order to achieve a state of well-being, thus produc- 
ing addiction. Recent research has suggested that 
other addictions such as alcoholism and narcotic 
addiction may also be based on the function of the 
dopamine-pleasure system. Dopamine also controls 
the release of certain hormones from the anterior 
pituitary gland (for example, prolactin). 

Dopaminergic drugs are those that affect the 
production or utilization of dopamine. Drugs that 
enhance the maintenance of adequate levels of 
dopamine have therapeutic value in the treatment 
of Parkinson’s disease. A commonly used dopami- 
nergic drug is levodopa (L-dopa). 

See also BRAIN; NEUROTRANSMITTERS; NOREPINEPH- 
RINE; PARKINSON'S DISEASE; SCHIZOPHRENIA. 


Doral Trade name for the benzodiazepine medi- 
cation quazepam. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


Dossey, Larry (1940- ) A Dallas, Texas, physi- 
cian, lecturer and author of Healing Words: The Power 
of Prayer and the Practice of Medicine and Meaning and 
Medicine: Lessons from a Doctor's Tales of Breakthrough 
and Healing. Much of his writing is directed toward 
helping readers relieve stress in their lives. 

He believes that American society is in the grips of 
a “time sickness” epidemic. He defines this as a dis- 
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order in which we feel so overloaded and stressed by 
schedules that our bodies rebel and we respond to all 
ringing bells—alarm clocks, telephones—as signals 
to get ready for action. Our bodies pump stress hor- 
mones, which in turn suppress immune response. 
Cholesterol and stomach acidity is increased. “The end 
result” he says, “is frequently some form of ‘hurry’ 
sickness, expressed as heart disease, high blood pres- 
sure, insomnia, irritable bowel syndrome.” 

About Dossey’s best-selling books, a reviewer 
in Whole Earth Review (fall 1993), said: “Modern 
medicine is based on standardization, the assump- 
tion that the criteria for symptoms, prognoses and 
curative practices can be measured and objectified. 
Individuals with a set of symptoms are expected 
to be helped by the same course of treatment, and 
the percentage who will recover can be predicted. 
Dossey brings us quite a different perspective, one 
which taken to its extreme would create a totally 
different and ultimately individualized medicine.” 

Dossey emphasizes that meaning, or the signifi- 
cance one attaches to an interpretation of an event, 
has been overlooked in modern medical practice. 
Significant life events which are highly stressful, 
such as death of a spouse or loss of a job, can have 
a very different subjective meaning. Each unique 
interpretation of a similar event will bring about 
stress in different ways. Dossey also writes about the 
placebo effect, miracles and the power of prayer. 

Dossey divides the history of medical practice 
into several eras: Era I was and remains based on 
the materialist theory of disease and its treatment. 
Era I discovered the mind/body link; it conceives 
of the mind as implicated in healing, although it 
understands the mind as local, existing within the 
body and limited by the body’s position in time and 
space. Era III medicine, he continues, expands this 
understanding by focusing on how the powers of 
the mind work between people. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; FAITH HEALING; PLACEBO, PLACEBO EFFECT; 
PRAYER. 


Dossey, Larry. Healing Words: The Power of Prayer and the 
Practice of Medicine. San Francisco: Harper, 1993. 

. Meaning and Medicine: Lessons from a Doctor's Tales of 

Breakthrough and Healing. New York: Bantam, Double- 

day, 1991. 





Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


downers A popular street term for a class of drugs 
that subjectively cause sedation or relaxation, 
including barbiturates and synthetic derivatives, 
other non-barbiturate sleeping pills, benzodiazepine 
drugs and even dextromethorphan, a synthetic nar- 
cotic in cough syrup and antihistamine drugs that 
cause sedation as a side effect. They are prescription 
drugs (and sometimes over-the-counter medica- 
tions) used legitimately as tranquilizers and sleep- 
ing pills. The most common depressant, usually 
classified by itself, is alcohol. Barbiturates have very 
similar effects, while tranquilizers are less sedating. 
These are highly addictive, both psychologically 
and physically, and are associated with intense with- 
drawal problems. The state of intoxication associated 
with true depressants is similar to that of alcohol: a 
weak and rapid pulse, slow or rapid shallow breath- 
ing, cold and clammy skin, drowsiness and impaired 
motor function. 

These drugs are usually in tablet or capsule 
forms, which are swallowed. Some abused barbi- 
turates include Amytal, Fiorinal, Seconal and Phe- 
nobarbital. Other well-known depressants that are 
abused include tranquilizers such as Equanil and 
Miltown and sleeping pills such as Doriden and 
Placidyl. The use of sedative hypnotics with alcohol 
is particularly dangerous and can lead to death. 

The terms downer and upper are frequently 
used incorrectly. Alcohol, sometimes considered 
an “upper” or euphoriant for the first hour or two 
after ingestion (depending on amount ingested), 
later becomes a “downer” as it produces intoxica- 
tion and central nervous system depression. Even 
small doses of barbiturates will make some individ- 
uals “high” or “up” depending on environmental 
stimulation. The terms downer and upper therefore 
have misleading meanings that ignore dosage and 
time-related drug effects. 

See also BARBITURATE DRUGS; BENZODIAZEPINE 
DRUGS; SUBSTANCE ABUSE. 


Down syndrome The most frequent genetic cause 
of mild to moderate mental retardation. Named 
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after British physician John Langdon Down (1832- 
96), who first identified the syndrome, it occurs in 
one in 800 live births, in all races and all economic 
groups. Down syndrome is a chromosomal disorder 
caused by an error in cell division that results in the 
presence of an additional third chromosome 21 or 
“trisomy 21.” 

According to researchers, the likelihood that 
reproductive cells will contain an extra copy of 
chromosome 21 increase dramatically as a woman 
ages. However, of the total population, older moth- 
ers have fewer babies: about 75 percent of babies 
with Down syndrome are born to younger women 
because more younger women than older women 
have babies. Only about 9 percent of total pregnan- 
cies occur in women 25 years or older each year, 
but about 25 percent of babies with Down syn- 
drome are born to women in this age group. 

Because the incidence of Down syndrome rises 
with increasing maternal age, many specialists rec- 
ommend that women who become pregnant at age 
35 or older undergo prenatal testing for Down syn- 
drome. The likelihood that a woman under 30 who 
becomes pregnant will have a baby with Down syn- 
drome is less than one in 1,000, but the chance of 
having a baby with Down syndrome increases to 1 
in 400 for women who become pregnant at age 35. 
By age 42, the chance is 1 in 60 and by age 49, the 
chance is one in 12. 

Prenatal screening for Down syndrome is avail- 
able. There is a relatively simple, noninvasive 
screening test that examines a drop of the moth- 


INCIDENCE OF DOWN SYNDROME 
RELATED TO AGE OF MOTHER 








Mother’s Age Incidence of Down Syndrome 
Under 30 Less than 1 in 1,000 
35 1 in 400 

40 1 in 105 

44 1 in 35 

46 1 in 20 

48 1 in 16 

49 1 in 12 





Source: Hook, E. B., and Agneta Lindsjo. “Down Syndrome in Live 
Births by Single Year Maternal Age Interval in a Swedish Study: 
Comparison with Results from a New York State Study.” American 
Journal of Human Genetics 30, 19-27 (1978). 


er’s blood to determine if there is an increased 
likelihood for Down syndrome. If results indicate 
that further diagnostic testing is desirable, there 
are several prenatal diagnostic tests that can be 
performed. These tests include amniocentesis, 
chorionic villus sampling (CVS), and percutane- 
ous umbilical blood sampling (PUBS). However, 
before undergoing any of these diagnostic tests, 
patients and their families should seek detailed 
genetic counseling to discuss their family history 
in relationship to the risks and benefits of per- 
forming these diagnostic procedures. 

When parents are told that their newborn baby 
has Down syndrome, it is not unusual for them to 
have feelings of sadness and disappointment. Many 
parents report that at the time their child is first 
diagnosed with Down syndrome and during the 
weeks that follow, they feel overwhelmed by feel- 
ings of loss and anxiety. Parents of newborn chil- 
dren with Down syndrome should seek advice from 
a knowledgeable pediatrician or the many Down 
syndrome support groups and organizations. 

When the initial diagnosis is made there is not a 
way to know the intellectual or physical capabili- 
ties this child, or any other child, may have. Chil- 
dren and adults with Down syndrome have a wide 
range of abilities and medical conditions. A person 
with Down syndrome may be very healthy or may 
present unusual and demanding medical and social 
problems at every stage of life. 

According to the National Institute of Health, 
about 66 to 89 percent of children with Down syn- 
drome have hearing loss, and many have visual 
problems early in life. Approximately half of the 
children with Down syndrome have congenital 
heart disease and associated early onset of pulmo- 
nary hypertension, or high blood pressure in the 
lungs. Seizure disorders affect between 5 and 13 per- 
cent of individuals with Down syndrome, a tenfold 
greater incidence than in the general population. 
Compared with the general population, individuals 
with Down syndrome have a 12-fold higher mor- 
tality rate from infectious diseases, if these infec- 
tions are left untreated and unmonitored. 

Children with Down syndrome may be devel- 
opmentally delayed. A child with Down syndrome 
is often slow to turn over, sit, stand and respond. 
Development of speech and language abilities may 
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take longer than expected and may not occur as 
fully as parents might hope. 

The life expectancy for people with Down syn- 
drome has increased substantially. For example, in 
1929 the average life span of a person with Down 
syndrome was nine years. In 2005 according to 
the National Institute of Health, it is common for a 
person with Down syndrome to live to age 50 and 
beyond. Now that people with Down syndrome 
live longer, the needs of adults with Down syn- 
drome are receiving greater attention. With assis- 
tance from family and caretakers, many adults with 
Down syndrome have developed the skills required 
to hold jobs and live semi-independent lives. 

While there is no cure for Down syndrome, such 
children can make the most of their capabilities 
through appropriate educational opportunities. In 
some cases, institutional care is necessary. For some 
children, improvement of facial appearance can be 
made with plastic surgery. 

According to the National Institute of Health, 
researchers have identified the genes that cause the 
characteristics of Down syndrome and are striving to 
further develop mouse models, at varying stages of 
development, in order to increase their basic under- 
standing of Down syndrome and facilitate develop- 
ment of effective interventions and treatments. 

See also AMERICANS WITH DISABILITIES ACT; DEVEL- 
OPMENTAL DISORDERS; MENTAL RETARDATION. 


Available online. URL: http://www.nichd.nih.gov/publications/ 
pubs/downsyndrome.cfm. Last downloaded: December 
11, 2005. 


doxepin hydrochloride A tricyclic antidepressant 
medication also used as an antianxiety medication; 
sold under the trade names of Adapin and Sinequan. 
When prescribed for adult patients of all ages, it is 
safe and well tolerated, even in elderly patients. For 
many individuals, doxepin helps relieve symptoms 
of depression, insomnia, anxiety, fear and worry. 
Like all tricyclic antidepressants, doxepin can be 
fatal if taken in overdose. 

See also ANTIANXIETY MEDICATIONS; ANTIDEPRESSANT 
MEDICATIONS; TRICYCLIC ANTIDEPRESSANT MEDICATIONS. 


dreamanalysis Interpretation ofa person’s dreams 
as part of psychotherapy or psychoanalysis. How- 


ever, many people try to self-analyze their dreams 
or talk to their families about their dreams. Dream 
analysis is based on the concept developed by Sig- 
mund Freud that an individual’s repressed feelings 
and thoughts are revealed in a disguised way in 
dreams. The therapist analyzes the dreams, based 
on an understanding of the individual’s personal- 
ity, character traits, family ties and background. 
Patient and therapist make associations and try to 
determine the meaning of the dream. 
See also DREAMING; SLEEP. 


dreaming Mental activity that occurs when one 
is asleep. Dreaming usually involves many vivid 
sensory images, such as sights, sounds, motion, 
touch and even smell or taste. For many peo- 
ple, dreaming is a continuation of activities and 
thoughts from the previous day, and there are no 
deeply hidden meanings. They may be sorting out 
events from the day in a distorted way because of 
the lack of the conscious, awake mind. For others, 
images in dreams may be symbols of unconscious 
thoughts. Symbols in dreams may mean nothing 
or may refer to death, family members and sexual 
functions. 

Dreaming occurs during periods of rapid eye 
movement (REM) sleep, which last about 20 min- 
utes and occur four or five times a night. Disrup- 
tions of schedule or sleep deprivation, depression, 
stress and drug use often interfere with REM time. 
Necessary biochemical changes occur at REM and 
non-REM times that are essential for normal day- 
time functioning. People who are awakened dur- 
ing periods of REM sleep usually can report their 
dreams clearly. Those who awaken normally may 
not remember dreams at all or only in a fragmentary 
way. Fear of dreams is known as oneirophobia. 

More recently, dreaming has been thought to 
be a form of unconscious problem solving during 
sleep. Attempts have been made to help people use 
dreams positively to solve problems that emerge in 
dreaming. 

According to Larry Dossey, M.D., executive edi- 
tor, Alternative Therapies, there is a trend in medicine 
toward honoring dreaming experience of patients 
and looking at the role of dreaming for the patient. 
Dossey differentiates between healing, wisdom, dan- 
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ger, death, disasters, good fortune and prodromal 
dreams. 
See also DREAM ANALYSIS; RESOURCES; SLEEP. 


Dossey, Larry. “Dreams and Healing: Reclaiming a Lost 
Tradition.” Alternative Therapies 5, no. 6 (November 
1999): 12-117. 


drug abuse See ADDICTION; ALCOHOLISM AND ALCO- 
HOL DEPENDENCE; SUBSTANCE ABUSE. 


drug addiction See ADDICTION; SUBSTANCE ABUSE. 


dual diagnosis A combination of an alcohol or 
drug problem and an emotional or psychiatric 
problem. Often people who have a dual diagnosis 
are treated simultaneously for both conditions with 
combinations of therapies that may include psycho- 
logical counseling, day treatment, group therapy, 
or support groups. 

See also DAY TREATMENT; GROUP THERAPY; SUPPORT 
GROUPS. 


dual sex therapy The team approach to sex ther- 
apy developed by William H. Masters (1915- ), an 
American physician, and Virginia Johnson (1925- ), 
an American psychologist. Dual sex therapy is based 
on the theory that two therapists are needed—one 
male and one female—because male therapists act- 
ing alone cannot be expected to fully understand 
the feelings and reactions of a woman, and a female 
therapist acting alone cannot be expected to fully 
understand male sexuality. However, when they 
collaborate in the process, therapy will be more 
effective. 
See also SEX THERAPY. 


Duke Social Support Index (DSSI) A research 
tool used to measure multiple dimensions of social 
support in studies of aging. The questionnaire is 
useful in learning about the components of social 
support related to mental health outcomes and 
the use of health services by elderly individuals. 


Dimensions of social support include satisfaction 
with social support, perceived social support, fre- 
quency of social interaction and size of the social 
network. 

The original version of the questionnaire 
included 35 items. Abbreviated versions (23 items 
and 11 items) have been developed that capture 
the essential components of social support without 
exhausting the subject. 

See also AGING; ELDERLY PARENTS. 


duloxetine A drug used medically primarily for 
major depressive disorders. It is marketed as Cym- 
balta and is in a class of medications called selective 
serotonin and norephinephrine eruptake inhibi- 
tors (SSNRIs). It is also approved by the Food and 
Drug Administration for the treatment of diabetic 
neuropathy. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRESSION. 


durable power of attorney See DEATH; END OF LIFE 
ISSUES. 


dying with dignity See DEATH. 


dysfunctional family A term indicating that the 
developmental needs of one or more members of a 
family are not being met. Often, the basic problem 
is poor communication between family members, 
even though they live in the same household. An 
example of a dysfunctional family is one in which 
there is marital conflict and a young child who is 
showing signs of aggressive behavior in school. 
The parents may be unaware that their behavior is 
causing a great deal of stress for the child, which he 
expresses in aggressive behavior instead of talking 
about it with his parents. 

In a dysfunctional family, there is little empha- 
sis on encouraging each child to develop autonomy. 
An example is a family that expects its adolescent 
child to obey curfew rules appropriate for a younger 
child. 

Dysfunctional families do not deal constructively 
with difficult times. For example, when a child 
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becomes seriously ill, there may be little communi- 
cation about the illness between family members, 
or there may be unexpressed feelings of guilt. Alco- 
holism and substance abuse tends to lead to dys- 
functional families, as the substance abuser cannot 
be depended on or to fulfill expectations. Families 
in which there is domestic violence, child abuse or 
spouse abuse are dysfunctional. 

Family therapy is helpful in improving life situ- 
ations for members of dysfunctional families. In 
therapy, family members learn to improve their 
communication skills and learn new coping skills 
to deal with everyday problems as well as major 
life stressors. 

See also COPING; STRESS. 


dyskinesia Abnormal muscular movements usu- 
ally caused by a brain disorder. These may include 
uncontrolled twitching, jerking or writhing move- 
ments that interfere with the individual's willful 
movements. Such movements may involve the 
whole body or only a group of muscles, such as 
those around the eye. Dyskinesias may be caused 
by brain damage at birth or may be side effects of 
certain drugs, such as some drugs used to treat psy- 
chiatric illnesses. When dyskinesias are caused by 
drugs, the problem often ceases when use of the 
drug is stopped. However, prolonged use of some 
antipsychotic drugs can result in a permanent or 
chronic condition known as tardive dyskinesia. 
See also TARDIVE DYSKINESIA. 


dyslexia A reading disability characterized by dif- 
ficulty in recognizing written symbols. Those with 
the disorder tend to reverse letters and words. 
Writing from dictation is difficult for such children. 
Those with the disability feel frustrated and often 
develop reduced self-esteem because they feel dif- 
ferent from their peers. Specific remedial teaching 
can help such children learn to overcome their 
deficit. It is important that parents avoid pressur- 
ing the child and offer praise for the child’s accom- 
plishments. Many individuals who were dyslexic as 
children are successful at completing educational 
programs and entering highly professional and 
public careers. 


dysmenorrhea Painful menstruation. Many women 
experience pain and cramps in their back and lower 
abdomen during menstruation. Dysmenorrhea may 
occur for many reasons and can cause stress, frus- 
tration, absenteeism from work, withdrawal from 
social and family obligations and a sense of “missing 
out” on several days a month. An understanding of 
the physiology involved as well as medical interven- 
tion can help women cope with this aspect of life. 

Primary dysmenorrhea is menstrual pain that 
occurs in the absence of any observable pelvic lesion. 
Mechanical dysmenorrhea is a form of the disorder 
resulting from an obstruction, such as narrowing 
of the cervix (stenosis), that prevents the normal 
flow of menstruation from the uterus. Primary dys- 
menorrhea is often associated with the beginning of 
menstrual flow and may occur in the presence of an 
underdeveloped uterus or the presence of clots in 
the cervix or both. Spasmodic dysmenorrhea pain 
usually increases over a period of several hours and 
then subsides. Some women experience a diminu- 
tion of dysmenorrhea after their first pregnancy. 

Functional or congestive dysmenorrhea, also 
known as psychogenic dysmenorrhea, may increase 
during periods of anxiety or stress. However, most 
dysmenorrhea is due to the production of chemi- 
cals, called prostaglandins, in the uterine lining 
that cause powerful contractions. These cramps are 
effectively treated with drugs (such as ibuprofen) 
that inhibit prostaglandin formation. When these 
agents do not work, other disorders such as endo- 
metriosis may be found. 

See also MENSTRUATION. 


dysmorphic disorder A disorder in which a 
normal-appearing individual is preoccupied with 
some imagined defect in appearance. If there is a 
slight anomaly, the individual’s concern is grossly 
excessive. This is associated with anorexia nervosa 
and other eating disorders in which the person per- 
ceives herself as obese. 

This disorder has been related to a number of single- 
symptom disorders and severe obsessional disorders. 
The delusional disorders, which include morbid jeal- 
ousy, have been reported to respond to treatment 
with selective serotonin-uptake inhibiting medica- 
tions such as fluoxetine (Prozac) and Pimozide. 

See also EATING DISORDERS. 
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dyspareunia Sexual intercourse that is painful 
for the woman. Pain may occur for many reasons, 
including dryness of the vagina, tightness of the 
vaginal muscles, a vaginal infection, an infection 
of the urethra or urinary tract or a local irritation, 
such as from a spermicide or the material of a con- 
dom or diaphragm. The first step in reducing dis- 
comfort during sexual intercourse is a discussion 
with one’s partner. 

For some women, psychological factors play 
a part. If they have experienced pain in the past, 
they may fear its recurrence. This happens to 
some women who have been abused as children 
or raped. Some women may fear pregnancy or 
acquiring a sexually transmitted disease and are not 
able to relax during intercourse. Tension and anxi- 
ety or a lack of adequate stimulation before actual 
penetration may contribute to pain during inter- 
course. During foreplay (stimulation before inter- 
course), the vaginal walls secrete lubricating fluid 
that makes intercourse more comfortable. How- 
ever, after menopause and during breast feeding, 
many women find that secretions are not sufficient; 
a water-soluble jelly may be helpful as a lubricant. 
Hormone replacement therapy postmenopausally 
also helps to increase lubrication and thicken the 
skin of the vaginal wall. 

A change in position during intercourse can help 
relieve pain for some women. They may feel a dis- 
comfort when the penis contacts their cervix (the 
neck of the uterus) and can avoid discomfort by less 
deep penetration. A pain felt deep in the pelvis may 
be caused by endometriosis, ovarian tumors or cysts 
or some other condition that should be investigated 
and treated by a physician as soon as possible. 

Medical treatments, psychological counseling and 
sex therapy are available to help these conditions. 

See also COITUS. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en’s Sexuality. Alameda, Calif.: Hunter House, 1992. 


dysphoric mood A mood in which one feels sad, 
despondent and discouraged with anxiety and 


tension. A dysphoric mood may be a symptom of 
depression. 
See also AFFECTIVE DISORDERS; DEPRESSION. 


dyssomnia A category of sleep disorders. Dyssom- 
nias include disorders of initiating or maintaining 
sleep, such as insomnia or hypersomnia. These dif- 
fer from other sleep disorders, such as nightmares 
and sleep-walking. 

See also SLEEP. 


dysthymic disorder A chronically depressed mood 
that occurs for most of the day, more days than not, 
for at least two years. According to the Diagnostic 
and Statistical Manual of Mental Disorders, 4th ed., 
individuals with this disorder describe themselves 
as feeling sad or “down in the dumps.” Children 
may show signs of irritability. 

During period of depressed mood, individuals 
may experience poor appetite or overeating, insom- 
nia or hypersomnia, low energy or fatigue, low self- 
esteem, poor concentration or difficulty making 
decisions and feelings of hopelessness. 

See also AFFECTIVE DISORDERS; DEPRESSION. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C.: 1994. 


dystonic reaction A state of abnormal muscle 
tension that sometimes occurs as a side effect of 
neuroleptic medications. There may be spasms of 
the eyes, eyelids, face, neck and back muscles. In 
rare instances, spasms of the larynx and pharynx 
can cause asphyxia. The side effect is alleviated 
by changing to a lower dose of medication or to 
another, less potent antipsychotic or by using anti- 
Parkinsonian medications prophylactically in con- 
junction with the antipsychotic. 


eating disorders Compulsive misuse of food to 
achieve some desired physical and/or mental state. 
They can cause severe weight loss, ill health and 
psychological impairments. Eating disorders share 
common addictive features with alcohol and drug 
abuse, but unlike alcohol and drugs, food is essen- 
tial to human life, and proper use of food is a cen- 
tral element of recovery. 

People with eating disorders may be experienc- 
ing anxiety in some aspect of their lives which they 
think will be improved by dieting in excess. There is 
low self-esteem and a mortal fear of fatness. When 
sufferers acknowledge their compulsive behavior, 
their stress is often expressed in feelings of depres- 
sion and a wish to commit suicide. Sufferers typi- 
cally hide their illness; typically, people with eating 
disorders feel they do not deserve to be helped, 
although when family, friends, or coworkers dis- 
cover their illness, they try to help, and this creates 
a great deal of stress for all concerned. 

According to Anorexia Nervosa and Related Eat- 
ing Disorders, Inc. (ANRED), approximately 8 mil- 
lion people in the U.S. have an eating disorder. Eight 
million people represent about 3 percent of the total 
population. About 1 percent of female adolescents 
have anorexia, and about 4 percent college-aged 
women have bulimia. About 50 percent of people 
who have been anorexic develop bulimia or bulimic 
patterns. Because people with bulimia often keep 
their habit a secret, it is hard to estimate how many 
older people have the disorder. 

About 10 percent of people with anorexia and 
bulimia are male. This gender difference may reflect 
different attitudes of men and women. Men want to 
be strong and powerful, while many women wish 
to be waiflike and thin. They diet to lose weight, 
making themselves vulnerable to binge eating and 
possibly to compulsive overcontrol. 
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While anorexia and bulimia affect primarily peo- 
ple in their teens and 20s, studies report both dis- 
orders in children as young as six and adults as old 
as 76. Among Baby Boomer women, now middle- 
aged, there seems to be an increase of anorexia and 
bulimia, possibly because this group always consid- 
ered image an important factor in their lives. 

Binge-eating disorders affect 1 percent of women 
in the United States, according to a report in Drugs 
and Therapy Perspectives. In other studies, up to 2 
percent, or one to two million adults in the United 
States, have problems with binge eating. 

People who have alcohol problems may also 
have eating disorders. According to Health maga- 
zine, (January/February 2002), about 72 percent 
of alcoholic women under age 30 also have eating 
disorders. 

According to ANRED, without treatment up to 
20 percent of people with serious eating disorders 
die. With treatment that number is about to 2 to 3 
percent. 


Anorexia Nervosa 
Anorexia nervosa is a syndrome of self-starvation 
in which people willfully restrict their intake of 
food out of fear of becoming fat; this withholding 
results in life-threatening weight loss. Anorexics 
(people who suffer from anorexia nervosa) “feel 
fat” even when they are at normal weight or dan- 
gerously thin. When emaciated, anorexics often 
deny their illness and develop an active disgust for 
food. Deaths from anorexia nervosa are higher than 
from any other psychiatric illness. 

Causes of anorexia vary widely. Many anorexics 
are part of a close family and have special relation- 
ships with their parents. They are highly conform- 
ing, anxious to please and may be obsessional in 
their habits. There is speculation that girls who 
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refrain from eating wish to remain “thin as a boy” 
in an effort to escape the burdens of growing up and 
assuming a female sexual and marital role. Another 
contribution to the increase in anorexia is contem- 
porary society’s emphasis on slimness as it relates 
to beauty. This is particularly prevalent in the fash- 
ion and advertising industries, with their images of 
overly thin models. Most women diet at some time, 
particularly athletes and dancers who seem more 
prone to the disorder than other women. 

Symptoms include severe weight loss, wasting 
(cachexia), food preoccupation and rituals, amen- 
orrhea (cessation of the menstrual period) and 
hyperactivity (constant exercising to lose weight). 
The anorexic may suffer from tiredness and fatigue, 
sensitivity to cold and loss of hair. 

Eating disorders sometimes result in other men- 
tal health disorders, including depression person- 
ality disorder and schizophrenia. Individuals may 
suffer from withdrawal, mood swings and feelings 
of shame and guilt. Both anorexics and bulimics 
develop rituals regarding eating and exercise. They 
often are perfectionists in habits, such as clothes 
and personal appearance, and have an “all or noth- 
ing” attitude about life. 


Bulimia 
Bulimia is characterized by recurrent episodes of 
binge eating followed by self-induced vomiting, vig- 
orous exercise and/or laxative and diuretic abuse to 
prevent weight gain. Most people view vomiting as 
a disagreeable experience, but to a bulimic, it is a 
means toward a desired goal. 

Another eating disorder is bulimarexia, which is 
characterized by features of both anorexia nervosa 
and bulimia. Some individuals vacillate between 
anorexic and bulimic behaviors. After months 
and perhaps years of eating sparsely, the anorexic 
may crave food and begin to binge, but the fear of 
becoming overly fat leads her or him to vomit. 

Bulimics may be of normal weight, slightly 
underweight or extremely thin. Bingeing and vom- 
iting may occur as much as several times a day. In 
severe cases, it may lead to dehydration and loss of 
potassium, causing weakness and cramps. 


A Cycle of Addiction 


Behaviors of anorexics and bulimics are driven by 
the cycle of addiction. There is an emotional empti- 


ness, which in turn leads to the psychological pain 
of low self-esteem. The individual looks for a way 
to dull the pain using addictive agents (starvation 
or bingeing), which usually results in the need to 
purge or in medical problems. Finally, suffering 
from guilt, shame and self-hate, the individual goes 
back to a routine of starvation and/or bingeing and 


purging. 


Treatment 


Medical problems caused by the disorder should be 
diagnosed and managed first. When the medical 
complications are severe, an individual may be hos- 
pitalized to stabilize physical functions and monitor 
nutritional intake. Often small feedings are carefully 
spaced because the patient cannot handle very much 
food at one time. In some cases, antidepressant med- 
ications are begun during the hospital stay. 

Treatment of eating disorders may cost an excess 
of $30,000 a month. Many patients need repeated 
hospitalizations and can require treatment extend- 
ing two years or more. Some therapists believe 
that anorexia/bulimia is never cured but merely 
arrested. However, some behaviorists believe that 
weight gain indicates a cure. There are several ther- 
apies used in treating with eating disorders; these 
different options should be discussed with the indi- 
vidual’s therapist. A major part of therapy for eating 
disorders involves helping the individual rethink 
her or his perception of body image, because often 
it is the perceived flaws that led to the eating disor- 
der in the first place. 

Many people with eating disorders are treated 
on an outpatient basis. There may be weekly coun- 
seling that include individual and group sessions for 
outpatients and family, marital therapy and special- 
ized support for eating disorders. 

See also BODY IMAGE; DEPRESSION; SELF-ESTEEM. 


ECG See ELECTROCARDIOGRAM. 


echolalia Compulsive repetition of what is said by 
another person. The accent, tone and words of the 
speaker are mimicked. This occurs in some people 
with autism and some forms of mental retardation; it 
is an unusual symptom of catatonic schizophrenia. 
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echopraxia Compulsive imitation of the move- 
ments and gestures of another person. Echopraxia 
often accompanies echolalia. 

See also ECHOLALIA. 


ECT See ELECTROCONVULSIVE THERAPY. 


EEG See ELECTROENCEPHALOGRAM. 


Effexor Trade name for venlafaxine, a newer anti- 
depressant medication with dual reuptake blocking 
capacity for serotonin and norepinephrine. 


ego A region of the mind believed to contain both 
conscious and unconscious parts, which serves a 
mediating role between bodily needs, (id) and the 
external world. People acquire certain moral and 
ethical demands as they mature, and these are 
taken into account by the ego in this mediating 
function. The ego is also responsible for planning 
and thinking. 

Most ego functions are automatic. A basic ego 
function is adaptation to reality, which is accom- 
plished by delaying drives and calling up defense 
mechanisms as safeguards against unacceptable 
impulses. 

Individuals use defense mechanisms to protect 
the ego from conflicts; such defense mechanisms 
include projection, repression and sublimation. 

Sigmund Freud said the ego was one of three 
aspects of mental functioning, along with the id 
and superego. The ego lets one reason, test reality 
and solve problems, while the id modifies instinc- 
tual impulses following wishes of the person’s con- 
science (superego). 

See also DEFENSE MECHANISMS; FREUD, SIGMUND; 
ID; SUPEREGO. 


ejaculation The emission of semen from the penis 
at orgasm, usually during intercourse or masturba- 
tion. Ejaculation disorders are conditions in which 
ejaculation occurs before or very soon after penetra- 
tion, does not occur at all or in which the ejaculate 


is forced back into the bladder. Because ejaculation 
disorders interfere with the completion and enjoy- 
ment of sexual intercourse, they are very stressful for 
men, as well as for their partners who do not always 
know how to help and may feel some blame. 

Early ejaculation is ejaculation occurring within 
10-60 seconds after penile penetration; it is also 
known as premature ejaculation. It is the most 
common sexual problem in men, often because 
of overstimulation, anxiety or stress about sexual 
performance. 

Inhibited ejaculation is a rare condition in which 
erection is normal but ejaculation does not occur. 
It may be psychological, or it may be a result of a 
complication of other disorders or drug use. 

Retrograde ejaculation occurs when the valve at 
the base of the bladder fails to close during an ejac- 
ulation. This forces the ejaculate backward into the 
bladder. Retrograde ejaculation may be the result 
of a neurological disease, or it can occur from pelvic 
surgery, surgery on the neck of the bladder or after 
a prostatectomy. 

Treatment for ejaculation difficulties may begin 
with a visit to a physician, a urologist or a sex 
therapist. 

See also SEX THERAPY. 


Elavil Trade name for amitriptyline hydrochlo- 
ride, a tricyclic antidepressant drug. It is as effective 
as imipramine in the treatment of depressive epi- 
sodes of major depression, bipolar disorder, dysthy- 
mic disorder and atypical depression. Concomitant 
administration of amitriptyline with an antipsy- 
chotic drug can be beneficial in schizoaffective dis- 
order and depression with psychotic features. It is 
used to help control abnormal eating behavior in 
bulimic patients and may also be useful in the pre- 
vention of migraine headaches and in some patients 
with chronic pain, including tension-type headache 
that is unresponsive to analgesic therapy. 

Though effective, amitriptyline has a high rate of 
such side effects as sedation, dry mouth, constipa- 
tion and weight gain associated with its use. It is 
highly toxic in overdose. 

See also ANTIDEPRESSANT MEDICATIONS; HEADACHES. 


Eldepryl Trade name for the monoamine oxidase 
inhibitor antidepressant medication selegiline. 
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See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH. 


elderly parents Caring for elderly parents is an 
increasingly common and complicated issue in 
today’s society. There are many emotional and 
practical challenges involved when middle-aged 
adults begin to assume a bigger role in their par- 
ents’ affairs and cope with their own feelings about 
this “role reversal.” 

Knowing when to take a more active role in 
parents’ lives as they get older is a question many 
middle-aged adults face. They should be attentive 
for changes in the parents’ judgment and ability to 
take care of themselves and their affairs. Elderly 
parents may present a variety of needs. Some may 
need physical assistance and others emotional 
assistance. Some may need financial help. As their 
behaviors change, one should try to determine to 
what extent those changes are part of a lifelong per- 
sonality style. The adult child should also ask others 
who know the parent if they see changes, too. One 
may want to seek professional help in making this 
evaluation. 

Many middle-aged children feel awkward about 
being responsive to their parents’ needs without 
being overprotective. To overcome this awkward- 
ness, children should talk to their parents, find out 
how they perceive their circumstances and dis- 
cuss mutual concerns. They can agree to explore 
the situation further and work together toward a 
mutually agreeable approach. If the parent does not 
acknowledge problems, one can keep the dialogue 
going by asking how they would advise a friend 
in similar circumstances. This technique may help 
everyone focus more clearly on immediate needs 
and solutions. 

Most older people want to live independently as 
long as possible. There are many noninstitutional 
arrangements for those who become increasingly 
dependent. Many participate in adult day-care pro- 
grams, some have meals delivered to their homes, 
others live semi-independently with daily outside 
help and some live in “retirement projects” with a 
nurse on duty. One should encourage one’s parents 
to stay involved with friends and to enjoy as many 
activities as they can. 


As parents age, they may decide that it is in 
their own best interests to discuss and review their 
options. Some, despite increased physical or mental 
frailty, may want to keep things as they are. Social 
workers usually advise not rushing things, unless 
needs are immediate and obvious. When difficult 
questions arise, all people—the elderly included— 
may not be ready to make decisions. They may 
want more time before talking about the problem 
again. One should consider involving others, such 
as grandchildren, trusted friends or a family doc- 
tor, in discussions. Everyone responds in differ- 
ent ways to different individuals. It may be useful 
to determine which individuals one’s parents are 
most likely to listen to and involve those people in 
discussions. 

As elderly parents become more dependent, 
interpersonal role relationships change. The adult 
child may experience a range of emotions and pos- 
sibly the reappearance of long-forgotten feelings. 
For example, in some families, adult children may 
have always felt grateful to their parents and now 
feel able to finally repay their parents in financial, 
emotional and physical ways. In other families, 
however, adult children who already have other 
heavy responsibilities may find additional depen- 
dency too much to accept and feel overburdened, 
resentful or guilty about their inability to help. 

Parents may feel resentful about losing their 
independence and direct their hostility toward the 
grown-up child. In such cases, one must keep in 
mind that their hostility is really directed at the sit- 
uation and not necessarily at the child. 

Taking on more responsibility for one’s parents 
is an evolving process. At first one may feel uneasy 
and uncertain in taking control from parents. There 
are likely to be conflicts as different people perceive 
problems in different ways. Some people resist rec- 
ognizing problems. Sometimes one sibling does not 
want to accept the fact that the parent is becoming 
dependent. In time, children and parents become 
more comfortable with the role reversal and move 
toward new patterns of meeting everyday situa- 
tions. 

As parents age, many begin thinking more 
about death and will offer their wishes regarding 
life-prolonging interventions. Increasingly com- 
mon living will arrangements help ease the ethical 
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dilemma of decision making when facing a parent’s 
major illness or prolonged disability. A living will is 
a legal document that can allow a child to do what 
the parent desires when the time comes. 

Recognizing signs of mental health problems in 
the elderly is important. In general, the elderly as a 
group are as mentally healthy as the general popu- 
lation. Nevertheless, there are some illnesses spe- 
cific to this age group that can affect their behavior, 
judgment and memory. For example, elderly par- 
ents may be overly fearful of losing control of what 
is going on around them. Symptoms may be mild, 
such as sadness, loneliness, irritability or confusion, 
or they may be severe, such as depression, agitation 
or delusions. One should watch for such symptoms 
and get appropriate help. There are specialists in 
geriatric mental health who can be consulted. 

Many adult children find that they cannot cope 
alone with elderly parents. In many cases it is too 
much for one individual, or one couple, to care for 
aging parents. There may be reasons why others 
cannot be involved in the responsibility; one may 
have few or no other family members, or they may 
live far away or already have heavy demands on 
themselves. 

The idea of sharing responsibilities is important 
for the major caregiver and also to increase the 
number of people to whom parents continue to 
relate. One can consult the local Office on Aging to 
get some ideas about available services in the com- 
munity, such as day care, meals, recreation, living 
arrangements and respite help. Many such pro- 
grams feature sliding-scale fees. Additionally, com- 
munity mental health programs have specialists in 
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e Be patient in starting your discussion. 

e Set goals for each discussion. Be realistic. 

e Discuss his/her wishes; permit parents to maintain 
their dignity and keep a sense of control. 

e Use specific examples: “I’ve been concerned about 
your safety at home since your neighbor, Maggie, 
broke her hip.” 

e Suggest some options; explain advantages and 
disadvantages. 

e Make some specific short-term and long-term plans 
to give both of you peace of mind. 





the care of older adults who can provide counsel 
and suggest support groups to help share concerns 
and practical approaches. 

For adult children whose parents live in distant 
places, local social workers are affiliated with net- 
works that can help arrange for long-distance care 
of elderly parents. 

See also AGING; DEATH; SUPPORT GROUPS. 


Kahn, Ada P. Becoming a Parent to Your Parents. Mental 
Health Association of Greater Chicago, 1988. 

. Stress A to Z: The Sourcebook for Facing Everyday 

Challenges. New York: Facts On File, 2000. 





Electra complex According to Sigmund Freud, a 
term relating to a relationship of a daughter to her 
father during an early stage of psychosocial devel- 
opment. The presumed desire of a young girl to sex- 
ually possess her father is a parallel to the Oedipus 
complex boys presumably develop toward mothers. 
In mentally healthy individuals, these unconscious 
feelings are resolved as the individual moves into a 
more mature stage of development. 

The name of this complex comes from Electra, a 
mythical figure, daughter of Agamemnon, king of 
Mycenae. While Agamemnon was at war, his wife 
Clytemnestra, and her lover conspired to kill her 
husband upon his return to usurp his kingdom. To 
avenge her father’s death, Electra planned to mur- 
der her mother and the lover. 

See also COMPLEX; OEDIPUS COMPLEX. 


electrocardiogram (ECG, EKG) A record of the 
electrical impulses that precede contraction of the 
heart muscle. Wave patterns are known as P, Q, 
R, S and T. The ECG is a useful means of diagnos- 
ing disorders of the heart, many of which produce 
deviations from normal electrical patterns, Individu- 
als who have anxieties and panic disorder may suf- 
fer from heart palpitations or a very fast heartbeat; a 
physician may request an ECG for them to rule out 
heart problems. In the ECG, electrodes are placed on 
the individual’s chest and amplified by the electronic 
machine that creates the electrocardiogram, or the 
printed tracing of the patterns of the heartbeat. 
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An abnormal ECG may help diagnose a myo- 
cardial infarction (heart attack), tissue damage, 
arrhythmia (abnormal heart rhythm), coronary 
insufficiency (coronary artery sclerosis) or other 
cardiac condition. The ECG is often used along with 
increasingly vigorous levels of exercise on a tread- 
mill or in a battery-operated recorder (Holter moni- 
tor) worn for 24 hours to diagnose heart disease 
more accurately. 


electroconvulsive therapy (ECT) A treatment 
involving the use of anesthesia and administration 
of muscle relaxants and oxygen that produces a 
convulsion by passing an electrical current through 
the brain; it is also known as electroshock therapy. 
Historically, this treatment was used for a variety 
of serious symptoms of mental illness. Under close 
medical monitoring, it is given to carefully selected 
patients with psychosis or severe depression who 
are unresponsive to treatment, especially patients 
with high levels of suicide risk. ECT has been shown 
to affect a variety of neurotransmitters in the brain, 
including GABA, norepinephrine, serotonin and 
dopamine. It is also sometimes used to treat acute 
mania and acute schizophrenia when other treat- 
ments have failed. The number of ECT treatment 
needed for each person is determined according to 
the therapeutic response. Individuals with depres- 
sion usually require an average of six to 12 treat- 
ments; commonly, treatments are given three or 
four times a week, usually every other day. After a 
course of ECT treatments, such patients are usually 
maintained on an antidepressant drug or lithium to 
reduce the risk of relapse of the condition. ECT has 
a high rate of therapeutic response (80 to 90 per- 
cent) but may have a relapse rate of 50 percent in 
one year, which can be reduced to 20 percent with 
maintenance medication. 

The treatment can be lifesaving in people who 
are too medically ill to tolerate medication or who 
are not eating or drinking (catatonic). Side effects, 
including memory loss, are not uncommon. Patients 
must give informed consent to ECT, similar to any 
operative procedure. 

See also DEPRESSION; SCHIZOPHRENIA. 


electroencephalogram (EEG) An instrument that 
measures small electrical discharges from corti- 


cal areas of the brain through electrodes placed at 
standardized locations on the scalp. Irregularities 
are identified by examining patterns produced on 
a graph. EEG is used to study sleep and dreaming 
and in diagnosing brain tumors and epilepsy. It is 
also often one of many tests a physician will rec- 
ommend for an individual who suffers from severe 
headaches, chronic insomnia and other disorders. 
See also HEADACHES; INSOMNIA. 


electroshock treatments See ELECTROCONVULSIVE 


THERAPY. 


ELISA test (enzyme-linked immunosorbent assay) 
A laboratory test commonly used in the diagnosis of 
infectious diseases, and a highly sensitive screening 
test for evidence of the presence of HIV antibod- 
ies, considered a causative agent of AIDS (acquired 
immunodeficiency syndrome). 

Tests found positive by this procedure are usually 
followed with another confirmatory assay. Learn- 
ing about a positive test result causes considerable 
stress and increasing dilemmas for many individu- 
als. Therefore, appropriate counseling and expert 
interpretation should be done before and after test 
results are known. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME. 


emotional charge The buildup of anger, rage 
and hurt feelings, stored in the body and mind. An 
emotionally charged discussion is one in which one 
or more of the participants have built up a store of 
emotions and often “let loose,” sometimes speaking 
without thinking first. An example of emotional 
charge is often shown at a support group for indi- 
viduals who care for aging parents and feel over- 
whelmed by their circumstances. When they finally 
talk about their feelings to others with many of the 
same concerns, they “let loose.” 


Emotional Health Anonymous A national self- 
help program to offer support to men and women 
who have experienced emotional problems and 
illnesses. The self-help groups of this program use 


employee assistance programs 175 





a modified version of the 12 steps to recovery of 
Alcoholics Anonymous to help participants during 
and after their crisis periods. Founded in 1970, the 
program has support groups throughout the United 
States as well as in other countries. 


emotions A range of feelings humans experience. 
These may include anger, joy, happiness, sadness, 
gladness, despair, love, disgust, fear or surprise. How 
an individual feels is unique to that individual, and 
it is impossible to describe feelings, although peo- 
ple try through psychotherapy and creative release 
(song, poetry, etc.). 

Emotions are also expressed at times with sweaty 
palms, weak knees or rapid heartbeat, such as when 
the individual is feeling fear or anxiety. 

Researchers say that experiencing emotional 
feelings begins before the age of two months 
when a baby first smiles, and emotions continue to 
develop as the infant realizes how separation from 
the mother feels. As we grow older, our emotional 
reactions are influenced by experiences. For exam- 
ple, before a job interview we may feel nervous; 
before a happy occasion we will probably feel joy 
or gladness. 

Emotion is important to an infant’s development 
of good mental health in later life. Researchers have 
found that lack of loving attention and a trusting 
relationship during infancy may result in later diffi- 
culty with normal emotional development. A child 
may be emotionally deprived if there is frequent 
separation from parents during the first few years 
of life and bonding does not occur. Children who 
are emotionally deprived often crave attention and 
have difficulty coping with frustration. 

The term “emotional problems” or “emotional 
disorders” is used to apply to many mental health 
difficulties. How people express their emotions is 
an important aspect of mental health. Many emo- 
tional responses are considered within the range 
of normal. When responses are out of the range of 
normal, such as pervasive sadness in depression, 
mental health is threatened. 


empathy An ability to mentally feel and under- 
stand what someone else is feeling. People who 


have been in the same situation as another can 
empathize. For example, a widow can have empa- 
thy with another individual who recently lost a 
spouse. 


employee assistance programs (EAPs) Programs 
that identify employees whose personal problems 
adversely affect their job performance, they pro- 
vide the employee and their immediate families 
with confidential, professional assistance. From the 
employer’s point of view, whatever EAPs can do 
to improve the mental health of employees helps 
make the business run more efficiently. 


How EAPs Work 


There are two types of EAPs: internal and external. 
The majority of EAPs use independent companies 
that provide EAP services under a contract with the 
employer. 

While the programs are geared to identifying 
employees whose personal problems may adversely 
affect their job performance, they also take a pro- 
active stance in helping employees avoid problems 
before they occur. For example, companies offer 
their employees seminars on stress reduction, par- 
enting, adolescents and drugs, exercise, health and 
diet. 

EAPs provide referrals to appropriate profes- 
sional services for employees and their immediate 
families. Confidentiality is assured; most employees 
would not use an EAP if they thought their prob- 
lems would be revealed. 

Employers implement EAPs for a variety of rea- 
sons. One is the skyrocketing costs related to pro- 
viding a medical benefits program; another is the 
huge cost attributed to down time due to employee 
alcohol addiction and mental health concerns. A 
four year study of mental health care received by 
employees of the McDonnell Douglas Corporation 
estimated that the company could have saved $5.1 
million over three years if those employees who did 
not seek treatment had done so. Employees who 
used the EAP for chemical dependency also lost 44 
percent fewer work days and filed fewer medical 
claims than those who did not. 

Through its EAPs, Hewlett-Packard offers stress 
management courses to its 56,000 United States 
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employees. Programs range from learning coping 
skills to dealing with teenage drug abuse. Addition- 
ally, Hewlett Packard offers its employees physical 
activities—membership in health clubs and on-site 
weight rooms, basketball courts, jogging tracks and 
nautilus equipment—as a means of stress reduc- 
tion and an avenue toward healthier lives. Sat- 
urn Corporation, an automobile manufacturer 
headquartered in Tennessee, provides one-on-one 
counseling much of which is stress-related, by spe- 
cially trained health care specialists. E.I. Dupont, 
the Delaware chemical manufacturer, also takes an 
individualized approach to helping its employees 
deal with stress. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
DEPRESSION; RESOURCES. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


empty nest syndrome A mild form of depres- 
sion that occurs in middle-aged people when their 
children grow up and leave home. Typically, the 
syndrome seems to affect women more than men, 
and particularly women whose lives have focused 
on their children at the expense of engaging in 
activities for their own fulfillment. Such individuals 
no longer feel needed and feel a void in their life. 
However, many middle-aged people view children 
leaving home with a sense of relief and of accom- 
plishing a major life task. 


McQuaide, Sharon. “Women at Midlife.” Social Work 43, 
no. 1 (January 1998): 21-31. 


enabler A participant in a codependent relation- 
ship. The enabler promotes the codependent rela- 
tionship by compensating for or covering difficulties 
or flaws in the behavior of the other out of an addic- 
tive need to be needed and to keep the relation- 
ship going. For example, a parent who continues to 
support an adult child who should be responsible 
for herself because the parent enjoys the feeling 
of the child’s dependence would be considered an 
enabler. Another example is a husband who does 
all the household chores—shopping, driving chil- 


dren to activities, etc.—and explains that his wife is 
not feeling well in order to cover for an agorapho- 
bic wife. It is difficult for an individual to live with 
agoraphobia without an enabler. Many alcoholics 
and drug addicts also have enablers. 

See also AGORAPHOBIA; ALCOHOLISM AND ALCOHOL 
DEPENDENCE; CODEPENDENCY; RELATIONSHIPS in BIB- 
LIOGRAPHY. 


Becnel, Barbara. The Co-Dependent Parent. San Francisco: 
Harper, 1991. 


encephalitis An inflammation of the brain that 
may result from many causes, including viruses, 
bacterial infection or lead poisoning. Symptoms 
may be mild or serious, with fever, convulsions, 
delirium and coma. 

See also BRAIN. 


encounter group A form of small-group therapy 
in which personal growth is encouraged through 
sensitivity to others and interactions on an emo- 
tional level. A leader functions as a facilitator 
rather than a therapist and encourages participants 
to focus on “here and now” feelings and interac- 
tions. The term was coined by J. L. Moreno in 1914. 
In the 1990s such groups are often referred to as 
“rap” groups, and individuals with similar concerns 
come together to discuss mutual concerns, such as 
depressions, parenting children who abuse drugs, 
or women who are abused by their husbands. 
See also SUPPORT GROUPS. 


Endep Trade name for amitriptyline, a tricyclic 
antidepressant medication. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH; TRICYCLIC ANTIDEPRESSANT 
MEDICINES. 


endocrine disorders In disorders of the endocrine 
system, there is either not enough or too much 
production of a hormone by a gland. Endocrine 
disorders may cause many symptoms in body func- 
tions and behavior related to mental health, such as 
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growth, metabolism, response to stress and sexual 
activity. Too much hormone production may be a 
result of a tumor, an autoimmune disease affecting 
a gland or a disorder of the pituitary or the hypo- 
thalamus, which control many other glands. When 
there is unusual hormone production, there may 
be a feedback effect on the secretion of hormones 
by the pituitary and the hypothalamus. To diagnose 
endocrine disorders, many laboratory and diagnos- 
tic tests are used, including tests that measure levels 
of hormones in the blood and urine. 

Examples of endocrine disorders include Addi- 
son’s disease, thyrotoxicosis and Cushing’s syn- 
drome. In Addison’s disease, a defective adrenal 
cortex results in reduced hormone production. In 
thyrotoxicosis, there is an excess of hormone pro- 
duction. In Cushing’s syndrome, there is an excess 
of adrenocorticotropic hormone (ACTH) secretion 
by a pituitary tumor. 

The most common endocrine disease is hypothy- 
roidism, in which the thyroid gland, for a number 
of possible reasons, fails to produce enough thyroid 
hormone to convert food (glucose) into energy. 
Hypothyroidism may cause fatigue, apathy, a ten- 
dency toward weight gain and mental dullness. 
Decreases in thyroid function can cause depres- 
sion. Some medications such as lithium can bring 
out a tendency toward hypothyroidism. Endocrine 
disorders can rarely cause mental disorders such as 
depression or even psychosis. 

See also ENDOCRINE SYSTEM; ENDOCRINOLOGY. 


endocrine system A series of ductless glands that 
secrete hormones directly into the bloodstream. 
Examples include the thyroid gland, which secretes 
thyroxine; ovaries (in females), which secrete estro- 
gen; testes (in males), which secrete testosterone; 
and the adrenals, which secrete hydrocortisone. 
These glands and their secretions regulate the body’s 
rate of metabolism, growth, sexual development 
and functioning. Some endocrine glands increase 
their activity during stress and emotional arousal. 
In research, these hormones appear to have very 
significant affects on fetal development and even on 
the central nervous system (brain) in adults. 
Recent research is showing that even the sup- 
portive cells (glial cells) of the brain may produce 


hormones, though their function beyond this is not 
yet known. 
See also ADRENAL GLAND; HORMONES. 


endocrinology The study of the body’s endocrine 
system and the hormones they secrete. A physician 
who specializes in diseases of the endocrine system 
is known as an endocrinologist. 


end of life issues Issues that affect the mental 
health of family members, as well as the person 
near death. Extreme stress may result because of 
use or nonuse of medical procedures and lack of 
communication with health care practitioners. 

In 1995 the American Medical Association estab- 
lished the Task Force on Quality of Care at the End 
of Life “to aid physicians in identifying when in the 
care-giving process, a transition in care needs may 
occur, and to identify actions that can be taken to 
improve the quality of life for those facing the end 
of life.” 


Ethical Considerations 


In a background paper (dated November 21, 
1995), the American Medical Association’s Task 
Force reported that end of life issues have always 
been fraught with problems that society as a whole 
has not yet addressed. Through their close rela- 
tionships with their patients, physicians continue 
to hold a significant role in how people address 
these issues. Assuming that patients do not mis- 
understand the prognosis and treatment options 
and that they are not suffering from a treatable 
form of depression, physicians in virtually all 
cases are morally obligated to abide by the compe- 
tent patient’s directions in the provision or stop- 
page of life-sustaining treatment. Physicians have 
an obligation to relieve pain and suffering and to 
promote dignity and autonomy of dying patients 
in their care. This includes providing effective and 
palliative treatment even though it may foresee- 
ably hasten death. 

The AMA is also developing a working definition 
of “futile treatment” that physicians will be able to 
use in consultation with patients and their families 
when intensive care is requested and the physician 
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does not believe such treatment has a reasonable 
chance of benefiting the patient. 


Euthanasia and Physician-Assisted Suicide 
While competent patients generally retain auton- 
omy in end of life decisions, this does not extend 
to requests for euthanasia or physician-assisted 
suicide. Dire social implications are inherent in 
these issues, and they pose a serious risk of abuse 
that is virtually uncontrollable, according to the 
AMA background paper. Such practices are ethi- 
cally prohibited. They are fundamentally inconsis- 
tent with the physician’s role as healer, and they 
could contribute to erosion of the patient/physician 
relationship. 


Importance of End of Life Issues 
Patients deserve full information about their clinical 
status, honest assessment of prognosis and education 
about potential treatment options, including pallia- 
tive and hospice care. Physicians should encourage 
patients to consider their attitudes and beliefs about 
health care and quality of life prior to a crisis. They 
should advocate completion of advance directives, 
a signed paper that states the patient’s wishes as to 
the prolonging of life. At the same time, the medi- 
cal profession recognizes its responsibility to take 
actions to enhance the decision-making ability of 
the ethically, morally and professionally trained 
medical/health care team, so that this group can be 
entrusted to provide care for patients at the end of 
life. 
See also DEATH; ELDERLY PARENTS; SUICIDE. 


*Adapted from background paper, “Task Force Addresses 
End of Life Care,” American Medical Association, 
November 21, 1995. 


endogenous Arising from causes within the body. 
The term is often linked with depression (endog- 
enous depression), which refers to a type of depres- 
sion not due to an identifiable external cause as 
opposed to an exogenous depression, which may 
be linked to a death in the family, job loss or other 
identifiable causes. Such depression may be treated 
with psychotherapy and/or antidepressant drugs. 
See also ANTIDEPRESSANT MEDICATIONS; DEPRESSION. 


endogenous depression A type of depression that 
originates from within the body, as when there is 
a chemical imbalance, contrasted with a type of 
depression known as exogenous depression, which 
is not physiological in origin. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; ENDOGENOUS. 


endorphins A group of substances formed within 
the body that relieve pain and may improve mood. 
Endorphins have a chemical structure similar to 
that of morphine. Since the early 1970s, research- 
ers have understood that morphine acts at specific 
sites called opiate receptors in the brain, spinal cord 
and at other nerve endings. From this knowledge, 
they identified small peptide molecules produced 
by cells in the body that also act at opiate receptors. 
These morphinelike substances were named endor- 
phins, short for endogenous morphines. Effects of 
endorphins are noted, for example, in accident 
victims, who feel no initial pain after a traumatic 
injury, or in marathon runners, who do not feel 
muscle soreness until they complete their race. 

In addition to their effect on pain, endorphins 
are considered to be involved in controlling the 
body’s response to stress, regulating contractions of 
the intestinal wall and determining mood. Addic- 
tion and tolerance to narcotic analgesics, such as 
morphine, are thought to be due or to cause sup- 
pression of the body’s production of endorphins; 
withdrawal symptoms that occur when effects of 
morphine wear off may be due to a lack of these 
natural analgesics. Conversely, acupuncture is 
thought to produce pain relief partly by stimulating 
release of endorphins. 

See also MEDITATION; RUNNER'S HIGH. 


enkephalins A small group of peptide molecules 
that are secreted within the brain and by nerve 
endings such as in the digestive system and adrenal 
glands. Enkephalins have an analgesic (pain reliev- 
ing) effect and are thought to affect mood and pro- 
duce sedation. 

See also ENDORPHINS. 


enuresis See BEDWETTING. 
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environment Chemical, physical and biologi- 
cal components that compose the natural world. 
Stresses caused by the environment can interfere 
with good mental health. In cities throughout the 
United States, the number of days when the Pol- 
lution Standard Index (PSI), which is a combined 
reading of five major pollutants—particulate mat- 
ter, sulfur dioxide, carbon monoxide, ozone and 
nitrogen dioxide—frequently goes beyond accept- 
able standards; in fact, PSI can fluctuate from as few 
as three to well over 200 in any given year. Difficul- 
ties in breathing, runny eyes and light-headedness, 
all sources of stress for the sufferer, are just some of 
the symptoms caused by bad air. 

Inside the home or workplace, environmental 
hazards continue to prevail. It is estimated that up 
to 15 percent of the population is sensitive to indoor 
pollutants, which may be 10 times more concentrated 
than in nearby outdoor air. Some chemicals found 
in and around the household and workplace are pes- 
ticides, permanent press fabrics, gas-stove fumes, car 
exhaust and particleboard. Even water causes envi- 
ronmental illnesses; symptoms range from mild to 
disabling and are often non-specific. Every part of 
the body can be affected by flulike headaches, mus- 
cle aches and fatigue, or more debilitating food intol- 
erance and central nervous system problems such as 
memory loss, confusion and depression. 

See also CLIMATE AND MENTAL HEALTH; RESOURCES; 
SICK BUILDING SYNDROME. 


Altman, Roberta. The Complete Book of Home Environmental 
Hazards. New York: Facts On File, 1990. 


envy An emotional feeling that most people expe- 
rience at one time or another in which they have 
a sense that something is lacking in their lives that 
others may have. For example, they may desire 
the status or possessions of another person. Usu- 
ally envious people are unwilling to admit to these 
feelings. Envy can spring from many types of rela- 
tionships, but the situations close at hand involv- 
ing friends, relatives, neighbors or colleagues are 
generally most intense. It is easier to compare our- 
selves with people close at hand and to think that 
their good fortune might have been ours. Because 
feelings of envy imply that someone is in a supe- 


rior position and is often considered to be a sinful 
feeling, people develop various ways of masking or 
suppressing it. To avoid expressing envy, some peo- 
ple develop snobbish attitudes, gossip, criticize or 
imply that the person envied is the envious one. 

This ability to imagine or mentally project into 
or identify with an admired person’s strengths is an 
intellectual asset that may enable people to progress 
and better themselves. However, envy becomes neg- 
ative when it becomes fixated on another person’s 
life without spurring the envious person to better his 
or her life through effort in a constructive way. 

Modern American life is full of elements that 
create envy. For example, the mobile quality of 
society deemphasizes social class and creates feel- 
ings that all things are possible for all people. This 
can also create feelings of frustration, failure and 
envy when expectations are thwarted. Mass media, 
especially television, allows us to view “lifestyles of 
the rich and famous.” Advertising plays on feelings 
of envy. The “Me Decade” of the 1980s, with its 
narcissism and the “yuppie” lifestyle, created a cli- 
mate in which it has been easy for envy to flourish. 
As one is faced with a wide array of consumer prod- 
ucts made available by high technology, it is always 
possible to feel that someone else has more. 

Low self-esteem produces envy that often does 
not improve by the attainment of material things, 
status symbols or fame. Normal self-esteem makes 
envy unlikely but allows creative identification 
with admired traits in others. 

The reverse side of feelings of envy is the fear 
of being envied. This may be the reason that many 
people are less willing to talk about their salaries 
or general financial situation than other topics that 
might seem far more personal. Members of other 
societies carry this fear even further by sharing food 
and other possessions or by avoiding direct compli- 
ments, which are seen as a sign of envy and which 
may bring the power of the “evil eye” to bear on 
the fortunate person. Even people who find com- 
pliments pleasant still quite frequently experience 
an awkward feeling in accepting them. 

See also FRUSTRATION; SELF-ESTEEM. 


enzyme-linked immunosorbentassay (ELISA) See 
ELISA TEST. 
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enzymes Proteins that regulate rates of chemi- 
cal reactions in the body. Thousands of enzymes 
in the human body are produced by cells and tis- 
sues. Activities of enzymes are influenced by factors 
including certain drugs, such as barbiturates, that 
affect the rate at which others drugs are metabo- 
lized. This effect (enzyme induction) causes some 
drug interactions. Other drugs block action of 
enzymes. An example is antibiotics, which destroy 
bacteria by blocking bacterial enzymes. 

Enzymes that break down medications in the 
body are sometimes induced (or increased) by con- 
comitant use of other drugs such as nicotine (as in 
smoking) or large amounts of alcohol or sedatives. 
People with induced enzymes may break down 
and excrete antidepressants or anxiolytic drugs 
more rapidly, requiring higher than usual doses to 
achieve effects. If a smoker ceases smoking while 
taking other medications, the enzymes may no lon- 
ger be induced and the usual dose may now be too 
high, causing side effects. 


epidemic The sudden and rapidly spreading out- 
break of a disease that affects a significant num- 
ber of people in one location at the same time. An 
example is influenza, which seems to recur every 
year. Another is food poisoning, which might affect 
many individuals who eat the same food at a picnic 
and become ill. There have been and still are, in 
parts of the world, epidemics of some diseases, such 
as measles and chicken pox. 

Epidemics cause mental health consequences 
because the ill people temporarily cannot function 
with their normal capacity, and the well people 
become worried about others who are ill and con- 
cerned that they will also contract the disorder. 
There are usually many anxieties and stresses asso- 
ciated with any epidemic. 

The increase in the number of AIDS (acquired 
immunodeficiency syndrome) patients has been 
referred to an epidemic by the public and has 
aroused many fears in the general population, 
including fears of any kind of casual contact with 
homosexuals and fears among health practitioners 
of caring for AIDS patients. 

See also EPIDEMIOLOGY. 


epidemic anxiety Acute anxiety among many 
members of a given community at the same time. 
Epidemic anxiety is also known as mass hysteria. 
Usually a common factor for the anxiety can be 
identified, and individuals usually recover without 
long-lasting effects. 

Epidemic anxiety has occurred following chemi- 
cal explosions and similar crises of public safety. In 
such cases, people commonly report nausea, vomit- 
ing and headaches and attribute all such symptoms 
(whether correctly or not) to the recent event. 

See also MASS HYSTERIA. 


epidemiologic survey A study in which a rep- 
resentative sample of a designated population of 
individuals is studied to estimate the number of 
individuals within that general population who 
have a certain condition or diagnosis. Many mental 
health disorders are studied in this way. An epi- 
demiologic survey can help researchers determine 
trends in incidence of certain disorders. 
See also EPIDEMIOLOGY. 


epidemiology The science that studies preva- 
lence in the distribution of diseases in populations. 
Unlike clinicians who deal with one patient at a 
time, epidemiologists study large numbers of peo- 
ple in a community, country or area of the world. 
Although epidemiology originally dealt mainly 
with infectious diseases such as plague and cholera, 
epidemiologists now study many mental health dis- 
orders as well as contemporary physical problems 
such as AIDS. 
See also EPIDEMIC. 


epilepsy A disorder in which there is a tendency 
to have recurrent seizures or temporary alterations 
in one more brain functions. Seizures are neurolog- 
ical abnormalities that come and go that are caused 
by unusual electrical activity in the brain. Seizures 
usually happen spontaneously, with no apparent 
cause, but are a symptom of brain dysfunction; 
they can result from a variety of diseases or inju- 
ries. For example, head injuries, brain infection 
(encephalitis or meningitis), drug intoxication and 
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alcohol withdrawal states may at times be causes 
of seizures. 

Many epileptics lead normal lives and are 
healthy between seizures. However, some may be 
limited in their choice of jobs because of their dis- 
order. Many epileptics wear a tag bracelet or carry 
a special card indicating that they are epileptic; they 
should advise people with whom they work about 
what to do if a seizure occurs. 

Historically, epileptic people have often been 
the subject of fear, avoidance and lack of under- 
standing. Although epilepsy is considered a brain 
disorder, these people are not “crazy” and should 
be helped, not shunned, as has happened to some 
epileptic individuals. Family members, friends and 
bystanders need to be educated to show under- 
standing and compassion rather than criticism and 
ridicule. Epileptics remain mentally healthier indi- 
viduals with a supportive system around them. 

Epilepsy occurs in about one in 200 persons, 
with about | million epileptics in the United States. 
Epilepsy usually begins in childhood or adoles- 
cence; when epilepsy develops during childhood 
and there is a family history of the disease, there 
is a strong likelihood that symptoms will decrease 
after adolescence. Many people outgrow it and 
recover without medication, while others control 
their disease with anticonvulsant drugs. 

In some epileptics, seizures occur at times of 
extreme stress or fatigue or during an infectious ill- 
ness. Epileptics can reduce the frequency of seizures 
by taking appropriate medication and avoiding cer- 
tain situations known to bring on their seizures. 
Some epileptics can anticipate an attack when they 
experience an aura, which is a vaguely uncomfort- 
able feeling of restlessness and irritability. 


Symptoms and Types 
The occurrence and progression of a seizure depends 
on the part of the brain in which it arises and how 
it fans out. For example, generalized seizures may 
arise over a wide area of the brain and cause loss 
of consciousness, while partial seizures are usu- 
ally caused by damage to a more limited area of 
the brain (temporary lobe epilepsy). Generalized 
seizures are divided into two main types, grand mal 
and petit mal (absence) seizures. During a grand 
mal seizure, the individual becomes unconscious 


and falls down, and the entire body stiffens, jerks 
and twitches uncontrollably; breathing is irregular 
or absent. After the seizure, bladder and bowel con- 
trol may be lost; the person may feel disoriented 
and confused and may feel a need to sleep. When 
the effects are over, in several hours, the individual 
may have no recollection of the seizure. 

During a petit mal, or “absence” seizure, there is 
a momentary loss of consciousness, without abnor- 
mal movements. The individual may lose memory 
for only a few seconds or up to half a minute. As 
the attack happens, the individual may appear to 
be inattentive or daydreaming. In children, these 
seizures may occur hundreds of times a day and can 
hinder school achievements. 

During simple partial seizures there will be an 
abnormal twitching movement, tingling sensa- 
tion or even visual or other hallucinations without 
warning that last several minutes. With this type of 
seizure, the individual recalls details of the occur- 
rence. When seizures cause twitching movements 
on the same side of the body, the term applied is 
Jacksonian epilepsy. 

During complex partial seizures the individual 
may not respond if spoken to and looks dazed. There 
may be involuntary actions, such as lip smacking, 
that usually are not remembered by the sufferer. 


Diagnosis 

The physician will take a complete history from the 
individual as well as other family members and do 
a complete neurological examination and a sleep 
electroencephalogram (EEG); however, even the 
sleep EEG cannot always confirm or refute the 
diagnosis of seizure. Tests of heart function (such as 
an ECG or Holter monitor) are also used to test for 
cardiac irregularities as a cause of loss of conscious- 
ness. Additionally, CAT scanning of the brain and 
MRI scanning can give additional information, as 
can specific blood tests. 


Treatment 


In most cases, anticonvulsant drugs lessen the fre- 
quency of seizures. However, these drugs may have 
side effects such as drowsiness and impaired con- 
centration. Medications are tailored to the needs of 
each individual patient and the severity of the dis- 
ease. In rare cases, brain surgery is recommended 
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when seizure disorders are severe, do not respond 
to medication and emanate from a single operable 
area or “focus” in the brain. 


Helping during an Epileptic Seizure 
Those standing by and witnessing an epileptic 
attack should watch to see that the individual 
can breathe while unconscious and is not in any 
physical danger from the surroundings. The per- 
son should not be restrained or held down but 
permitted to move freely; something soft should 
be placed beneath the head. Tight clothing, par- 
ticularly around the neck, should be loosened. The 
mouth should not be forced open. Reasons to call 
an ambulance include consciousness not being 
regained after the seizure, a seizure lasting for five 
minutes or longer or a second seizure occurring 
immediately after the first one. Bystanders can be 
most helpful by remaining calm and reassuring to 
the sufferer. 
See also ANTICONVULSANT MEDICATIONS. 


epinephrine A hormone secreted by the adre- 
nal gland; also called adrenaline. Epinephrine (or 
adrenaline) is sometimes referred to as the “emer- 
gency” hormone, as it affects the entire body and 
is responsible for reactions to fear and anger, such 
as rapid heartbeat and feelings of nervousness and 
agitation. Release of epinephrine throughout the 
body is part of the human body’s “fight or flight” 
readiness response to danger or a threat of danger. 
Epinephrine is a powerful stimulant; in cases of 
cardiac arrest, it is injected as a last resort into the 
heart to start it beating again. 
See also ADRENALINE; NEUROTRANSMITTERS. 


Equanil Trade name for the antianxiety drug 
meprobamate. 
See also ANXIETY; MEPROBAMATE. 


escalation of provocation An increase in the 
intensity of anger and aggression that occurs in 
response to heightened antagonism during an 
interpersonal exchange. At various times, the same 
individual might react with more or less intensity to 


provocation. Other factors in addition to the antag- 
onism might influence such escalation. 
See also AGGRESSION; ANGER. 


ethical drug A drug that requires a physician’s 
prescription. (An “over-the-counter drug” does not 
require a prescription.) Psychotropic medications, 
including antidepressant drugs, are examples of 
ethical drugs. 


ethics There are many aspects to defining eth- 
ics; one that fits most circumstances is the biblical 
one: “Do unto others as you would have others do 
unto you.” Ethics is involved in everyday behavior. 
People learn to “do the right thing” according to the 
unstated or stated rules of each culture. 

In health and medicine, many ethical issues are 
involved. Usually, four basic principles are consid- 
ered: (1) autonomy: respecting the wishes of the 
patient; (2) independence: maintaining indepen- 
dence from overbearing technology; (3) beneficence: 
doing what is best for the patient; and (4) justice: 
balancing individual needs with the social good. At 
times these values may conflict, causing additional 
dilemmas. 

Medical science has developed to the point at 
which it can prolong physiological life. Aspects of 
ethics are involved, because technologically peo- 
ple can be kept alive after they are physiologically 
dead. During the mid-1990s, bioethicists, scientists 
concerned with ethics, still struggle with decisions 
regarding artificial life-support machines as well as 
other issues. Bioethicists have techniques for look- 
ing at questions about life-prolonging technology, 
genetic research and testing, organ transplantation, 
reproduction, AIDS and rationing medical care. 

Legal issues as well as ethical issues arise when 
wishes of the family differ from the scientific pur- 
suit of knowledge possibly derived from watching 
the progress of a terminally ill patient on life sup- 
port. Many hospitals now have ethics committees 
that help make difficult decisions. 

In December 1991 a federal Patient Self- 
Determination Act was enacted, which requires 
hospitals to tell all patients they have the right to 
refuse treatment. Some states also have laws. One 
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example is Illinois, which has a Health Care Sur- 
rogate Act (September 1991) allowing people to 
decline such treatment as intravenous feeding or 
respirators for terminally ill relatives. 

Physicians are faced with ethical decisions when 
terminally ill patients ask for assisted suicide. In 
most states, a physician cannot legally assist in 
inducing death. 

Another dimension of ethics in medicine involves 
drug testing. For example, when a promising new 
drug is tested, some people are involved in trials. An 
ethical dilemma arises in random tests in which new 
drugs are compared with inactive placebos to deter- 
mine the safety and effectiveness of the new drugs. 

At one time mentally retarded persons and pris- 
oners were used in medical and psychological tests. 
This is no longer the case, because they are not in a 
position to give informed consent. 

Many U.S. medical schools are including courses 
in ethics for physicians. Lawyers take written 
examinations regarding ethics as part of their licen- 
sure procedure. 

See also DEATH; LEGAL ISSUES; SUICIDE. 


euphoria A state of mind in which one feels 
extremely exalted, elated and jubilant (euphoric 
mood). Such a reaction is appropriate after hear- 
ing extremely good news, such as passing a major 
examination, or after a long climb to the top of a 
mountain. However, when this state occurs inap- 
propriately or is too intense, the individual might 
be in a manic or hypomanic state or may have 
manic-depressive illness or bipolar disorder. 

See BIPOLAR DISORDER; MANIC-DEPRESSIVE DIS- 
ORDER. 


eustress A term coined by Hans Selye (1907-82), 
pioneer researcher in the field of stress, to refer to 
“good stress.” During eustress and dis-stress (bad 
stress), the body undergoes virtually the same non- 
specific responses to the various positive or nega- 
tive stimuli acting upon it. However, he explained, 
the fact that eustress causes much less damage 
than distress demonstrates that “how you take it” 
determines whether one can adapt successfully to 
change. 


Examples of “good stress” include starting a new 
romance, getting married, having a baby, buy- 
ing a house, getting a new job or getting a raise 
at work. All these situations, as well as others, 
demand adaptations on the part of the individual. 
Both eustress and dis-stress are part of the general 
adaptation syndrome (GAS), which Selye described 
as being the controlling factor in how people cope 
with stresses in their lives. 

Later researchers (Thomas Holmes and Richard 
Rahe) included several “good stress” situations in 
their social readjustment rating scale, which was 
designed to be a predictor of ill health. Sources of 
good stress included marital reconciliation, retire- 
ment, and outstanding personal achievement in 
addition to those named above. 

See also COPING; DIS-STRESS; GENERAL ADAPTATION 
SYNDROME; HOMEOSTASIS; LIFE CHANGE SELF-RATING 
SCALE; SELYE, HANS; STRESS. 


Selye, Hans. The Stress of Life. Rev. ed. New York: McGraw- 
Hill, 1978. 

. Stress without Distress. New York: J. B. Lipincott, 

1974. 





euthanasia A term relating to inducing the death 
of another person as a “mercy killing.” Some spouses 
of terminally ill persons wish to help their loved one 
out of misery by giving them death-inducing potions. 
Some individuals ask physicians for such drugs, and 
there have been instances in which physicians have 
cooperated. However, euthanasia is an illegal proce- 
dure in nearly all states, and offenders can be pros- 
ecuted. Euthanasia has been referred to as “assisted 
suicide.” The question of whether or not euthanasia 
should be considered legal is a matter of ethics. 
See also ETHICS; SUICIDE. 


Eutonyl Trade name for the monoamine oxidase 
inhibitor antidepressant medication pargyline. 

See also ANTIDEPRESSANT MEDICATIONS; MONOAMINE 
OXIDASE INHIBITORS; PHARMACOLOGICAL APPROACH. 


excitation transfer The carryover of anger from 
a prior source to a new arousing situation which 
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then heightens the probability of aggression toward 
the new and more proximate source. 
See also AGGRESSION; ANGER. 


exercise Exercise can have positive mental health 
benefits and serve as a way to raise self-image and 
increase creativity. According to Jeff Zwiefel, M.S., 
Director, The National Exercise for Life Institute, 
physical strength and stamina and a confident atti- 
tude are the main by-products of exercise. A study 
at Baruch College, New York, found that people 
who are stronger and more muscularly fit have a 
significantly better self-image than their peers. Psy- 
chological tests have discovered that those who 
exercise are more confident, emotionally stable and 
outgoing than those who are sedentary. 

Joan C. Gondola, associate professor of physical 
education at Baruch College, found the same posi- 
tive results of exercise on creativity levels when she 
administered a test on female college students. One 
group had exercised 20 minutes before the tests 
and the other group had not; the exercise group 
had more imaginative responses than those that 
had not. 

The boost in creativity may be attributed to the 
release of adrenaline and endorphins during exer- 
cise. The right side of the brain is stimulated by 
these chemicals, which control creative and intui- 
tive processes. 

Exercise is an excellent way to relieve stress, 
whether caused by pressures at work, family ten- 
sions or grief. However, exercise may also become 
a compulsion, when the individual drops other 
responsibilities in favor of improving body image or 
losing weight. Because of our society’s emphasis on 
a thin, slender body shape, many individuals have 
become exercise addicts. For some individuals, such 
addiction interferes with their mental well-being. 
An example is compulsive exercise that accompa- 
nies eating disorders. 

See BODY IMAGE; RESOURCES. 


experiential family therapy A type of family ther- 
apy emphasizing experiences between family mem- 
bers and between family members and therapist 
during therapy. The therapy is based on humanistic 


approaches that focus on helping family members 
learn to use symptoms and anxieties constructively. 
It is also known as symbolic-experiential family 
therapy. 

See also PSYCHOTHERAPIES. 


exposure therapy Behavioral therapies that 
emphasize changing an individual’s responses to 
phobic situations while gradually increasing expo- 
sure to the feared situation. Exposure therapy may 
be effective for some phobias and for agoraphobia; 
to be effective, appropriate drug therapy is also 
used in many cases. 

See also AGORAPHOBIA; BEHAVIOR THERAPY; PHO- 
BIA; PSYCHOTHERAPIES. 


Isaac M. Marks. Living with Fear. New York: McGraw-Hill, 
1978. 


extrapyramidal system A system that influences 
and modifies electrical impulses sent from the 
brain to the skeletal muscles. The system consists 
of nerve pathways linking nerve nuclei in the sur- 
face of the cerebrum (the main mass of the brain), 
the basal ganglia deep within the brain and parts of 
the brain stem. Degeneration of or damage to parts 
of the system can cause disturbances in execution 
of voluntary (willful) movements and in muscle 
tone and can cause the appearance of involuntary 
(unwanted) movements such as tremors or writh- 
ing motions. Disturbances of this type occur in 
Huntington's disease, Parkinson’s disease and some 
types of cerebral palsy. 

Extrapyramidal side effects can also occur as a 
result of taking some phenothiazine drugs, used for 
treating some mental disorders. 

See also PHENOTHIAZINE DRUGS. 


extroversion A personality trait that involves 
characteristics of outgoingness, friendliness, open- 
ness and general optimism. Extroverts like to be 
with people, work well in groups and are often 
leaders. How and why personality traits develop is 
unknown. Some say that family background may 
influence personality traits, but others believe that 
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the basis for the difference between the extroverted 
and introverted personality lie in the cerebral cor- 
tex, the part of the brain involved in learning, rea- 
soning and planning. In brain scans, activity of this 
area can be visualized. In the extrovert, the cortex 
is quiet and seems to welcome noisy, exciting situ- 
ations that arouse it. The introvert’s level of cortical 
arousal is already high, and the introverted person- 
ality does not need much outside stimulation and 
seems to prefer quiet and peace. 

Extroverts seem to fall asleep faster than intro- 
verts, and extroverts may be less sensitive to pain. 
The theory about the cerebral cortex was suggested 
by British psychologist Hans Eysenck (1916-97). 
The concept of extroversion was first proposed by 
C. G. Jung (1875-1961). 

See also INTROVERSION. 


eye movement desensitization and reprocessing 
(EMDR) A psychological technique that propo- 
nents say may help with phobias, generalized anxi- 
ety, learning disabilities, eating disorders, substance 
abuse and more. Its main application has been in 
treating post-traumatic stress disorder (PTSD). 

The technique involves the patient moving his 
or her eyes back and forth while concentrating on 


a light moved by the therapist. There may also be 
some light tapping on the face or hands. The ther- 
apy was developed by Francine Shapiro, Ph.D., a 
northern California therapist, in the early 1990s. 

EMDR integrates elements from psychological 
theories, such as mood, attachment behavior, cogni- 
tive, humanistic and family systems, into standard- 
ized procedures and clinical protocols. Research on 
how the brain processes information and generates 
consciousness has also informed the evolution of 
EMDR theory and procedure. 

Positive results from this therapy derive from the 
interaction between the clinician and client. Grad- 
uate education in a mental health field (e.g, clini- 
cal psychology, psychiatry, social work, counseling 
or marriage and family therapy) leading to eligibil- 
ity for licensure, certification or registration, along 
with supervised training, are considered essential 
to achieve optimal results. 

In July 1995 the Washington Post reported that 
almost a million people had been treated with this 
technique. 


Shapiro, Francine. Eye Movement Desensitization and Repro- 
cessing, Basic Principles, Protocol and Procedures. 2nd ed. 
New York: Guilford Press, 2001. 
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factitious disorder See MUNCHAUSEN’S SYNDROME. 


faith healing The essence of faith healing, for 
those who believe in it, is the strong conviction of 
“mind over matter.” For some people, belief in faith 
healing contributes to better mental health. 

Historically, some faith healing takes place with 
the assistance of a “healer” who places his or her 
hands on an individual; through the healer’s touch, 
a person is then healed. Faith healing was and still 
is an accepted phenomenon of Roman Catholicism 
because certain saints have been thought to have 
healing powers. The Catholic shrine at Lourdes has 
gained the reputation for causing miraculous recov- 
eries. Native American religious practice includes 
rituals intended to promote healing of mental and 
physical ills. Faith healing is a central doctrine of 
Christian Scientists who actively discourage reli- 
ance on doctors and conventional medicine. Today, 
there is a renewed interest in faith healing brought 
about by the resurgence of the fundamental and 
Pentecostal religious movements. Some of the 
movements’ ministers seem able to cure their con- 
gregants’ afflictions by arousing in them a religious 
fervor or hysterical response. 

Psychosomatic illnesses are thought to lend 
themselves best to the faith healing process. To 
counter the claim that faith healing has succeeded 
where conventional medical treatments have failed, 
some skeptics take the position that patients resort 
to faith healing only when desperate. Feeling that 
something must work, a person gets into a state of 
mind in which psychosomatic symptoms disappear, 
or if the problem is genuinely physical, at least feels 
better. 

Research methods are difficult to apply to faith 
healing in part because of the questionable psycho- 
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somatic aspects of many diseases. Also, many spon- 
taneous remissions or recoveries from serious or 
hopeless conditions without the benefit of the faith 
healing process have been recorded. A psychologi- 
cal study of individuals who had a physical stress 
condition relieved by faith healing showed that, 
while there was little indication of mental illness, 
they had strong denial mechanisms. These denial 
mechanisms could keep them from recognizing 
continuing symptoms of their stress. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; DENIAL; IMMUNE SYSTEM; MIND/BODY CONNEC- 
TIONS; PLACEBO, PLACEBO EFFECT; PRAYER; RELIGION. 


Doctor, Ronald M., and Ada P. Kahn. Encyclopedia of Phobias, 
Fears, and Anxieties. New York: Facts On File, 2000. 
Oxman, T. E., et al. “Lack of Social Participation or Reli- 
gious Strength and Comfort as Risk Factors for Death 
after Cardiac Surgery in the Elderly.” Psychosomatic 
Medicine 57 (1995): 681-689. 

Sobel, David, and Robert Ornstein, eds. “Faith Heals.” 
Mental Medicine Update 4, no. 2 (1995). 


familial A characteristic or disorder that runs in 
families. Depression seems to run in families, as 
does panic disorder. 

See also DEPRESSION; PANIC ATTACKS AND PANIC 
DISORDER. 


family Families and other relationships some- 
times buffer the mental health challenges faced 
by individuals during their lifetime. However, for 
many people, families can also be a source of anx- 
iety and stress. As an example, men and women 
going through marital problems are especially vul- 
nerable to the effects of relationship conflict. They 
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may suffer from emotional consequences such as 
depression and can have a compromised immune 
function leading to an increased rate of physical 
illness. Caregivers who provide support for fam- 
ily members who are ill are another example of a 
highly stressed group. A decreased immune func- 
tion has been observed in spouses caring for mates 
with Alzheimer’s disease. 

Individuals who see themselves as enduring high 
family stress are likely to have greater health prob- 
lems than those reporting low family stress. In a 
research project, patients completed several differ- 
ent surveys that looked at self-esteem, life events 
and changes, depression and family-induced stress. 
In addition, information on the number of physician 
visits, referrals to other physicians, hospitalizations, 
severity of illness and cost of treatment incurred by 
these patients was tabulated. Results showed that 
family stress often had a stronger impact on health 
outcomes than other types of stress, such as social or 
financial stress. Those with high family stress scores 
had more frequent follow-up visits to the clinic, 
more referrals to specialists, more hospitalizations, a 
higher severity of illness and incurred higher charges 
for clinical health care than those with low family 
stress. They also had fewer social support systems. 

In evaluating family stress, researchers used the 
Duke social support and stress scale (DUSOCS), a 
24-item questionnaire; patients indicated personal 
stress and/or support from each of six different 
types of family members and four different types 
of non-family members. In their report, research- 
ers note that “it is important to remember that the 
study examines only the effect of family stress as 
perceived by the patient and does not measure 
family stress in terms of the family as a total system, 
nor does it measure perceptions of other members 
of the patient’s family.” 

The Duke University researchers recommended 
that family physicians identify patients with high 
family stress and give them the special care they 
may require to prevent unfavorable outcomes. 
They suggested that questionnaires such as those 
used in the study can help identify patients who 
are at high risk of adverse health-related outcomes 
and who may not be recognized as such through 
standard medical history reports, physical exams 
and medical tests. 


Having patients talk about family stress issues 
with their physicians can be useful. The researchers 
said that one randomized, controlled trial showed 
that when family physicians discussed details about 
stressful and supportive family members with their 
patients after reviewing questionnaire results, 
patients said they generally felt better and the pro- 
cess helped them to improve relationships with 
their families. 

See also ALZHEIMER'S DISEASE; COMMUNICATION; 
DEPRESSION; DYSFUNCTIONAL FAMILY; INTIMACY; RELA- 
TIONSHIPS; SELF-ESTEEM. 


Burg, M. M., and T. E. Seeman. “Families and Health: The 
Negative Side of Social Ties.” Annals of Behavioral Medi- 
cine 16 (1994): 109-115. 

Parkerson, George R., et al. “Perceived Family Stress as 
a Predictor of Health-Related Outcomes.” Archives of 
Family Medicine 4 (March 1995). 


family history When a mental health professional 
begins treating a new client, the individual will be 
asked many questions about the physical as well as 
mental health of parents and siblings. If any first- 
degree relatives had a history of any mental illness, 
it is important that the specific illness be discussed, 
along with information about treatment and long- 
term course and outcome. The mental health 
professional may run through a series of specific 
disorders, because many individuals will not rec- 
ognize alcoholism or shoplifting in their parents 
or siblings as emotional problems. Any relevant 
information about the family background may be 
included in the family history part of the interview 
because it will help the mental health professional 
diagnose and treat the individual. 

Honesty and forthrightness on the part of the 
individual can help in his or her own diagnosis and 
treatment. 

See also FAMILY THERAPY; PSYCHOTHERAPIES. 


family therapy A form of psychotherapy that 
tends to focus on the family unit or at least the par- 
ent and child (in single-parent families). Family 
therapy, begun in the 1950s, is geared to help indi- 
vidual family members become aware of their reac- 
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tions and defensive habits and encourages them to 
communicate more openly with one another. 

Typically, the therapy group will consist of both 
parents, or a parent and stepparent, two separated 
parents or other parental pairings depending on the 
environment in which the child lives. 

In many cases, the child is brought to a men- 
tal health professional because of difficulties in 
school, such as aggressive behavior, or school pho- 
bia. When it becomes clear to the therapist that 
the child’s problems appear to arise from the home 
situation, the family will be invited to join one or 
more sessions. Often such families are not dysfunc- 
tional families but, because of changing circum- 
stances and demands, may not be providing the 
understanding and open communication that the 
child needs at the time. 

Family therapy usually focuses on present prob- 
lems and their practical solutions. Family therapy 
can be helpful when at least one member has a 
relatively serious mental illness, such as recurrent 
depression or schizophrenia. In these situations, 
family members need reassurance that neither the 
individual nor members of the family are respon- 
sible for the illness. The approach minimizes guilt 
and permits the patient and family members to find 
coping methods that may be more consoling and 
constructive to the patient. For example, a young 
schizophrenic individual who lives with his parents 
may need ongoing assistance in developing social 
skills, while the parents need ongoing assistance 
in coping with outbursts or anger and emotional 
withdrawal. 

See also PSYCHOTHERAPIES; SEX THERAPY. 


family violence Violence against first-degree rela- 
tives or those living in the home. In American soci- 
ety, family violence involves acts of incest, physical 
child abuse, neglect, sexual child abuse, battered 
women, spouse abuse and marital rape. Family 
violence happens in all strata of society, and there 
are many more cases than official records indicate 
because it is a subject often covered up out of fear 
and shame. 

Characteristics of persons who are victims of 
family violence include anxiety, powerlessness, 
guilt and lack of self-esteem. 


According to Paulette Trumm, M.D., Director, 
Women’s Program, Forest Hospital, Des Plaines, 
Illinois, women who are abused by their husbands 
or boyfriends not only sustain injuries from physi- 
cal beatings, but they also suffer from many mental 
and emotional scars, including post-traumatic stress 
disorder, depression and anxiety. In most cases, the 
women suffer from low self-esteem; the healing 
process takes a long time. 

Mental health professionals who treat victims 
of family violence are concerned with getting the 
women or children away from the abuser and into 
therapy before the beatings become too severe or 
other problems arise. Some victims of family vio- 
lence compound their difficulties with use of alco- 
hol or drugs. 

Most abused women do not seek help until 
beatings become severe and have occurred over 
a period of time, often two to three years. Some 
women are too embarrassed or believe that if they 
report the beating to police, they will not be taken 
seriously. The majority of women who seek help 
from family violence are between age 20 and 60. 
In 75 percent of households in which abuse takes 
place, the husband or boyfriend is an alcoholic or 
on drugs. 

Many women do not report family violence 
because they do not have the courage or finan- 
cial resources to report the attacks and leave. For 
women who want to break the cycle of violence 
and abuse, Suzette Rush at Forest Hospital, Des 
Plaines, Illinois, suggests the following: 


e Leave the abuser; stay with a friend or family 
member who will be supportive emotionally and 
provide a safe haven. 


e Leave the home when the abuser is absent to 
eliminate any confrontations. 


e Take bank records, children’s birth certificates, 
cash and other important documents along with 
clothing and personal items. 


e If possible, photograph or videotape any conse- 
quences of abuse, such as injuries or damage to 
the home. These could be important for possible 
later court proceedings. 


e Call the police and file a police report. Obtain an 
order of protection as soon as possible. 


fetal alcohol spectrum disorder 189 





e Seek counseling for yourself and your children; 
join a support group along with others who have 
been victims of family violence. 


Family violence also includes acts of violence 
against a defenseless, elderly person in the home. 

See also DOMESTIC VIOLENCE; DYSFUNCTIONAL FAM- 
ILY; INCEST; SUPPORT GROUPS. 


McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1992. 

“Women Can Get Help, Support and Healing for Physical 
and Mental Abuse.” Branching Out, [Forest Health Sys- 
tem, Inc., Des Plaines, Illinois] (Fall/Winter 1991). 


fantasy Imagining events or objects that are not 
present. Many people indulge in fantasy, and, in 
fact, fantasy may lead to creativity. However, when 
fantasy takes the place of realistic thinking, the indi- 
vidual may have a thought disorder. Fantasies give 
one the temporary illusion that wishes are being 
met or desires satisfied. 

Many people have fleeting sexual fantasies, some- 
times involving people other than their mates or 
involving acts with their mates. Individuals may 
fantasize about sexual acts that they have heard 
about, read about or have seen in pictures. Having 
sexual fantasies is a normal habit for most individu- 
als, but if carried to an extreme, and if the individ- 
ual finds satisfaction and fulfillment from a fantasy 
life, the habit may be considered out of bounds of 
normalcy and require psychotherapy. 

See also PRIMAL FANTASIES; PROCREATION FANTASY. 


fatigue See CHRONIC FATIGUE SYNDROME; DEPRESSION. 


fear An emotion resulting in intense and unpleas- 
ant tension that comes about because of a real threat 
or the imagination of a threatening situation, as in 
a phobia. There may be an intense feeling of want- 
ing to escape, together with physiological reactions, 
which might include weakness, dizziness, rapid 
breathing, rapid heartbeat, nausea, muscle tension 
or weakness in the knees. Different individuals 
have different physiological responses to fear. 


The general public often misuses the term “fear” 
for phobia, and vice versa. Fear is a real and know- 
able danger and can usually be recognized by oth- 
ers. On the other hand, phobia is an inappropriately 
fearful response to a situation and out of proportion 
to the real danger; the danger in a situation per- 
ceived by one as phobic cannot be seen or realized 
by another. Real fear is normal. Chronic phobias 
that cause avoidance behavior are considered anxi- 
ety disorders. 

Fear can be a helpful emotion. For example, 
the fear reaction enables people to get out of the 
way when they hear the whistle of a train. The 
fear reaction sets off a signal in the hypothalamus 
that triggers a release of adrenaline into the body. 
Adrenaline acts immediately to prepare the body 
for fight or flight. The heart beats more strongly, 
breathing deepens, perspiration increases to cool 
the body, pupils dilate to sharpen vision and the 
face may turn pale. 

See also ANXIETY DISORDERS; FIGHT OR FLIGHT 
RESPONSE; PHOBIA. 


Rosen, Jeffrey B., and Jay Schulkin. “From Normal Fear 
to Pathological Anxiety.” Psychological Review 105, no. 
2 (April 1998): 325-350. 


feedback The sharing of feelings or thoughts 
without evaluating them or demanding changes. 
Feedback involves objective information given by 
a therapist, teacher or parent or by others in a sup- 
port group. Feedback may help an individual make 
changes or reinforce certain behaviors. For exam- 
ple, the individual who is fearful of public speaking 
may develop confidence when he gets very favor- 
able feedback after his first public speech. 
See also BEHAVIOR THERAPY; PSYCHOTHERAPIES. 


fertility See INFERTILITY. 


fetal alcohol spectrum disorder (FASD) A group 
of conditions including birth defects such as men- 
tal retardation, learning, emotional and behavioral 
problems, abnormalities in facial features, growth 
deficiency and central nervous system dysfunction 
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in children whose mothers consumed alcohol dur- 
ing pregnancy. FASD is the most common prevent- 
able cause of mental disability in the Western world. 
Authors Suzanne C. Tough, Margaret Clarke and 
Sterling Clarren, in Canadian Family Physician (Sep- 
tember 2005), estimated that FASD occurs in North 
America in 9.1 per 1,000 live births. According to the 
March of Dimes, up to 40,000 babies are born each 
year with some degree of alcohol-related damage. 

Fetal alcohol syndrome (FAS) is the most severe 
of the disorders, resulting in a combination of phys- 
ical and mental birth defects. Studies by the Centers 
for Disease Control and Prevention (CDC) suggest 
that between 1,000 and 6,000 babies in the United 
States are born yearly with FAS. The effects of FAS 
are lifelong. Even if not mentally retarded, adoles- 
cents and adults with FAS have varying degrees of 
psychological and behavioral problems and often 
find it hard to live independently and keep a job. 

Fetal alcohol effects (FAE) refers to babies born 
with a lesser degree of alcohol-related damage. The 
CDC estimates that about three times the number 
of babies born with FAS are born with FAE. These 
children have some of the physical or mental birth 
defects associated with FAS. 

In February 2005 Dr. Richard H. Carmona, sur- 
geon general of the United States, warned pregnant 
women and women who may become pregnant 
about the risks of alcohol during pregnancy. When 
a pregnant woman drinks, alcohol passes quickly 
through the placenta to the fetus. Alcohol is bro- 
ken down much more slowly in the unborn baby’s 
immature body than in an adult’s body. The result 
is that the level in the baby’s blood can be even 
higher and can remain elevated longer than the 
level in the mother’s blood, sometimes causing the 
baby to suffer lifelong damage. 

The March of Dimes emphasizes that no level 
of drinking alcohol during pregnancy has been 
proved safe. The full effects of FAS usually occur in 
children of women who are alcoholics or chronic 
alcohol abusers. These women either drink heavily 
(about four or five or more drinks daily) through- 
out pregnancy or have repeated episodes of binge 
drinking. However, FAS can occur in women who 
drink less. 

There is no cure for FAS. However, the results of 
a study reported by the March of Dimes indicated 


that early diagnosis (usually before age six) and 
being raised in a stable, nurturing environment can 
improve the long-term outlook for individuals with 
FAS. Those who experience these protective factors 
during their school years were two to four times 
more likely to avoid serious behavioral problems 
resulting in confinement in a psychiatric institution 
or trouble with the law. 


Research Under Way 


Researchers supported by the March of Dimes are 
investigating the influence of alcohol on pregnancy 
(October 2005). One project seeks to identify 
genes that are disregulated by alcohol during the 
development of the fetus to learn how to prevent 
alcohol-related birth defects in babies of mothers 
who continue to drink during pregnancy. Another 
study is examining differences in the structure and 
function of the brain in children who were heavily 
exposed to alcohol before birth in order to develop 
intervention strategies to optimize development in 
affected children. 

According to the March of Dimes, to date there 
is no evidence that heavy drinking by the father 
can lead to FASD. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
BRAIN; MENTAL RETARDATION; PREGNANCY. 


March of Dimes. “Drinking Alcohol during Pregnancy.” 
Available online. URL: http://www.marchofdimes. 
com/professionals/14332_1170.asp. Downloaded on 
February 21, 2007. 

Tough, Suzanne C., Margaret Clarke, and Sterling Clar- 
ren. “Preventing Fetal Alcohol Spectrum Disorders” 
Canadian Family Physician 51, 9 (September 2005): 
1,199-1,201. 


fibromyalgia A form of “soft-tissue” or muscular 
rheumatism that causes pain in the muscles and 
fibrous connective tissues (ligaments and tendons). 
It is an accepted clinical syndrome that causes 
anguish for the sufferer, not only because of the 
pain and discomfort, but because of the difficulty in 
having it diagnosed properly. 

According to Barry M. Schimmer, M.D., chief, 
Rheumatology, Pennsylvania Hospital, “For a long 
time we thought that their problems were psycho- 
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somatic and these patients were referred for psy- 
chiatric help. Today we know that this condition is 
very real and needs to be dealt with and treated like 
any other chronic illness.” 

The exact cause of fibromyalgia is unknown and 
there is no known cure. Many different factors trig- 
ger the pain including an illness, such as the flu, hor- 
monal changes or physical or emotional trauma. 


Symptoms 

The ailment, which affects 3 to 6 million Americans, 
primarily Caucasian, middle-class women between 
the ages of 35 to 55, results in muscles becoming 
tight and tense, and the person feels emotionally 
drained. Other symptoms of the disease, in addition 
to pain and constant fatigue, are feeling “down” and 
anxious; numbness and tingling in the hands, arms, 
feet and legs; sleep disturbance; tension headaches; 
subjective swelling; bladder spasms and irritable 
bowel. Cold weather, extremes of activity, fluctua- 
tion of barometric pressure and stress often aggra- 
vate the symptoms of fibromyalgia. 


Diagnosis and Treatment 

Since diagnosis of fibromyalgia is so difficult, a rheu- 
matologist does extensive detective work sorting 
out the patient’s medical history and performing a 
thorough examination. Said Dr. Schimmer, “When 
we examine the patient we will find tender ‘trigger 
points’ in certain patterns over the neck, shoulders, 
chest, lower back and hips, and this helps to sepa- 
rate fibromyalgia from other conditions.” 

Nonsteroidal anti-inflammatory agents are used, 
as are corticosteroids, but they often do not help. 
Efforts are made to improve sleep. Nonpharmaco- 
logic treatment emphasizes aerobic exercise, particu- 
larly water aerobics. Light sports, such as swimming, 
bicycling and walking, are also encouraged. Some 
people find biofeedback, hypnotherapy, massage and 
support groups helpful. Many patients, in an acute 
stage of their disease, worry about having bone can- 
cer or other ominous disorders; some become very 
anxious. Psychotherapy can help certain individuals 
overcome the attendant stresses of this disorder. 

See also BIOFEEDBACK; MASSAGE THERAPY; PAIN; 
PSYCHOTHERAPIES; SUPPORT GROUPS. 


Berne, Katrina H. Chronic Fatigue Syndrome, Fibromyalgia 
and Other Invisible Illnesses: The Comprehensive Guide. 


Alameda, Calif.: Hunter House, Distributed by Pub- 
lishers Group West, 2002. 

Elrod, Joe M. Reversing Fibromyalgia: The Whole-Health 
Approach to Overcoming Fibromyalgia through Nutrition, 
Exercise, Supplements and Other Lifestyle Factors. Pleasant 
Grove, Utah: Woodland Publishers, 2002. 


fight or flight response A reaction to a threaten- 
ing or stressful situation in which the sympathetic 
nervous system (SNS) mobilizes the body for maxi- 
mum use of energy. When a person faces a threat- 
ening situation, the SNS causes many physiological 
reactions, including faster heartbeat, deeper breath- 
ing, slower digestion and rising blood pressure. 

See also AGORAPHOBIA; ANXIETY DISORDERS; FEAR; 
PHOBIA. 


5-hydroxytryptophan See NEUROTRANSMITTERS; 
SEROTONIN. 
flashbacks Images of events that occurred in the 


past that recur in the mind. This happens to people 
who have post-traumatic stress disorder (PTSD) 
as well as victims of violent crimes or witnesses to 
violent crimes. Flashbacks can be distressing, make 
individuals fearful, cause insomnia or seriously dis- 
rupt sleep. Flashbacks of psychedelic experiences 
induced in the past by psychedelic drugs such as 
LSD have been reported. 
See also POST-TRAUMATIC STRESS DISORDER. 


flat affect An affect or mood that indicates the 
absence of signs of affective expression. This is often 
a common symptom of depression. 

See also AFFECT; AFFECTIVE DISORDERS; BLUNTED 
AFFECT; DEPRESSION. 


flight of ideas See THOUGHT DISORDERS. 


flooding A behavioral therapy technique in which 
the individual is repeatedly exposed to the precipi- 
tating factor for a phobia, panic attack or ritualistic 
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behavior, in combination with a relaxation tech- 
nique until the individual no longer responds to 
the situation with anxiety or subsequent ritualistic 
behavior. 

See also BEHAVIOR THERAPY; DESENSITIZATION. 


fluoxetine hydrochloride An antidepressant drug 
(trade name: Prozac). It is not in the categories of 
tricyclic antidepressants or monoamine oxidase 
inhibitors. The efficacy of fluoxetine in treatment 
of major depression is comparable to that of the tri- 
cyclic antidepressant drugs. Most studies have been 
of moderately depressed outpatients; its efficacy 
in severely depressed hospitalized patients has not 
been established. In limited studies in those with 
bipolar disorder, fluoxetine was useful in treating 
the depressed component of this illness. The selec- 
tion of fluoxetine appears to be most appropriate 
for patients who are at special risk for sedative, 
hypotensive and anticholinergic side effects caused 
by other antidepressants. Fluoxetine has a much 
lower overdose toxicity than other antidepressant 
medications. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; PHARMACOLOGICAL APPROACH. 


flurazepam Generic name for the benzodiazepine 
medication known as Dalmane. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


folie a deux A rare psychotic disorder, also known 
as “shared paranoid disorder.” It occurs when the 
delusions of one individual develop in another per- 
son who is in a close relationship with the first indi- 
vidual. In such a situation, the second person did 
not have a delusional disorder before the onset of 
the disorder in the other person. Once this disorder 
was known as paranoid disorder; when it was origi- 
nally described in the late 19th century, it was given 
the French name folie a deux, or folly between two. 
Specifically how this disorder develops is not 
clearly understood. However, it seems to involve the 
presence of a dominant person with an established 
delusional system and a more submissive person 


who develops the induced disorder, thereby gaining 
acceptance of the more dominant individual. 
See also DELUSION. 


folk medicine See COMPLEMENTARY AND ALTERNA- 
TIVE MEDICINE; CULTURE-RELATED SYNDROMES; FAITH 
HEALING. 


forgetting An inability to retrieve stored memo- 
ries. This is a common occurrence; mentally healthy 
people forget short-term as well as long-term mem- 
ories. They may forget recently made appointments, 
forget what their boss told them earlier in the day 
or forget occurrences that happened in childhood. 
Forgetting is a common experience, just as is the 
experience of suddenly remembering something 
that was previously forgotten. 

How memory changes over time has been the 
subject for many scientific studies and has concen- 
trated primarily on two factors, inhibition and loss 
of retrieval clues. Inhibition refers to how similar 
kinds of learning, either before or after the event to 
be remembered, interferes with later recall of that 
event. Theories about retrieval cues involve the 
knowledge that recall is easier regarding familiar 
people, things and situations. 

Other theories hold that individuals have “selec- 
tive” memories and may forget events or situations 
previously encountered that were unpleasant or 
even traumatic. This conceptis related to repression, 
which suggests forgetting as a coping mechanism. 

Forgetting may be a symptoms of some disor- 
ders, such as Parkinson’s disease, multiple-infarct 
dementia or Alzheimer’s disease. 

See also MEMORY; PARKINSON'S DISEASE; REPRES- 
SION. 


formication A sensation that ants or other insects 
are crawling on the skin, sometimes resulting from 
abuse of cocaine or other drugs. This unpleasant 
sensation should be distinguished from a delusion 
in which the individual may believe they have ants, 
insects or worms on or in them. Scratching of the 
skin may result in redness or rash and a misdiagno- 
sis of a skin disease. 
See also COCAINE; DELUSION. 
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foster homes Homes in which children are placed 
on a temporary or permanent basis. The concept 
of removing children from abusive or absent par- 
ents developed during the latter half of the 20th 
century. Usually such children are placed by court 
order or at least at the recommendation of a social 
service agency. Children of criminals or of known 
drug abusers or child abusers are sometimes placed 
in foster homes. Foster homes are usually those of 
“intact” families, and new residents are incorporated 
into the family structure as “members.” Psychiatric 
mental health support is provided for the residents 
as well as for members of the foster family. Usually 
a formal arrangement with a court or community 
mental health center is mandatory. Foster homes 
are regularly monitored by a placement agency. 

Children who have grown up in orphanages or 
mentally retarded children are sometimes placed 
in foster homes. In some cases, children return to 
their original families; in other cases, they may con- 
tinue to live in the same or other foster homes or 
return to an institution. 


Fragile X syndrome An hereditary/genetic condi- 
tion that is the leading cause of mental retardation. 
According to the Centers for Disease Control and 
Prevention (CDC), fragile X affects approximately 
50,000 persons in the United States. The genetically 
inherited mental impairment ranges from subtle 
learning disabilities and a normal IQ to severe cog- 
nitive or mental retardation. Intellectual challenges 
include autism or autistic-like behaviors. Symptoms 
often include behavioral deficits, delays in speech 
and language development and unique physical 
characteristics, such as large ears and a long face. 
According to the National Fragile X Foundation 
(NFXF), fragile X can be passed on in a family by 
individuals with no apparent sign of the condition. 
In some families it is a condition that has occurred 
for decades and has affected many family members 
throughout generations. However, in other fami- 
lies, it may cause problems in only one person. 
Fragile X also includes fragile X-associated tremor 
ataxia syndrome (FXTAS), a balance, tremor and 
memory condition that affects some older male car- 
riers of the premutation. Fragile X can also involve 
concerns for female carriers, such as early meno- 


pause, medically referred to as premature ovarian 
failure (POF). 

According to the CDC, in the United States, a 
child with the fragile X syndrome is eligible for 
early intervention and special education services. 
A screening study in a U.S. public special educa- 
tion population suggests that approximately one 
in 400 males receiving special education services is 
affected by the fragile X syndrome. 

In 1994 researchers for the American College of 
Medical Genetics published guidelines for making 
referrals for fragile X testing. These included test- 
ing any person with unexplained mental retarda- 
tion, developmental delay or autism, particularly 
if there was evidence of the physical or behavioral 
characteristics commonly associated with the frag- 
ile X syndrome. The group also recommended car- 
rier testing based on family history of unexplained 
mental retardation. These researchers did not rec- 
ommend population carrier screening. However, 
Finland and a few medical centers in Israel cur- 
rently offer a test for fragile X to pregnant women. 
If identified as a carrier of the fragile X premutation 
or full mutation, these women are offered prenatal 
diagnosis. Preliminary results suggest that in Fin- 
land, participation in both the initial carrier testing 
is 85 percent and prenatal diagnosis is 100 percent. 

See also DEVELOPMENTAL DISORDERS; MENTAL 
RETARDATION. 


free association See ASSOCIATION, FREE. 


free love A term meaning sexual permissiveness 
as advocated by such individuals as George Ber- 
nard Shaw, Bertrand Russell, H. G. Wells and, at 
one time, by the Oneida, New York, community. 
The permissiveness includes making love with any- 
one without any restrictions. During the 1950s and 
1960s, in the era of “hippies,” many young people 
believed in and engaged in free love as a protest 
against established values and institutions in the 
United States. At that time free love was also one of 
the characteristics of communal living. 
Disillusionment on the part of many women and 
disappointment with the lack of long-term commit- 
ted relationships have since put limitations on the 
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movement's popularity. The increase of sexually 
transmitted diseases such as herpes simplex, papil- 
loma virus and AIDS virus infections have severely 
limited the free love movement in most Western 
cultures. However, much freer sexual mores exist 
in certain subcultures, such as central Africa. 

See also MARRIAGE. 


Freud, Sigmund (1856-1939) Austrian neurologist 
and psychiatrist and the originator of psychoanaly- 
sis (the “talking cure”) as a therapeutic process. 
Freud’s contributions to the study of mental health 
influenced later thoughts on psychology, child 
development and personal interactions. His writ- 
ings provided possibilities for major advances in the 
scientific understanding of human behavior, par- 
ticularly in bringing the topic of sex to the attention 
of the general public and as an appropriate topic for 
scientific research. Although controversial during 
his time and continuing to be so, Freud’s theories 
affected subsequent approaches to psychology and 
psychiatry. 

His many writings have influenced literature, 
history and social sciences. Among his books are 
The Interpretation of Dreams (1900), Three Essays on the 
Theory of Sexuality (1905), Totem and Taboo (1913), 
Beyond the Pleasure Principle (1920) and The Ego and 
the Id (1923). 

Freud based his treatment on helping the patient 
bring back to consciousness repressed emotions, 
reviving and reliving painful experiences buried in 
the unconscious, thereby releasing painful emo- 
tions. Freud replaced the early use of hypnosis with 
interpretation of dreams, free association and anal- 
ysis of behavioral and speech lapses now known as 
“Freudian slips.” 

The “Freudian view” (Freudianism) holds that 
people are driven by unconscious and particu- 
larly psychosexual impulses. In his method of free 
association, unconscious sexual conflicts and their 
repression are viewed as factors in neuroses. These 
concepts became the keystones of the new disci- 
pline he called psychoanalysis, which focused on 
procedures including interpretation of dreams, 
analysis of resistance, the transference relationship 
between the therapist and the patient and a study 
of the patient’s current symptoms in terms of his 


psychosexual development and early experiences. 
Freud’s theory of personality holds that personality 
and character traits come from experiences based 
on early stages of psychosexual development. In 
psychoanalysis over a period of years, he sought 
to reconstruct the patient’s psychic life from early 
childhood to the present. 

According to Freud’s writings, personality has 
three parts, or forces: the id, representing the 
instincts one is born with and still harbors in the 
unconscious, the superego, the voice of civilization 
and restraint, and the ego, which tries to recon- 
cile the two with each other and with the outside 
world. There are, of course, inevitable conflicts 
among these forces. 

According to Freud, once the needs of hunger 
and thirst are met, the id is driven by sexual desire 
and aggression. In his view, a young child has sex- 
ual feelings toward the opposite-sex parent and 
hates and fears the same-sex parent. Thus a boy 
who does not rechannel such urges may develop 
an Oedipus complex and girls may develop an Elec- 
tra complex. 

Freud termed the sex drive or sex energy “libido.” 
He viewed libido as one of two major human instincts, 
the other being thanatos, or the death instinct. Freud 
believed that much nonsexual behavior is actually 
motivated by a redirection of the libido in a process 
called sublimation, through which sexual motiva- 
tions are expressed in other ways, such as painting 
or other creative forms of expression. 


Psychosocial Development 


Freud believed that psychosocial development 
included a series of phases. The oral stage comes 
first, lasting from birth to about one year of age, in 
which the child derives pleasure from sucking and 
stimulating the lips and mouth. The second, or anal 
stage, occurs during the child’s second year, during 
which interest is focused on elimination. The third 
stage, lasting from about age three to about five 
or six, is the phallic stage, in which a boy focuses 
his interest on his penis and derives pleasure from 
masturbation. During this stage, a girl realizes that 
she has no penis, envies boys and feels cheated 
or believes that she once had a penis and that it 
was cut off. She may even hate her mother for this 
defect. The latency stage comes next and lasts into 
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adolescence. During this stage, sexual impulses are 
repressed, but in the genital stage, which begins 
with adolescence, young women’s and young 
men’s interests become more specifically geni- 
tal. This stage is less self-directed and increasingly 
directed toward other people as appropriate sexual 
objects. 

According to Freud, people do not always mature 
from one stage to the next and might remain fixated 
at one or more stages, so that most adults have some 
traces of earlier stages in their adult personalities. 


Attitudes about Women 


Freud believed that “anatomy is destiny” and that 
women’s lack of a penis was a major factor in per- 
sonality development, leading to lifelong feelings of 
imperfection, inferiority and jealousy. He believed 
that women were inherently passive and had mas- 
ochistic feelings about sexual intercourse. 

Freud suggested that women experienced two 
kinds of orgasm, a clitoral orgasm and a vaginal 
orgasm (dual-orgasm theory). He believed that the 
vaginal orgasm was better and more mature than 
the clitoral orgasm. Later researchers, including 
Masters and Johnson, disagreed with any distinc- 
tion between clitoral and vaginal orgasms, as their 
research indicated that physiologically, female 
orgasms are the same, regardless of the source of 
stimulation. Additionally, they found that some 
clitoral stimulation is almost always involved in 
reaching orgasm. 

In his psychiatric practice, Freud heard reports 
from women of sexual abuse from their fathers and 
regarded this as fantasy and an innate need to com- 
pensate for their lack of a penis. Followers of Freud, 
such as Helene Deutsch, accepted Freud’s view and 
argued that a degree of paternal seductiveness was 
essential to normal feminine development. 

Some of Freud’s contemporaries as well as later 
psychiatrists differed with Freudian views, many 
of which were offensive to the patriarchal Victo- 
rian culture that found shocking the notion that 
innocent children and well-bred women had sex- 
ual desires. The first expressions of controversy, 
in about 1911-12, by Carl Jung and Alfred Adler, 
included views that Freud overestimated the role 
of sexual conflict in developing neuroses. Later, in 
the early 1920s, Karen Horney initiated and led 


an effort to indicate flaws in Freud’s viewpoints 
centered around penis envy; her work influenced 
many subsequent practitioners and writers. 

Feminists have objected to much of Freud’s the- 
ory, including the notion that women are inferior 
to men and that they are sexually masochistic and 
passive. Feminists argue that psychoanalytic theory 
is a male-centered theory. Regarding the dual- 
orgasm theory, feminists state that Freud’s notion 
includes the necessity of the presence of a penis for 
sexual satisfaction. Contemporary feminists have 
denounced Freud as a male chauvinist. 

See also ELECTRA COMPLEX; OEDIPUS COMPLEX; 
PSYCHOANALYSIS; PSYCHOTHERAPIES. 
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Freudian slips 
TONGUE. 


See FREUD, SIGMUND; SLIPS OF THE 


friends (friendship) Friendship is unique among 
human relationships in the degree of freedom it 
allows. Individuals have little or no choice in blood 
relations or neighbors; marriage and employment 
ties are made cautiously and severed with difficulty. 
Friendships flow along more easily and casually, 
developing, changing and dissolving sometimes 
with little effort or even awareness. Friendships are 
more flexible and variable than other relationships. 
Some friendships evolve from shared interests, 
some simply from a shared history and compatible 
personalities. Qualities most appreciated in friends 
include loyalty, trust and an ability to keep a con- 
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fidence. People want to feel that they can rely on 
their friends and that their friends will be open and 
honest with them. 

Friendships are involved in maintaining good 
mental health. Friendships can be supportive in our 
daily lives as well as during periods of turmoil or 
crisis. Individuals who experience depression often 
report a lack of friends, although having a wide cir- 
cle of friends is not a preventive factor for depres- 
sion. Some reports have indicated that individuals 
who have many social contacts may be healthier 
and actually live longer than those who do not. 

Friendships also affect mental health because 
they may challenge or be challenged by other rela- 
tionships in contemporary life. For example, an 
employer, supervisor or teacher, particularly one 
with an authoritarian personality, may feel that 
friendships among students or employees give them 
too much power as a group. In the workplace, a 
friendship may dissolve when one is promoted and 
the other stays behind. A friendship may be broken 
or changed when one friend marries, and disrup- 
tive friendships can weaken a marriage. A friend of 
the opposite sex is frequently unsettling to a spouse 
or lover. Friends who do not meet with parents’ 
approval can also be a source of family conflict. 
Friends who decide to share housing or enter into a 
business partnership sometimes learn about unde- 
sirable qualities of the other that could be ignored 
when the relationship was less formal. 

The freedom inherent in friendship has its nega- 
tive as well as positive aspects. There are fewer social 
rules about friendship than other relationships, and 
two people may have entirely different expectations 
from each other until those expectations clash. The 
lack of structure for friendships may also allow one 
friend to take the other for granted until the friend- 
ship disintegrates. 

Among early humans, friendship was a band- 
ing together to avoid danger. In contemporary life, 
friendship may again play a role in combating the 
physical and psychological dangers of high crime 
and anonymity of modern urban life. 

The nuclear family of modern life puts increas- 
ing pressures on family members to be one anoth- 
er's friends. Parents and children, husbands and 
wives who, in the past, may have had a network 
of relatives and longtime friends now turn to their 


immediate family for friendship, not always with 
satisfactory results. 

A Gallup poll reported in 1990 showed that 
the typical American places much importance on 
friendship and indicates some frustrations that peo- 
ple have in forming friendships. Friendship requires 
time and a certain degree of flexibility. Twenty-five 
percent of the total surveyed said that they did not 
have enough time to spend with friends, and 46 
percent of those who said they would like to have 
more friends indicated, almost in contradiction, 
that they did not have enough time to spend with 
the friends they had. Working women and couples 
with children at home were most likely to feel that 
they had insufficient time to spend with friends. 

The survey showed that women and men approach 
friendship quite differently. Women tended to form 
more intimate relationships with other women than 
men with men. One to one activities that promote 
conversation are more popular with women, whereas 
men are more likely to get together in groups for 
activities such as sports or cards. Men rely on their 
wives for emotional support rather than other men; 
but many women, even those who are married, often 
rely on other women. Women are more likely than 
men to have a best friend of the same sex. Almost a 
third of the men surveyed said a woman was their 
best friend. 

When participants were asked about arguments 
with friends, those under age 30 reported more dis- 
agreements. Friendship evidently becomes more 
tranquil with age, possibly because friends settle 
their differences and learn to recognize sore spots 
and perhaps because age enables people to recog- 
nize and discard difficult relationships. 

The survey also measured longevity of friend- 
ship. Half of those surveyed keep in touch with a 
friend they made when they were younger than 
age 17, and half also keep in touch with friends 
who live miles away. 

People make friends in many ways. In the Gal- 
lup report, 51 percent of the 18- to 29-year-olds 
made most of their friends at school. Of the 30- 
to 49-year-olds, 51 percent said they made most 
of their friends through work. From the age of 
50 and up, friends came from a greater variety of 
sources, including church, work, clubs or other 
organizations. 
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Despite the emphasis that the participants in 
the Gallup survey placed on friendship, 71 percent 
said they did not try particularly hard to make new 
friends. This may be a reflection of the fact that 75 
percent of those surveyed were satisfied with their 
current friendships; but this may also be a product 
of conventional wisdom that to give the appearance 
of eagerly and actively searching for friends in a 
programmed manner is usually counterproductive. 
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Marty, Martin. Friendship. Allen, Tex.: Argus Communi- 
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frigidity An obsolete term for the inability of a 
woman to obtain satisfaction (usually orgasm) dur- 
ing sexual intercourse. Sex researchers Masters and 
Johnson coined the term “female orgasmic dysfunc- 
tion” to replace this term. A woman’s lack of satis- 
faction during sexual intercourse may result from 
a combination of many factors, including a lack of 
desirability of the partner, lack of adequate stimu- 
lation, lack of communication between the part- 
ners concerning sexual behaviors and desires and 
cultural rejection of certain practices. In addition, 
the fear of desertion or pregnancy may interfere 
with satisfaction. The amount of time necessary for 
a woman’s arousal and satisfaction varies widely 
between individuals. 

In some cases lack of interest in sexual activity 
and lack of satisfaction may result from depression, 
stress, fatigue or alcohol. Narcotics and some tran- 
quilizers may also reduce interest in sexual activity. 

Counseling, therapy and prescribed sexual exer- 
cises help many women who have orgasmic dys- 
function to become more physically responsive and 
emotionally free to enjoy sexual pleasures. 

See also FREUD, SIGMUND; ORGASM; SEXUAL DYS- 
FUNCTION. 


frontal lobe Part of the cerebral hemispheres at 
the frontal or anterior side of the brain, associ- 
ated with personality factors in humans. Ability for 
foresight, initiative, judgment (especially regarding 


consequences of behavior) and tact is affected by 
frontal lobe defects; but intelligence is apparently 
not affected. 


Frontal Lobe Syndrome 


A mental disorder due to lesions in the frontal lobe; 
it is also known as organic personality syndrome. 
Symptoms may include impaired social judgment 
and impulse control, marked apathy and impair- 
ment of purposeful behavior. 


Frontal Perceptual Disorders 
Difficulties in performing certain problem-solving 
tasks, such as matching numbers, letters or other 
symbols, seen in individuals with tumors or other 
lesions of the frontal lobes. 


Leukotomy 


A surgical procedure, also called frontal lobotomy, 
involving severing certain nerve fibers connect- 
ing the frontal lobes with the rest of the brain. It 
was performed as therapy for individuals suffering 
from certain forms of chronic psychosis resulting in 
undesirable behaviors or for certain forms of pain. 
This procedure is no longer used. Cingulotomy is 
used in certain cases of severe, treatment-resistant 
depression and obsessive-compulsive disorder. 
See also BRAIN. 


frottage A form of sexual disorder in which the 
individual persistently seeks sexual excitement 
and enjoyment by rubbing against other people. 
The term is derived from the French, meaning 
“rubbing,” and the individual who displays this 
type of behavior is known as a frotteur. Such an 
individual may be fearful of engaging in a mature 
sexual relationship. 
See also SEXUAL DYSFUNCTION. 


frustration Interference with impulses or desired 
actions by internal or external forces. For example, 
internal forces are inhibitions and mental conflicts, 
and external forces may be from parents, teachers 
and friends, as well as the rules of society. A men- 
tally healthy person is usually able to cope with a 
good degree of frustration despite obstacles. 
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People who are repeatedly and constantly frus- 
trated respond in many ways, some with anger, 
hostility, aggression or depression; others become 
withdrawn and passive. Some children and adults 
who are constantly frustrated show regressive 
behavior and may become unable to cope with 
problems on their own. 

Modern life is filled with frustrations, from child- 
hood through old age. Some children are frustrated 
by their parents’ high expectations, and many 
parents are frustrated by their inability to provide 
material goods for their children. Many individu- 
als are frustrated by lack of job opportunities, lay- 
offs and lack of advancement on their jobs. Other 
individuals are frustrated in their marriages, while 
some single individuals feel frustrated by their lack 
of a partner. Many who are not satisfied in sex- 
ual relationships experience ongoing frustration. 
As people age, many become frustrated by their 
increasing inability to do things they did at earlier 
ages. Frustration sets in when retired individuals 
cannot function independently and must live with 
their children or in nursing homes. 


fugue A psychiatric term for a state of altered con- 
sciousness that causes individuals to suddenly flee 


from home or work, forget their entire past and 
start a new life with a new name. After recovery, 
such individuals will recall their earlier lives but not 
events that occurred during the fugue. This state 
is also referred to as amnesia and may last hours 
or days. During a fugue of a few hours, individu- 
als may show symptoms of agitation and confusion. 
During dissociative or fugue states, people “allow” 
themselves to behave in a manner that their nor- 
mal consciousness and good judgment would not 
permit. 

Among many possible causes of fugues are head 
injuries, epilepsy and dementia. In other cases, 
fugue states that become extended may be due to 
an unconscious wish to avoid unpleasant or threat- 
ening situations. 

Treatment for fugue episodes (when the indi- 
viduals are brought to treatment) may include 
hypnotic suggestions or use of amobarbital sodium. 
Such episodes have been the focus of plots for 
movies and novels, because the public seems fas- 
cinated by others’ experiences of amnesia, perhaps 
out of a secret wish to escape from their own life 
situations. 

See also AMNESIA; DISSOCIATIVE DISORDERS. 


GABA See GAMMA-AMINOBUTYRIC ACID. 


GAD (generalized anxiety disorders) See ANXIETY 
DISORDERS. 


galvanic skin response (GSR) Measurement of 
changes in resistance in the skin to emotional or psy- 
chological stimulation as measured by an electronic 
device. Electrical resistance is reduced by sweating 
activity induced by emotional arousal. As sweat 
glands are activated by activity, the GSR measures 
reflect changes in the sympathetic nervous system. 

Skin responses are measured by pairing an 
imperceptibly small electrical current between two 
electrodes on the skin. Increases in conductance 
(lowered resistance) are considered reflective of 
increased autonomic (emotional) activity. 

See also SYMPATHETIC NERVOUS SYSTEM. 


gambling Gambling appears to be an increasingly 
popular and socially acceptable activity. According 
to a May 2004 Mayo Clinic report, approximately 
85 percent of American adults reported having 
gambled at some point in their lives, and about 60 
percent said they gambled at least once in the past 
year. Whether gambling takes place in a casino or 
at a sports event, there is a difference between rec- 
reational and problem or pathological gambling. 
Gambling can be a behavior that causes disruption 
of a person’s psychological, physical or social life. 
A study by the National Institute of Mental Health 
concluded that 4.2 million Americans are addicted 
to gambling, 60 percent of whom have yearly 
incomes under $25,000. According to the Arizona 
Council on Compulsive Gambling, Inc., for an esti- 
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mated 2 to 4 percent of the general population, 
gambling results in an addiction. Compulsive gam- 
bling is a progressive disease, much like an addic- 
tion to alcohol or drugs. 

For many people, a gambling addiction is hidden 
until the gambler cannot function without gam- 
bling and begins to avoid other activities. Although 
compulsive gamblers show signs and symptoms of 
addiction, there are differences in cultural back- 
grounds, gender and age. However, most problem 
gamblers will use gambling as a coping strategy to 
mask underlying emotional problems, hide their 
gambling from family and friends, lie about money, 
rely on the excitement to make themselves feel 
good and eventually have emotional, mental and 
physical problems. 

According to the National Council on Prob- 
lem Gambling (NCPG), the term problem gambling 
includes but is not limited to conditions known as 
pathological or compulsive gambling. It is a progres- 
sive addiction characterized by increasing preoccu- 
pation with gambling, a need to bet more money 
more frequently and restlessness or irritability 
when attempting to stop. Loss of control shows up 
by continuation of gambling behavior despite seri- 
ous and increasing negative consequences. 


How to Know if You Have a Gambling Addiction 
If gambling affects your relationships, work life or 
financial situation; if you devote more and more 
time and energy to gambling; and if you are unable 
to stop or cut back on gambling, seek help. Seeking 
help early on will give a better chance of chang- 
ing your compulsive behavior and improving your 
mental and physical health. 

Several factors increase the risks of developing 
a gambling addiction. People who gamble compul- 
sively often have substance abuse problems and 
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DO YOU HAVE A GAMBLING ADDICTION? 





If you answer “yes” to the following questions you 
may need professional help regarding your gambling 
behavior: 


e Do you gamble to make yourself feel better? 

e Have you often gambled longer than you had 
planned? 

e Do you take time from work and family life to 
gamble? 

e Do you secretly gamble? 

e Have you often gambled until your last dollar was 
gone? 

e Have thoughts of gambling caused you to lose sleep? 

e Have you used your income/savings to gamble while 
letting bills go unpaid? 

e Have you made repeated, unsuccessful attempts to 
stop gambling? 

e Have you broken the law or considered breaking the 
law to finance your gambling? 

e Have you borrowed money to finance your gambling? 

e Have you gambled to get money to meet your 
financial obligations? 

e Have you been remorseful after gambling? 

e Have you felt depressed or suicidal because of your 
gambling losses? 





experience mood and personality disorders. If a 
person’s parents had a gambling problem, it is like- 
lier that he or she will have one too. The younger 
the age at which one begins to gamble, the greater 
the chance that compulsive gambling will develop 
later in life. Other factors that may make a person 
more likely to gamble compulsively include drug 
addiction, depression and bipolar disorder. 

A study reported in Alcoholism: Clinical © Exper- 
imental Research (August 2005) indicated that 
gamblers and alcoholics have two types of addiction- 
related cravings. One is physical, which is related 
to withdrawal; the other is memory-based, consist- 
ing of a desire that remains long after withdrawal 
has subsided. The study found that alcohol and 
gambling cravings are directly related to clinical 
symptoms of depression and anxiety and inversely 
related to length of abstinence. Researchers found 
that alcohol craving was based on feelings of nega- 
tive emotions, suggesting that individuals who are 
vulnerable to negative emotions, such as depres- 


sion, are the ones who will miss alcohol the most 
while trying to abstain. However, gambling crav- 
ing was correlated with the temperament factor 
responsible for positive emotions. This suggested 
that individuals who lack positive emotions require 
intense stimuli to experience elation and are the 
ones who will miss gambling the most when trying 
to abstain. 


Gambling and Mental Health Relationships 


Data presented at the November 2004 meeting of 
the American Public Health Association revealed 
some mental health correlates of gambling. Infor- 
mation was derived from the Gambling Impact 
and Behavior Study, a national telephone survey 
of the U.S. population on gambling behaviors and 
related health information. The study involved 
three groups: past-year recreational gamblers, 
those with a history of gambling more than one 
year and nongamblers. Past-year gamblers were 
more likely to report lifetime depression, alcohol 
use and alcohol abuse/dependence than nongam- 
blers were. Prior gamblers were also more likely 
to report lifetime depression, alcohol use, alcohol 
abuse/dependence and substance abuse/depen- 
dence compared with nongamblers. Past-year 
gamblers who reported both casino and noncasino 
gambling were less likely to report drug use but 
more likely to report alcohol use or alcohol abuse/ 
dependence compared with those who engaged 
exclusively in noncasino gambling. According to 
researcher Rani A. Desai, department of psychia- 
try, Yale University, further research is needed on 
the public health impact of gambling behavior as 
well as the influence of the expansion of opportu- 
nities for gambling. 

According to researchers at the National Insti- 
tute on Drug Abuse, the brains of gamblers respond 
similarly to the brains of lab animals after being 
given euphoria-inducing drugs or when tempted by 
good food. Results of tests suggested that the same 
mental circuitry is involved in the highs and lows 
of winning money, drug abuse and anticipating a 
tasty meal. Using functional magnetic resonance 
imaging (MRI), researchers mapped the neural 
responses of 12 male subjects while they played a 
simple game of chance in which they could either 
win or lose money. The incentive of money pro- 
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duced blood flow changes in the brain similar to 
those seen in response to other forms of rewards, 
such as euphoria-producing drugs. Blood flow in 
three areas of the brain rich in dopamine receptors 
and the hypothalamus roughly paralelled findings 
in monkeys during anticipation and experience of 
reward. The right side of the brain responded pre- 
dominantly to winning or the prospect of winning, 
while the left side of the brain responded to losing. 

The response patterns observed suggested that 
dysfunction of neural mechanisms and psychologi- 
cal processes crucial to decision making and behavior 
may contribute to a broad range of impulse disorders 
such as compulsive gambling and drug abuse. 


Teenage Gambling 

Teenage gambling may involve video poker machines, 
sports betting, cards or other forms. Worldwide, a 
large percentage of children and adolescents are 
involved in gambling activities. According to a report 
by McGill University, Montreal, the popularity of 
gambling is increasing among young people, and 
the rate of problem gamblers among young people 
are two to four times that of adults. Prevalence stud- 
ies conducted in the United States, Canada, New 
Zealand, Australia and Europe confirm the rising 
prevalence of youth involvement in illegal forms of 
gambling. While approximately 80 percent of high 
school students reported gambling for money during 
the past year, 4 to 8 percent of adolescents currently 
have a serious problem, and another 10 to 14 per- 
cent of adolescents are at risk for developing a serious 
gambling problem. 

Gambling is more popular among males than 
females. Adolescents with problem or pathological 
gambling behaviors usually have lower self-esteem, 
have higher rates of depression, dissociate more 
frequently when gambling and are at increased risk 
for developing an addiction or multiple addictions. 
Their quality friendships and relationships are often 
lost and replaced by gambling. They have poor gen- 
eral coping skills and often have parents, relatives 
or friends with similar problems. They are also at 
heightened risk for suicide or suicide attempts. 


Treatment for Compulsive Gambling 


Treatment for gambling addiction or compulsive 
gambling is similar to therapies for other forms of 


addiction. A form of psychotherapy known as cogni- 
tive behavior therapy focuses on identifying irratio- 
nal and negative beliefs and teaches a person how 
to replace them with healthier, more positive ones. 
Group therapy is another approach. In group therapy, 
each participant learns from the others and gets sup- 
port on how to deal with the gambling compulsion. 

While no drugs are approved by the FDA to treat 
pathological gambling, some trials of medications 
have shown good results. For example, antidepres- 
sant medications called selective serotonin reup- 
take inhibitors (SSRIs), such as fluoxetine (Prozac, 
Sarafem), sertraline (Zoloft) and citalopram (Cel- 
exa). Lithium (Eskalith, Lithobid) may be effective 
for some gamblers who have mood disorders such 
as biopolar disorder. 

Gamblers Anonymous provides a 12-step pro- 
gram patterned after Alcoholics Anonymous. There 
are local chapters of Gamblers Anonymous in many 
states. 


National Council on Problem Gambling 


The mission of the National Council on Problem 
Gambling is to increase public awareness of patho- 
logical gambling, ensure the widespread availability 
of treatment for problem gamblers and their fami- 
lies and encourage research and programs for pre- 
vention and education. 

See also CHILDREN, ADOLESCENTS AND YOUTH; COP- 
ING; DEPRESSION; SUICIDE. 


Tavares, Hermano, Monica L. Zilberman, David C. Hodgin, 
et al. “Personality Traits and Craving among Pathological 
Gamblers and Alcoholics.” Alcoholism: Clinical @ Experi- 
mental Research. 29, no. 8 (August 2005): 1,427-1,431. 

U.S. Govermment Info/Resources. “Gambling, Drugs and 
Munchies.” Available online. URL: http://www.usgov 
info.about.com/library/weekly/aa052901a.htm. Down- 
loaded on February 21, 2007. 


gamma-aminobutyric acid (GABA) A neurotrans- 
mitter in the brain that tends to result in an inhibi- 
tion of the release of activating neurotransmitters, 
such as norepinephrine. Some medications bind to 
the GABA receptors; these include alprazolam, a 
benzodiazepine (popularly known as Xanax). (A 
drug “binds” to chemical receptors that are shaped 
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to receive and use it rather than other chemicals.) 
When taken in therapeutic doses, both diazepam and 
alprazolam change the shape of the receptor molecule 
(GABA) they share. Chemical interactions between 
alprazolam and the diazepam receptor alter metabo- 
lism of GABA, which in turn produces a change in 
cell biochemistry. As this occurs, anxiety is reduced. 

See also ALPRAZOLAM; ANXIETY; BENZODIAZEPINE 
DRUGS; NEUROTRANSMITTERS; PANIC ATTACKS AND 
PANIC DISORDER; PHARMACOLOGICAL APPROACH in 
BIBLIOGRAPHY. 


Ganser’s syndrome See DISSOCIATIVE DISORDERS. 


gay A word that in the latter part of the 20th 
century refers to male or female homosexuals, 
but more often to males. Female homosexuals are 
known as lesbians. 

See also HOMOSEXUALITY; LESBIANISM; SEXUALITY. 


gender identity disorder Gender identity disor- 
der is a type of psychosexual disorder in which an 
individual’s gender identity is incongruent with 
his or her anatomical sex. Many individuals who 
believe that they are men or women in the body of 
the other sex experience anxieties, and some indi- 
viduals have surgical sex change operations. 

According to the Diagnostic and Statistical Manual 
of Mental Disorders, 4th ed. (American Psychiatric 
Association, 1994), there are two major compo- 
nents of gender identity disorder, both of which 
must be present to make the diagnosis: (1) a strong 
and persistent cross-gender identification, which is 
the desire to be, or the insistence that one is, of the 
other sex and (2) persistent discomfort about one’s 
assigned sex, or a sense of inappropriateness in the 
gender role of that sex. Additionally, to make the 
diagnosis there must be clinically significant dis- 
tress or impairment in social, occupational or other 
important areas of functioning. 

See also GENDER ROLE; SEXUAL FEARS. 


gender role Attitudes and behaviors that are cul- 
turally and socially associated with maleness or 


femaleness, which are expressed to varying degrees 
by individuals. For example, in Western cultures, 
the gender role for many women was historically 
passive and submissive, until the “women’s libera- 
tion” movement and “sexual revolution” during the 
latter half of the 20th century. Along with many 
societal changes, gender roles have also changed 
significantly. An example is child care, which is 
no longer exclusively the woman’s role, and earn- 
ing the larger part of the family income is no lon- 
ger exclusively the man’s role. However, changes 
in gender roles have led to many contemporary 
mental health problems, such as women’s conflicts 
between motherhood and career and men’s fears 
of inferiority when wives advance more rapidly in 
their career than they do in theirs. 


gene The part of the chromosome containing a code 
for a specific functional molecule of an organism. 


general adaptation syndrome A feeling we now 
refer to as stress; it was coined by Hans Selye (1907— 
82), an Austrian-born Canadian endocrinologist and 
psychologist in his landmark book, The Stress of Life 
(1956). The GAS is the manifestation of stress in the 
whole body as it develops over time. It is through 
the GAS that various internal organs, especially 
the endocrine glands and the nervous system, help 
individuals adjust to constant changes occurring in 
and around them and to “navigate a steady course 
toward whatever they consider a worthwhile goal.” 

Dr. Selye was a pioneer in an area that has con- 
tinued to look at stress as a threat to wellness. The 
secret of health, he contended, was in successful 
adjustment to ever-changing conditions. Life, he 
said, is largely a process of adaptation to the circum- 
stances in which we exist. He viewed many nervous 
and emotional disturbances, such as high blood 
pressure and some cardiovascular problems, gastric 
and duodenal ulcers and certain types of allergic 
problems as essentially diseases of adaptation. 

Selye called his concept the general adaptation 
syndrome because it is produced only by agents 
which have a “general” effect on large portions of 
the body. He called it “adaptive” because it stimulates 
defense mechanisms. He used the term “syndrome” 
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because individual manifestations are coordinated 
with and interdependent on each other. 

There are three stages in the GAS. Individuals 
go through the stages many times each day, as well 
as throughout life. Whatever demands are made 
on us, we progress through the sequence. The first 
is an alarm reaction, or the bodily expression of a 
generalized call for our defensive forces. We experi- 
ence surprise and anxiety because of our inexperi- 
ence in dealing with a new situation. The second 
stage is resistance, when we have learned to cope 
with the new situation efficiently. The third stage is 
exhaustion, or a depletion of our energy reserves, 
which leads to fatigue. Adaptability, Selye contin- 
ued, was a finite amount of vitality (thought of as 
capital) with which we are born. We can withdraw 
from it throughout life, but we cannot add to it. 

See also COPING; DEFENSE MECHANISMS; DIS-STRESS; 
EUSTRESS; HARDINESS; HOMEOSTASIS; PSYCHONEURO- 
IMMUNOLOGY; SELYE, HANS; STRESS. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. Facts On File, 2000. 

Selye, Hans. The Stress of Life. New York: McGraw-Hill, 
1956. 

. Stress without Distress. Philadelphia: J. B. Lippincott 

Company, 1974. 





generalized anxiety disorders (GAD) See ANXI- 
ETY DISORDERS. 


generic drug A prescription drug sold under its 
chemical (generic) name rather than under a pat- 
ented trade name. Names for generic drugs are cho- 
sen and approved by government agencies. 

See also ETHICAL DRUGS. 


genetic counseling Advising a family about the 
risk of occurrence of mental retardation or other 
inherited conditions and the problems that may 
arise from their occurrence. Genetic counseling 
requires considerable training and sensitivity. It is 
often preferable for a mental health professional to 
refer appropriate couples to specialized centers for 
this purpose. 


In many cases, the need for counseling is recog- 
nized by a pediatrician, an obstetrician or another 
primary care physician after the delivery of a defec- 
tive child. Such an urgent and unexpected situation 
may arouse feelings of guilt, anxiety or anger in both 
parents and physician. While counseling before preg- 
nancy is preferred, and many advances in antenatal 
diagnosis are aimed at early detection, occasional 
unanticipated genetic defects appear after delivery. 
Unfortunately, some of these (e.g., Huntington’s dis- 
ease) cannot be recognized until middle age. 

Identification of high-risk couples is one method 
of prevention of birth defects and mental retarda- 
tion. Concerned potential parents can be advised of 
the medical facts regarding the severity and progno- 
sis of the genetic disorder, the risk of its recurrence 
if they already have a retarded child and options 
available for managing the affected child and for 
avoiding recurrence. 

Individuals interested in receiving professional 
advice now have numerous resources. The number 
of genetic counseling centers has increased rapidly 
in recent years; there are now more than 200 major 
university-based centers with many satellites. 

The March of Dimes Foundation directs its efforts 
toward prevention of birth defects and improving 
the outcome of pregnancies. This organization also 
publishes an international directory of resources 
relevant to genetic disorders and can refer parents 
to appropriate genetic clinics. 

See also MENTAL RETARDATION. 


Grossman, Herbert J., ed. AMA Handbook on Mental Retar- 
dation. Chicago: American Medical Association, 1987. 


genetic disorders Disorders caused totally or par- 
tially by faults in inherited genes and chromosomes 
of an individual’s cells. Some genetic disorders, 
known as congenital, are present at birth. How- 
ever, many genetic defects do not become apparent 
until many years later, and many congenital abnor- 
malities are not genetically caused. Most genetic 
disorders are familial, which means that one has 
one or more relatives affected by the same disor- 
der. However, there are times when a child is born 
with a genetic disorder and no family history of a 
disorder. 
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INDICATIONS FOR GENETIC COUNSELING 





e family history of an inherited disorder 

e genetic or congenital anomaly in a family member 

e parent who is a known carrier of a chromosomal 
translocation 

e woman who has previously given birth to a child 
(children) with chromosomal aberrations 

e parent who is a known carrier of an autosomal 
recessive disorder in which in utero diagnosis is 
possible 

e abnormal somatic or behavioral development in a 
previous child 

e mental retardation of unknown etiology in a previous 
child 

e pregnancy in a woman over age 35 

e specific ethnic background that may suggest a high 
rate of genetic abnormality (e.g., Tay-Sachs disease) 

e three or more spontaneous abortions and/or early 
infant deaths 

e infertility 





There are three general categories of genetic 
disorders: chromosome abnormalities, unifactorial 
defects and multifactorial disorders. 


Chromosome Abnormalities 


When a child is born with an abnormal number 
of whole chromosomes, or extra or missing bits of 
chromosomes in the cells, this can lead to multiple 
disturbances and disorders. Down syndrome and 
Klinefelter syndrome, forms of mental retardation, 
are in this category. 


Unifactorial Defects 
Unifactorial defects are caused by a single defective 
gene or pair of genes. These disorders are distrib- 
uted among members of an affected family accord- 
ing to simple laws of inheritance. 


Multifactorial Disorders 


These are caused by the additive effects of several 
genes, along with environmental factors. The pat- 
tern of inheritance is less straightforward. Many 
disorders fall into this category, including asthma, 
insulin-dependent diabetes and some conditions 
present at birth, such as cleft lip and palate, schizo- 
phrenia and manic-depressive (bipolar) disorder. 
According to a study reported in the early 1980s, 


the risk for full siblings of a schizophrenic person 
to develop schizophrenia is 7 to 8 percent, the chil- 
dren of one schizophrenic parent have a 9 to 12 
percent risk and the children of two schizophrenic 
parents have a 35 to 45 percent risk. 

In recent years, studies have revealed a possible 
link between genetic makeup and alcoholism. Sci- 
entists also suspect that genetic factors may under- 
lie personality types and particularly disorders such 
as manic-depression. Genetic disorders are only a 
partial explanation, however; as with other men- 
tal health disorders, environment may also influ- 
ence the expression of these conditions. Genetic 
defects in hearing and vision may lead to a mis- 
diagnosis of mental retardation, and children born 
with Marfan’s syndrome (a genetic disorder with 
symptoms including a gangly, uncoordinated look) 
may develop depression because they feel “differ- 
ent” from their peers. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
DEPRESSION. 


genital stage In Freudian theory, the final or 
mature stage of psychosexual development. The 
genital stage or phase follows the oral and anal 
stages and occurs during adolescence, when sexual 
interest focuses on a relationship with another. 
When appropriate transitions from other devel- 
opmental stages did not occur, once may have 
difficulty adjusting to sexual relationships and/or 
marriage. 
See also FREUD, SIGMUND. 


Geodon Trade name for ziprasidone, an “atypi- 
cal” antipsychotic medication for the treatment of 
schizophrenia and other psychoses. 


geriatric depression The most common mental 
health disorder among the elderly. According to the 
National Institute of Mental Health (NIMH), esti- 
mates of depression among elderly people ranges 
from 10 to 65 percent. Other estimates and epide- 
miologic studies report that 20 percent of geriatric 
outpatients are clinically depressed and that up to 
75 percent of nursing home patients have some 
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type of mental health disorder. Depression in the 
elderly takes on much the same form as it does in 
younger people. For example, the depressed person 
will have a pervasive feeling of hopelessness and 
helplessness with regard to improving his or her 
outlook, not show interest in previously enjoyed 
activities, may experience insomnia and may 
become easily distracted and bored. 
See also AGING; DEPRESSION; ELDERLY PARENTS. 


geriatric depression rating scale (GDRS) A spe- 
cific screening device to measure depression in the 
elderly. The GDRS is a 30-item tool with a simple 
yes/no format that takes only about five to 10 min- 
utes. It has well-established reliability and validity 
when used with the elderly. The GDRS differs from 
the Hamilton depression inventory (Ham-D) in 
that it does not have physical symptoms included 
on the Ham-D. 
See also AGING; DEPRESSION; ELDERLY PARENTS. 


Yesavage, J. A., et al. “The Geriatric Depression Rating 
Scale: Comparison with Other Self-Report and Psy- 
chiatric Rating Scales.” In Assessment in Geriatric Psy- 
chopharmacology, edited by T. Crook, S. Ferris, and 
R. Bartus. New Canaan, Conn.: Mark Powley and 
Associates, 1983. 


geropsychiatry A specialized form of mental 
health care that addresses the complexities involved 
between mental and physical illness in the elderly. 
For example, an elderly patient who might appear 
to have psychotic symptoms may be experiencing 
symptoms of toxicity resulting from taking two or 
more incompatible drugs. Many psychosomatic dis- 
orders and chronic conditions manifest themselves 
with symptoms of depression. 

Many physicians specializing in geropsychia- 
try are located in community hospitals where 
they can provide a safe and secure environment 
and offer psychological evaluation in conjunc- 
tion with medical testing and liaison services for 
elderly patients being treated for medical or surgi- 
cal conditions. 

An increasing number of hospitals are adding 
this component to their mental health programs. 


Some hospitals contract with various organizations 
who provide these services on a contract basis. 

See also AGING; DEPRESSION; ELDERLY PARENTS; 
GERIATRIC DEPRESSION. 


gestalt psychology A type of therapy based on 
the concept that the whole is more important than 
the sum of its parts, or that “wholeness” is more 
important than individual components of behavior 
and perception. It aims to increase self-awareness 
by looking at all aspects of an individual within 
his or her environment. It achieved a good degree 
of popularity as a means of coping with personal 
problems and is still practiced by some therapists. 

The movement toward this type of psychol- 
ogy was founded in Germany in the early 1900s 
by a group that adopted the name gestalt, meaning 
“form, pattern, or configuration.” 

See also PSYCHOTHERAPIES. 


ghost sickness A syndrome observed among 
members of some American Indian tribes, possibly 
associated with witchcraft. The sickness involves 
preoccupation with death and the deceased, bad 
dreams, fear, feelings of danger, loss of appetite, 
feelings of futility, dizziness and fainting, anxiety, 
hallucinations, a sense of suffocation and loss of 
consciousness. 
See also CULTURE-RELATED SYNDROMES. 


Gilles de la Tourette syndrome See TOURETTE SYN- 
DROME. 


glass ceiling An impenetrable but almost invis- 
ible barrier perceived by working women that they 
believe keeps many of them from rising to the 
top of their field despite their good qualifications, 
experience and hard work. This frustration leads to 
anxiety, depression and less than optimal mental 
health. 

The glass ceiling may take many forms. Qualified 
women already in the organization may be passed 
over as men are brought into high-level positions 
in the organization from the outside for the sake of 
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providing a fresh outlook and new blood. In organi- 
zations involving teamwork and negotiations, dis- 
cussions may be held in such a way that women are 
kept on the periphery. Teasing and harassment of 
women may discourage them and make it difficult 
for some of them to perform. Women who have a 
“mannish” style may be hired over women who are 
more feminine and then thought to be strange and 
unacceptable because they have masculine charac- 
teristics. Women in lower-level positions are some- 
times given responsible, demanding work that is 
reflected in neither their title nor salary. As women 
attempt to progress in an organization, they may be 
frustrated by performance standards that are higher 
for them than for men. Women may also be lim- 
ited by assumptions that there is a feminine man- 
agement style that is more passive and nurturing 
toward fellow workers and less goal-oriented and 
driven than the masculine style. 

Women who do make it past the glass ceiling 
frequently credit the influence of a mentor, spouse 
or parent. Some women have decided to avoid the 
glass ceiling by striking out on their own. 

See also MENTOR; WOMEN’S LIBERATION MOVEMENT. 


Mills, D. Quinn. Not Like Our Parents: How the Baby Boom 
Generation Is Changing America. New York: William 
Morrow, 1987. 


Global Assessment of Relational Functioning Scale 
(GARF) A tool used by mental health profession- 
als to evaluate functioning of a family or other rela- 
tionship. The scale enables the therapist to rate the 
degree to which a family or other relational unit 
meets the needs of its members in several areas, 
including problem solving, decision making, emo- 
tional, and responsibility. The continuum of the 
scale ranges from competent optimal functioning 
to a dysfunctional relationship. At the extreme, 
in families or couples scoring the lowest, there are 
no routines or schedules, and there is little com- 
munication between family members. Despair and 
cynicism are pervasive and there is little attention 
to the emotional needs of others. There is no con- 
cern about another’s welfare and almost no sense 
of commitment or attachment. 


See also FAMILY; FAMILY THERAPY; FAMILY VIO- 
LENCE; PSYCHOTHERAPIES. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. Washington, D.C.: 
American Psychiatric Association, 1994. 


global warming The idea that human activi- 
ties can rapidly change the Earth’s climate; it is a 
cause for concern and anxiety for people all over 
the world. 

Jean Fourier, a French physicist, was the first 
to understand the “greenhouse” effect. In 1824 
he suggested that the Earth stays warm at night 
because its atmosphere traps sun-warmed gases in 
the same way a greenhouse holds heated hair. In 
1892 Svante Arrhenius, a Swedish physical chem- 
ist, predicted that if levels of carbon dioxide in the 
atmosphere doubled, the average temperature of 
the Earth would rise between 1.5 and 4 degrees 
Celsius, close to the prediction most climatologists 
share today. 

Activists continue to debate and protest threats 
to the ecology of the world, such as cutting down 
rain forests and depleting water supplies. 


globus hystericus See LUMP IN THE THROAT. 


gonorrhea A sexually transmitted disease that 
usually is transmitted by having sexual intercourse 
but can also be passed through other types of sexual 
relations. Gonorrhea is the second most commonly 
reported infectious disease in the United States, 
with 330,132 cases reported in 2004. From a high 
of 467.7 cases per 100,000 population reported in 
1975, the U.S. gonorrhea rate fell to 113.5 in 2004 
(a 76 percent decline), the lowest recorded level 
since reporting began in 1941. As is true with other 
sexually transmitted diseases, gonorrhea is often 
underdiagnosed and underreported, and approxi- 
mately twice as many new infections are estimated 
to occur each year as are reported, according to the 
Centers for Disease Control. 

Gonorrhea and syphilis historically have been 
known as venereal diseases, or VD. Measures to 
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prevent and treat these diseases are an important 
aspect of military medicine, as well as of public 
health departments and clinics in larger cities. 

An infected person must be treated promptly to 
avoid serious consequences. Public health officials 
enlist the help of patients to learn from whom they 
acquired the disease and a list of those who have 
been exposed through sexual intercourse. All these 
people will then be contacted and encouraged to 
take treatment. However, many persons who have 
the disease do not cooperate with public health 
officials for fear of embarrassment or the antago- 
nism of those whom they may have infected. As a 
result, the eradication of gonorrhea and other sexu- 
ally transmitted diseases is an uphill battle, and the 
diseases pass from one person to another. 

While gonorrhea is easily cured, untreated cases 
can lead to serious health problems. Among women, 
gonorrhea is a major cause of pelvic inflammatory 
disease, which can lead to chronic pelvic pain, ecto- 





pic pregnancy, and infertility. In men, untreated 
gonorrhea can cause epididymitis, a painful con- 
dition of the testicles that can result in infertility. 
Additionally, studies suggest that the presence of 
gonorrhea infection makes an individual three to 
five times more likely to acquire an HIV infection, 
if exposed. Condom use may prevent the transmis- 
sion of gonorrhea. 


Racial Disparity 
Ethnic minorities in the United States have tradi- 
tionally had higher rates of reported gonorrhea and 
other STDs because of poverty and limited access to 
quality health care. 

According to the CDC, African Americans remain 
the group most affected by gonorrhea. Although 
the rate of gonorrhea among blacks fell 3.0 per- 
cent from 2003 to 2004, the reported 2004 rate per 
100,000 population for blacks (629.6) was 19 times 
greater than the rate for whites (33.3). In 2003 the 
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rate for blacks was 20 times higher than the rate 
for whites. 

American Indians and Alaska Natives had the 
second highest gonorrhea rate in 2004 (117.7, up 
14.8 percent from 2003) followed by Hispanics 
(71.3, up 2.3 percent from 2003) and Asian/Pacific 
Islanders (21.4, down 3.2 percent from 2003). 

See also SEXUALLY TRANSMITTED DISEASES. 


grief An intensely painful emotional reaction 
caused by the loss of a loved one. Although the 
expression of grief is unique to each individual, 
there are recognized stages of grief (bereavement) 
that have some common characteristics for most 
people. 

At first there may be numbness and an unwill- 
ingness to recognize the death (denial). These are 
defense mechanisms that help the individual cope 
with the pain of the loss. Numbness is a pervasive 
feeling that enables the mourner to get through the 
experience of the funeral and the first few days fol- 
lowing the death of the loved one; this may last 
from a few days to a few months. Hallucinations 
are also common among the recently bereaved; in 
some cases, they believe they see the deceased per- 
son walk into the room. In the case of a deceased 
infant or child, the parent may think they see the 
child in their crib or bed or hear his or her cry or 
voice. 

When the initial feeling of numbness wears off, 
the individual may feel anger, despair and over- 
whelmed by the circumstances; these feelings can 
lead to depression. Many people feel angry that the 
deceased person deserted them; these are natural 
feelings that will pass in time. Other physical symp- 
toms are fairly common; some have headaches, 
and others have insomnia or gastrointestinal com- 
plaints. Attempted suicide is an abnormal expres- 
sion of grief but is not uncommon. There may be an 
increase in alcohol intake at this time. 

The individual may experience intense feelings 
of helplessness. One may think, “Could I have pre- 
vented this from happening? Why wasn’t I power- 
ful enough to do something more?” Such thoughts 
are part of the human condition. People like to feel 
that they are in control at all times. Death often 
leaves those behind feeling helpless. 


Many people who have experienced loss say that 
within two years a bereaved person adjusts to the 
loss and gets on with his or her life. However, over- 
whelming feelings of loss do recur, and such moods 
continue to alternate with those of enthusiasm. In 
the long run, a positive attitude should overcome 
the depressed feelings. 

How well an individual adjusts after a period 
of grief depends to some degree on his or her 
immediate support system. If friends and family 
are nearby, it may accelerate the recovery process. 
Widowed persons with no relatives and few friends 
seem to have the most difficult time adjusting to 
their losses. Some parents who have lost an infant 
try to have another baby within a few years; how- 
ever, the feeling of loss of the first one never really 
goes away. 

Anniversaries of birthdays, weddings and other 
events come up every year. Individuals who have 
suffered a loss should recognize and accept that 
they will feel sad at certain times. What one does 
to observe treasured memories is a very individual 
matter, depending on one’s tradition. With time, 
each person learns to do what feels right. Remem- 
bering a loved one with joy, instead of sorrow, is an 
honor to his or her life. 

For individuals who continue to suffer in their 
grief reaction without relief or help from other 
sources of support, mental health counseling may 
help. Getting help when one needs it is a sign of 
strength and wisdom. Appropriate referrals for 
mental health care can be made by a social worker 
or physician. Support groups for widows and wid- 
owers help many people. Knowing that others had 
the same emotional reactions may help one cope 
better with getting on with one’s life. Those griev- 
ing for the loss of a child may also find help in 
appropriate support groups. 

Many organizations offer telephone informa- 
tion and referral services that also suggest sources 
of help. Crisis telephone lines and centers and hos- 
pital emergency rooms are sometimes a fast way of 
getting help; these numbers should be listed in a 
special section of local telephone books. 

See also BEREAVEMENT; DEATH; DEPRESSION; 
INSOMNIA; RESOURCES; STILLBIRTH; STRESS; SUDDEN 
INFANT DEATH SYNDROME. 
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Kahn, Ada P. “Living with the Death of a Loved One” 
(brochure). Mental Health Association of Greater Chi- 
cago, Chicago, 1989. 

Kubler-Ross, E. On Death and Dying. New York: Macmil- 
lan, 1971. 

Ramsay, R. W., and R. Noorbergen. Living with Loss. New 
York: William Morrow, 1981. 


group therapy A term applying to a wide range 
of types of therapies and groups. They may be 
self-help support groups, without a trained pro- 
fessional leader, or they may be led by a mental 
health professional. 

A group organized for group therapy attracts 
individuals with similar concerns. For example, 
such groups may be for recently widowed persons 
(grief), for parents who have lost a child to sudden 
infant death syndrome, for individuals who are suf- 
fering from depression or for those wishing to lose 
weight. Within the group, individuals find that oth- 
ers share their feelings and experiences; this helps 
them feel less alone and less helpless. Problems in 
interpersonal relationships are sometimes benefited 
by a group therapy experience. Individuals may re- 
create typical problems in their relationships in the 
therapy group. 

See also PSYCHOTHERAPIES; SUPPORT GROUPS. 


GSR See GALVANIC SKIN RESPONSE. 


guardianship Legal appointment of another 
person to make decisions for one who is not able 
or not legally competent to do so. An individual 
is considered legally competent if he or she pos- 
sesses the requisite natural or legal qualifications, 
is capable and is legally fit according to appropriate 
statutes. However, a mentally ill individual may 
not necessarily need a guardian, as not all mental 
illnesses interfere with an individual's decision- 
making ability. 

For all medical and psychiatric procedures, 
informed consent must be given. If the individual 
cannot be educated appropriately to give informed 
consent, a court will appoint a guardian. Substi- 
tuted consent is the authorization that is given by a 


court-appointed guardian on behalf of the incom- 
petent individual. 
See also INFORMED CONSENT; LEGAL ISSUES. 


McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1991. 


guided imagery A technique to help the individ- 
ual generate vivid mental images that help reduce 
anxieties. It creates positive mental pictures and 
promotes the relaxation necessary for a healing 
process. The individual pictures an image, such as 
a calm, serene lake with sailboats slowing moving 
along, breathes in a relaxed manner and becomes 
more relaxed. The individual gradually learns to 
notice every detail of the imagined scene and how 
the sense of relaxation deepens with this self-talk. 
He or she learns too that this sense of calm can be 
created at any time by breathing and imagining the 
positive vision. 

Some case studies and clinical reports suggest 
that the guided imagery technique may be helpful 
in the treatment of chronic pain, allergies, hyperten- 
sion, autoimmune diseases and stress-related gas- 
trointestinal, reproductive and urinary symptoms. 
In addition to direct effects, imagery may augment 
the effectiveness of medical treatments, as well as 
help people tolerate the discomforts and side effects 
of some medications or invasive procedures. 

Imagery has qualities that make it valuable 
in mind/body medicine and healing; it can bring 
about physiological changes, provide psychological 
insights and enhance emotional awareness. Use of 
imagery, in some cases, changes the need for medi- 
cation. Depending on an individual’s medical condi- 
tion, imagery is best used under the supervision of a 
physician in conjunction with holistic medicine. 

Guided imagery can be used alone or together 
with other relaxation techniques. It is often used 
in conjunction with hypnosis, although the two 
techniques are distinct. While hypnosis serves to 
induce a special state of mind, imagery consists of a 
focused, intentional mental activity. 

See also BREATHING; COMPLEMENTARY AND ALTER- 
NATIVE MEDICINE; HYPNOSIS; IMMUNE SYSTEM; IRRITABLE 
BOWEL SYNDROME; RELAXATION; RESOURCES; STRESS. 
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Kwekkeboom, Kristine, Karen Huseby Moor, and Sandra 
Ward. “Imaging Ability and Effective Use of Guided 
Imagery.” Research in Nursing and Health 21, no. 3 
(June 1998): 189-198. 


guilt An emotional response to a perceived or 
actual failure to meet expectations of self or oth- 
ers. Guilt feelings can be destructive if carried to 
an extreme. They can be devastating to one’s self- 
esteem and feeling of capability. However, they can 
also be constructive when the individual begins to 
understand his or her sources of guilt and learns to 
cope with this aspect of the human condition. 
People experience feelings of guilt throughout 
life. For example, a young child may be aware of not 
pleasing his parents with certain behaviors. Later, 
the individual may experience guilt feelings for not 
remembering the birthday of a parent or spouse. 
Depending on differences in conscience, some indi- 
viduals can steal or commit crimes against others 
and society and not feel any guilt, while others 
will suffer from guilt feelings over minor matters. 
Middle-aged adults experience guilt feeling when 
dealing with aging parents. Those who find it neces- 
sary to admit a parent to a nursing home for care 
often suffer guilt feelings; in these cases, guilt feelings 
are often related to previous relationships. Individu- 
als who are in bereavement over a loved one often 
feel some guilt about not having done enough for 


the person when he or she was alive. Some parents 
of infants who die of sudden infant death syndrome 
have feelings of guilt over not having been able to 
prevent the death of their child. Such feelings are 
unfounded but can be troublesome to the sufferer. 
Mental health counseling can help relieve many of 
these uncomfortable feelings of guilt. 

Some people feel a sense of guilt over certain 
circumstances because of their religious upbring- 
ing. Talking with a member of the clergy or men- 
tal health professional may be helpful. Otherwise, 
parents or spouses of a person who commits sui- 
cide, for example, may struggle with guilt feelings 
for many years, wondering if they could have pre- 
vented the death. 

There are also legal implications to the concept 
of guilt, according to cultural mores and statutes. 

See also DEPRESSION; GUILTY BUT MENTALLY ILL 
VERDICT. 


guilty but mentally ill verdict Some states have 
a plea “guilty but mentally ill”; it is recognized in 
about one-third of the states and is still the sub- 
ject of constitutional controversy. The disposition 
of a case in which there is a “guilty but mentally ill 
verdict” usually results in treatment of mentally ill 
individuals in a correctional setting instead of put- 
ting them in prison. 
See also LEGAL ISSUES. 


habits Learned responses that one performs auto- 
matically and frequently. They may include useful 
procedures, such as knowing how to use a com- 
puter keyboard, taking a shower in the morning 
or always leaving a key in a certain place. Habits 
can also be responses to stressful situations, such 
as scratching the head, nail biting, hair pulling or 
reaching for a cigarette. These unwanted or unde- 
sirable habits, if continued, can contribute to peo- 
ple’s stress levels. 

Habits can include certain repetitive and ritual 
behaviors such as those practiced by sufferers of 
obsessive-compulsive disorder. Stressful habits can 
be changed by behavior therapy, psychotherapy 
and the substitution of more constructive hab- 
its. Relaxation therapy, guided imagery, hypnosis 
and biofeedback may also be helpful techniques to 
overcome these habits. 

See also ANXIETY DISORDERS; BEHAVIOR THERAPY; 
BIOFEEDBACK; GUIDED IMAGERY; HAIR PULLING; HYP- 
NOSIS; NAIL BITING; OBSESSIVE-COMPULSIVE DISORDER; 
RELAXATION. 


Quellette, Judith A., and Wendy Wood. “Habit and Inten- 
tion in Everyday Life: The Multiple Processes by Which 
Past Behavior Predicts Future Behavior.” Psychological 
Bulletin 124, no. 1 (July 1998): 54-74. 


hair pulling A habit that involves pulling out scalp 
hair and sometimes hair on eyebrows, eyelashes and 
other areas of the body; men may pull out beard 
and mustache hairs. For many people, hair pulling 
is a mechanism for coping with stressful situations. 
They do it when they are feeling nervous or tense, 
or it is a compulsion, known as trichotillomania. 
Some individuals pull hair in front of others, 
but most often the activity is pursued in secret. 
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The hairs are carefully hidden or disposed of. The 
hairless areas have distinctive features, which help 
distinguish trichotillomania from other forms of 
hair losses and disease; the patches are irregular 
in outline, not sharply defined, and the hair loss 
is never complete. Many of the hairs will break off 
rather than be completely pulled out, so that vari- 
ous amounts of stubble remain. There are usually 
no signs of inflammation, and the scalp is normal 
elsewhere. 

The habit can be treated with behavior therapy 
or other forms of psychotherapies. 

See also ANXIETY DISORDERS; BEHAVIOR THERAPY; 
HYPNOSIS; OBSESSIVE-COMPULSIVE DISORDER; PSYCHO- 
THERAPIES; RESOURCES. 


Scahill, Lawrence A., et al. “Childhood Trichotillomania: 
A Clinical Phenomenology, Comorbidy, and Fam- 
ily Genetics.” Journal of the American Academy of Child 
and Adolescent Psychiatry 34, no. 11 (November 1995): 
1,451-1,459. 


hakomi A form of body-centered psychotherapy 
based on principles that show individuals ways to 
live in harmony with themselves and others. It 
teaches individuals to enter a stage of awareness 
in which spontaneous and often nonverbal infor- 
mation becomes available and from which basic 
and unconscious beliefs stem and direct their lives. 
Many people use hakomi as a way of preventing 
the harmful effects of stress. 

The body stores and expresses what the mind and 
heart believes. Trained to look at nuances of voice 
and body language, posture and gesture, hakomi 
therapists help individuals study these avenues to 
unexpressed feelings and past trauma and to gain 
release from the past. Hakomi teaches people how 
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to observe themselves from a step away (witness- 
ing), as well as from inside their present experience. 
Individuals learn to have a choice in responses. 
Through the use of witnessing, unwanted defenses 
can be studied and willingly yielded. 

Hakomi is a blend of many philosophies and 
ideologies, including Eastern philosophy, Western 
psychology, Taoism, Feldenkrais, Reichian, Rolfing 
and other structural bodywork therapies, Erickso- 
nian hypnosis, focusing and neurolinguistic pro- 
gramming. 

See also BODY THERAPIES; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE. 


halazepam_ Generic name for the benzodiazepine 
medication Paxipam. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


Halcion Trade name for the benzodiazepine drug 
triazolam. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


Haldol See HALOPERIDOL. 


half-life See SYNERGY. 


hallucinations and hallucinogens Seeing, hear- 
ing, smelling, tasting or feeling something that is 
not there. They are sources of anxiety and stress 
because these perceptions cannot be reinforced 
by anyone else. Hallucinations may be disturbing 
to sufferers, as well as to those who are trying to 
understand what they are feeling. Hallucinations 
sometimes occur as a reaction to certain medica- 
tions, to high fevers and serious illnesses. They 
also occur in some severe mental disorders, such as 
schizophrenia. 


Reactions to Hallucinogens 


Hallucinogens are drugs and agents that pro- 
duce profound distortions to one’s senses of sight, 


sound, smell and touch, as well as to the senses of 
direction, time and distance; in other words, hal- 
lucinogens produce hallucinations. Although some 
individuals may resort to hallucinogens for relief 
from stress, there are no acceptable medical uses 
for hallucinogens. 

People may experience a “high” associated with 
use of hallucinogens, which may last as long as 
eight hours. However, there are aftereffects, includ- 
ing acute anxiety, restlessness and sleeplessness. 
Long after the hallucinogen is eliminated from the 
body, the user may experience “flashbacks,” which 
are fragmentary reoccurrences of hallucinogenic 
effects. 

Hallucinogens occur naturally but are primar- 
ily created synthetically. The most common hal- 
lucinogens are LSD (also known as d-lysergic acid 
diethylamide, lysergic and LSD-25), mescaline, 
peyote, psilocybin mushrooms, Ecstasy (MDMA 
3,4-methylenedioxymethamphetamine), and PCP 
(phencyclidine). 

The incidence of hallucinogen use went through 
two periods of increase. Between 1965 and 1969 
there was a tenfold increased in the estimated 
annual number of new users. This increase was 
driven primarily by the use of LSD. The second 
period of increase in first-time hallucinogen use 
occurred from around 1992 until 2000, mainly 
because of increase in the use of Ecstasy (MDMA). 
Decreased numbers in new use of both LSD and 
Ecstasy occurred between 2001 and 2002, coincid- 
ing with an overall drop in hallucinogen incidence 
from 1.6 million to 1.1 million. In 2002 there were 
1.1 million users of Ecstasy. Two-thirds of new 
Ecstasy users were 18 or older, and 50 percent were 
male. The number of new inhalant users was about 
1 million in 2002. As in prior years, these new users 
were predominantly under age 18 (78 percent), 
and about half (53 percent) were male. 

See also ADDICTION; INHALANTS; LYSERGIC ACID 
DIETHYLAMIDE; SUBSTANCE ABUSE. 


National Household Survey on Drug Abuse (NHSDA), 
data from 1999, 2000 and 2001, U.S. Department of 
Health and Human Services. Available online. URL: 
http://www.drugabusestatistics.samhsa.gov/nhsda/ 
2k3nsduh/2k3Results.htm. Accessed on March 31, 
2007. 
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haloperidol A drug (trade name: Haldol) used 
primarily to treat schizophrenia and other psycho- 
ses. It is also used in schizoaffective disorder and 
Tourette syndrome and occasionally as adjunctive 
therapy in mental retardation and the chorea of 
Huntington's disease. It is a potent antiemetic and 
is effective in the treatment of intractable hiccups. 

Haloperidol can cause significant side effects and 
toxic effects such as neuroleptic malignant syn- 
drome and tardive dyskinesia. 

See also SCHIZOPHRENIA. 


Hamilton Anxiety Rating Scale A rating scale 
used by mental health professionals to determine 
a person’s level of anxiety. Symptoms are rated 
from not present to disabling and include consid- 
erations of anxious mood, tension, fears, insomnia, 
depression, somatic complaints and cardiovascu- 
lar, respiratory, gastrointestinal, genitourinary and 
autonomic symptoms. Depending on ratings, mild 
anxiety, moderate anxiety or severe anxiety can be 
diagnosed. 

The scale was developed in 1959 by Max Ham- 
ilton (1912-88), a German-born psychiatrist who 
had a distinguished career in England. 

See also ANXIETY DISORDERS. 


hangover A disagreeable physical effect that 
occurs after consuming too much alcohol, or the 
disagreeable aftereffects from the use of drugs. 
Sometimes sleeping medications cause hangover- 
like symptoms. A hangover is a source of anxiety 
because it produces physical as well as emotional 
symptoms that differ among individuals. 

Some may experience nausea, vomiting or dizzi- 
ness, while others may have headaches, sleepiness, 
unsteadiness, blurred vision, depression or self-pity. 
For many individuals, symptoms do not occur until 
several hours after drinking the alcohol, usually 
when they awaken from sleep. They may blame 
mixing of drinks, but drinking even one alcoholic 
beverage alone can cause a hangover. 

The distinctive headache experienced as part 
of a hangover may be due to toxic substances that 
are released into the bloodstream and cause irrita- 
tion of the brain membranes. Headaches may also 


come from the pressure of swollen blood vessels, 
which is an effect of alcohol. When alcohol pro- 
motes excessive urination, the resulting loss of fluid 
may reduce spinal fluid pressure, which has been 
known to bring on a headache. 

Usually individuals recover from hangovers with- 
out medical assistance. Recommendations from phy- 
sicians generally include aspirin, bed rest and solid 
food as soon as possible. A cup of coffee and a meal 
helps most people feel better. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
DIZZINESS; HEADACHES. 


happiness A lasting state of mind characterized 
by contentment and acceptance as well as engage- 
ment with life’s experiences with periods of joy- 
fulness and appreciation as opposed to immediate 
pleasures. Happiness is very difficult to attain with- 
out good mental health and maturity, but even 
then it requires conscious attention. It is attain- 
able through development of the capacity to see 
beyond moments of disappointment and hurt, to 
see beyond the stresses of the business of living and 
to see beyond one’s mundane experience to appre- 
ciate life’s beauty, the miracle of human conscious- 
ness and life itself. Depression, anxiety, addictive 
behavior and severe physical pain make it difficult 
to attain happiness by interfering with the ability to 
see beyond one’s immediate negative experience. 
Research in the area of happiness is ongoing. 


hardiness A term coined by Salvatore Maddi, 
Ph.D., a University of Chicago psychologist, relating 
to the stress-buffering characteristics of people who 
stay healthy. People with hardiness are able to with- 
stand significant levels of stress without becoming 
ill; those who are more helpless than hardy develop 
more illnesses, both mental and physical. 

In working with executives at a major American 
employer, Dr. Maddi and colleagues determined 
three techniques that can augment hardiness, as 
well as happiness and health: focusing, reconstruct- 
ing stressful situations and self-improvement. 

Focusing is a technique developed by Eugene 
Gendlin, an American psychologist, and is a way of 
recognizing signals from one’s body that something 
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is wrong, such as tension in the neck or a mild 
headache. With stress, these conditions worsen. 
Maddi suggests mentally reviewing where things 
are not feeling just right physically and reviewing 
situations that might be stressful. Focusing increas- 
ing one’s sense of control over stress enables one to 
make changes. 

Reconstructing stressful situations is a technique 
in which you think about a recent stressful episode 
and write down three ways it might have gone bet- 
ter and three ways it might have gone worse. If you 
cannot think of what you could have done differ- 
ently, focus on a person you know who deals with 
stress well and think about what he or she would 
have done. Realize that things did not go as badly as 
they could have. Also, realize that you can think of 
ways to cope better with the same situation. 

In the self-improvement technique, you accept 
that there are some situations you cannot control 
and that you cannot avoid these situations, such as a 
serious illness or illness of a member of your family, 
but to regain your sense of control and achieve more 
effective coping, you choose a new task to master, 
such as learning how to swim, or develop a new 
hobby, while dealing with the stressful situation. 

Suzanne Kobasa, a psychologist at the City Uni- 
versity of New York, also used the term hardiness to 
identify and measure a style of psychological cop- 
ing. Some of the characteristics exhibited by people 
with hardiness included viewing life’s demands as 
challenges rather than threats, responding with 
excitement and energy to change and having a 
commitment to something they felt was meaning- 
ful, such as their work, community or family. A 
third trait was a sense of being in control. Having 
the right information and being able to make deci- 
sions can make an important difference in coping 
with stress. 

See also CONTROL; COPING; GENERAL ADAPTATION 
SYNDROME; LEARNED HELPLESSNESS; STRESS. 


Floria, V., et al. “Does Hardiness Contribute to Mental 
Health during a Stressful Real-Life Situation? The 
Roles of Appraisal and Coping.” Journal of Personal and 
Social Psychology 68, no. 1 (April 1995) 687-695. 

Goleman, Daniel, and Joel Gurin, eds. Mind Body Medicine: 
How to Use Your Mind for Better Health. Yonkers, N.Y.: 
Consumer Reports Books, 1993. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


hashish A refined form of cannabis (marijuana) 
that is found in brown or black sheets, “cakes” or 
“balls.” Hashish (or “hash”) generally comes from 
the Middle East, is more potent than marijuana and 
is smoked in a pipe. The active ingredient is delta—9- 
tetrahydrocannabinol, which is metabolized in the 
liver to a related substance that produces intoxicat- 
ing effects. Hashish oil is extracted from cannabis 
plant materials to produce a dark, viscous liquid 
that averages around 20 percent THC. 
See also MARIJUANA; SUBSTANCE ABUSE. 


Media Resource Guide on Common Drugs of Abuse. Fairfax, 
Va.: Public Relations Society of America, National 
Capital Chapter, September 1990. 


“having it all” An expression that became popu- 
lar during the 1980s when career women discov- 
ered that they could follow their chosen business or 
profession, get married and raise a family. For many 
this has become a satisfying way of life, but for oth- 
ers it has involved many frustrations, anxieties and, 
in some cases, feelings of guilt. Some women feel 
that they are not giving adequate attention to the 
marriage and children, are constantly tired and 
feel some guilt over having their children in day- 
care centers. Nevertheless, an increasing number 
of women opt to enter business and professions. 
Those who are most successful say it is because of 
the helpfulness and understanding of their spouse. 

See also MARRIAGE; WOMEN’S LIBERATION MOVE- 
MENT. 


headaches Pains in the head from the outer lin- 
ings of the brain, as well as from the scalp and its 
blood vessels and muscles; headaches occur due to 
tension in or stretching of these structures. They are 
a source of stress because of their discomfort and 
unpredictability. They may be caused by a reaction 
to stressful situations, overindulgence in alcohol, 
extreme fatigue and certain infections. Headaches 
are fairly common in depression, sleep disorders 
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and in individuals who have many anxieties, as 
well as those suffering from boredom. The National 
Headache Foundation estimates that more than 80 
million Americans develop headaches each year 
that are serious enough to warrant treatment by 
a physician. They are the most frequent complaint 
that physicians treat and may indicate a more seri- 
ous condition. 


Types of Headaches 

Tension or muscle contraction headaches. This type 
is caused by a tightening in the muscles of the face, 
neck or scalp, as a possible result of stress or poor 
posture; they may last for days or weeks and can 
cause variable degrees of discomfort. About 90 
percent of all headaches are classified as tension 
headaches. 

Cluster headaches. The term refers to the char- 
acteristic grouping in a series of attacks; the pain 
is generally very intense, severe and almost always 
one-sided; during a series, the pain remains on the 
same side. In a new series, it can occur on the oppo- 
site side. Cluster headaches are not associated with 
gastrointestinal disturbances or sensitivity to light 
that typically accompany other vascular headaches, 
such as migraine. 

Temporomandibular joint (TMJ) headaches. These 
cause a dull ache in and around the ear that gets 
worse when one chews, talks or yawns. Sufferers 
may hear a clicking sound on opening the mouth 
and feel soreness in the jaw muscles. Stress, a 
poor bite or grinding the teeth may bring on the 
headache. 

Caffeine headaches. These occur in some indi- 
viduals who drink too much caffeine in coffee, 
tea and soft drinks. Some people can relieve their 
symptoms by eliminating drinks containing caffeine 
from their diet. Others, however, who drink large 
quantities of the liquids and then stop abruptly, 
may suffer caffeine withdrawal symptoms, includ- 
ing headaches, irritability, depression and some- 
times nausea; relief may occur with ingestion of a 
caffeinated beverage. 


Migraine Headaches 
Migraine, or vascular, headaches are character- 
ized by the throbbing sensation that occurs when 
blood vessels in the head dilate or swell. Migraine 


is an often debilitating disease that occurs in peri- 
odic attacks, with each attack lasting from four to 
72 hours. Symptoms may include intense pain, 
often associated with nausea, vomiting, appe- 
tite loss and an unusual sensitivity to light and/or 
sound. Migraines generally start on either side of 
the head and usually remain one-sided. Of the 23 
million American migraine sufferers, 60 percent 
are women. Men and women between the ages of 
35 and 45 years of age suffer most from migraine 
headaches, according to a study reported in the 
Journal of the American Medical Association (Decem- 
ber 31, 1991). More than three-fourths of migraine 
sufferers come from families in which other mem- 
bers have the same disorder. The JAMA researchers 
reported that 8.7 million females and 2.6 million 
males suffer from migraine headache with moder- 
ate to severe disability. Of these, 3.4 million females 
and 1.1 million males experience one or more 
attacks per month. 

“Common” migraine headaches start unexpect- 
edly, while “classic” migraines are usually preceded 
by a warning symptom known as an aura, which 
occurs five to 30 minutes prior to the headache. 
Typically, the aura includes hallucinations of jag- 
ged light or color, speech impairment, perception of 
strange odors, confusion and tingling or numbness 
in the face or limbs. 


Why Migraine Headaches Are So Stressful 


Because migraine headaches usually recur, suffer- 
ers become concerned that an attack will happen 
at an unfortuitous time, such as on the day of a 
graduation, a wedding or an important appoint- 
ment. Migraine headaches often begin during a 
period of time filled with anxieties, such as dur- 
ing adolescence or menopause, or around the time 
of divorce or death of a mate. When a physician 
diagnoses headaches, the individual's anxieties and 
coping styles will be considered. 

Migraine headaches, which often occur in mem- 
bers of the same family, may result from a pre- 
disposing genetic biochemical abnormality. Also, 
personality traits may play a role in determining 
who gets migraines. Although there is no typical 
personality associated with these headaches, some 
migraine sufferers have characteristics of compul- 
sivity and perfection. 
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Emotional tension and stress may lead to 
migraine attacks, because under extreme stress, the 
arteries of the head and those reaching the brain 
draw tightly together and restrict the flow of blood. 
This in turn may result in a shortage of oxygen to 
the brain. When blood vessels dilate or stretch, a 
greater amount of blood passes through, putting 
more pressure on the pain-sensitive nerves in and 
close to the walls of the arteries. 


Common Migraine Triggers 


In a susceptible person, the migraine trigger might 
be something seen, smelled, heard, eaten or expe- 
rienced; it may be one particular trigger or a com- 
bination of factors. 

Approximately 20 percent of all migraine sufferers 
have sensitivity to a specific food or foods. Knowing 
that certain foods may trigger migraines is an addi- 
tional source of stress. Many individuals find that cer- 
tain foods, such as cheese, chocolate and red wine, 
containing a substance known as tyramine trigger 
migraine attacks. Sodium nitrite, a preservative used 
in ham, hot dogs and many sausages, is a trigger for 
some people. Although some migraine researchers 
have recommended that all migraine sufferers avoid 
these foods, only about 30 percent of people who 
have migraine headaches experience this reaction to 
those foods. Not eating or missing meals can cause 
low blood sugar levels, which also trigger migraine. 

Identifying and avoiding the triggers that cause 
headaches is the one of the most significant man- 
agement techniques for controlling headache fre- 
quency and stress. 





COMMON MIGRAINE TRIGGERS 


e dietary habits (see detailed listing following) 

e environmental factors, such as weather, bright lights, 
glare or noise 

e emotional factors, such as depression, anxiety, 
resentment or fatigue 

e activity, such as motion from riding in a car or 
airplane, lack of sleep, too much sleep, eyestrain and 
a fall or head injury 

e hormones, such as menstrual cycle, oral 
contraceptives or estrogen supplements 

e medications, such as overuse of over-the-counter 
pain relievers and some prescription medications 


DIETARY FACTORS: 
POSSIBLE MIGRAINE ATTACK TRIGGERS 





e caffeinated foods and drinks: coffee, tea, chocolate, 
cocoa, colas/soft drinks 

e alcohol: especially red wine, vermouth, champagne, 
beer 

e dairy products: aged cheeses, sour cream, whole 
milk, buttermilk, yogurt, ice cream 

e breads: sourdough, fresh yeast, some types of cereals 

e vegetables: some types of beans (broad, Italian, lima, 
lentil, fava, soy), sauerkraut, onions, peas 

e snacks: nuts, peanuts, peanut butter, pickles, seeds, 
sesame 

e meats: organ meats, salted meats, dried meats, cured 
meats, smoked fish, meats with nitrates (such as hot 
dogs, sausages, lunch meat) 

e fruits: most citrus fruits, bananas, avocados, figs, 
raisins, papaya, passion fruit, red plums, raspberries, 
plantains, pineapples 

e monosodium glutamate (MSG): a flavor enhancer 
often used in restaurants and in seasoned salt, instant 
foods, canned soup, frozen dinners, pizza, potato 
chips 

e soups: particularly those containing MSG, soups 
made from bouillon cubes 

e desserts: chocolate, licorice, molasses, cakes and 
cookies made with yeast 

e seasonings and flavorings: soy sauce, some spices, 
garlic powder, onion powder, salt, meat tenderizers, 
marinades 

e hunger: missing meals, fasting, dieting 





Migraine Headaches, Hormones and Pregnancy 


Although migraine headaches are more common 
in young boys than in young girls, the number of 
women affected increases sharply after the onset 
of menstruation. Certain hormonal changes that 
occur during puberty in girls and remain through- 
out adulthood may be implicated in the triggering 
and frequency of migraine attacks in women. 

The link between female endocrine changes and 
migraine headaches is reinforced by the finding that 
60 percent of women sufferers involved in a clini- 
cal study related attacks to their menstrual cycle. 
Individual differences exist: attacks may occur sev- 
eral days before, during or immediately after the 
woman’s menses. 


headaches 217 





In females with migraine, about 77 percent find 
their attacks disappear completely, occur less often 
or are milder during pregnancy. In others, attacks 
either worsen or remain unchanged. 

Oral contraceptives also affect the incidence 
of migraine attacks. Some migraine sufferers find 
their attacks are worsened while they are on birth 
control pills. Others find that they are not affected, 
and a small percent report improvement. Yet, 
some women even without any predisposition to 
migraine develop it while on the Pill, and nearly 
three-quarters find their headaches disappearing 
after they stop taking the Pill. 


Diagnosis 

When a headache does not respond to relaxation, 
rest, sleeping, simple self-medication such as aspirin 
and non-steroidal anti-inflammatory drugs available 
over-the-counter, cold compresses on the head or 
relaxation in a dark room, medical assistance should 
be sought. During a complete physical and neuro- 
logical examination, the physician will ask about 
the history of the headaches, the period of time they 
have been occurring, when they occur, the circum- 
stances at the time and how long they last. 

Diagnostic techniques may include use of com- 
puterized tomography scanning (CT scanning) or 
magnetic resonance imaging (MRI). 

Diagnosis is necessary before an individual 
takes any medication for headaches. Medications 
that help tension headaches will not help severe 
migraine headaches, and drugs targeted to relieve 
migraine headaches may not help any other type. 
Also, it is important that one does not overmedicate 
for headaches and bring on other side effects from 
medications. 


Therapies for Headaches 


Treatments for headaches include nonpharmaco- 
logical treatments, such as biofeedback, meditation 
and relaxation techniques, as well as prescription 
medications. In the mid-1990s a medication became 
available in tablet form (sumatriptan succinate) 
that is a highly selective serotonin receptor agonist 
for the treatment of migraine with or without aura. 
It is not used for cluster headache. 

For migraine or vascular headaches, medica- 
tion is targeted toward altering the responses of the 


vascular system to stress, hormonal changes, noise 
and other stimuli. Such medications affect the dila- 
tion reaction of the blood vessels. Ergot, a naturally 
occurring substance that constricts blood vessels 
and reduces the dilation of arteries, has historically 
been a popular medication. Ergot may be given by 
inhalation, injection, orally or rectally. Some peo- 
ple find that if they take the ergot medication early 
enough, in the pre-pain stages, of an attack they 
can abort their headaches or at least reduce their 
intensity. 

Some vascular headaches are helped with pro- 
phylactic (preventive) measures. The drug of choice 
for prevention of migraine in carefully selected 
patients is propranolol. Propranolol is a vasocon- 
strictor that can be taken daily for as long as six 
months. This drug may slow down the vascular 
changes that occur during the migraine attack; it 
is frequently prescribed for some individuals who 
have headaches more than once each week. Pro- 
pranolol has an advantage over ergot medications 
in that rebound headaches are not brought on by 
the discontinuation of propranolol. 

Medication for muscle contraction headaches 
are directed toward relieving muscular activity and 
spasm. Analgesics (pain relievers) commonly used 
are aspirin, dextropropoxyphene and ethohepta- 
zine. Injection with anesthetics and corticosteroids 
may be helpful. 

For treating cluster headaches, the choice of 
medications depends on the frequency and severity 
of headaches, as well as the response to previous 
treatments. Some drugs used include ergotamine, 
methysergide, cyproheptadine, lithium and ste- 
roids, as well as oxygen inhalation and histamine 
desensitization. These treatments should only be 
used under the careful guidance of a physician who 
is familiar with their use. 

In depressed individuals, some antidepressant 
drugs may provide relief from headaches including 
migraine; examples are the monoamine oxidase 
inhibitors (MAOIs), such as phenelzine sulfate. 


Complementary Therapies 
A wide variety of complementary therapies may be 
helpful for headache sufferers. Some individuals 
experience relief with their use and without medi- 
cation, while other use them in conjunction with 
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medication. When individuals consider alternative 
therapies, they should be discussed with the attend- 
ing physician. Although some people can relieve 
their headache pain with alternative therapies, for 
others these therapies act as an adjunct or comple- 
ment to pharmacological therapy, making the suf- 
ferer more receptive to medical treatment. 

Biofeedback involves teaching a person to control 
certain body functions through thought and will- 
power with feedback from an electronic device. 

Meditation (also known as transcendental medi- 
tation) is a technique of inward contemplation that 
helps some people relieve anxieties and in turn 
relieve some headaches using relaxation. During 
meditation, the mind as well as other organs in the 
body slow down, heart rate decreases, breathing 
becomes slower and muscle tensions diminish. 

Acupuncture has been successfully used to treat 
some headache sufferers. Acupuncture probably 
works because the needle insertions somehow 
stimulate the body to secrete endorphins, naturally 
occurring hormonelike substances that kill pain. 
Acupressure involves pressing acupuncture points 
with hands, and can be done by a professional as 
well as a trained lay person. 

See also ACUPRESSURE; ACUPUNCTURE; ANXIETY; BIO- 
FEEDBACK; BOREDOM; CAFFEINE; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; COPING; DEPRESSION; DIVORCE; 
GUIDED IMAGERY; HALLUCINATIONS AND HALLUCINO- 
GENS; HANGOVER; HYPNOSIS; MEDITATION; MENOPAUSE; 
PERFECTION; PHARMACOLOGICAL APPROACH; PUBERTY 
AND PUBERTY RITES; RELAXATION; TEMPOROMANDIBU- 
LAR JOINT SYNDROME. 


Diamond, Seymour. The Hormone Headache: New Ways to 
Prevent, Manage, and Treat Migraines and Other Head- 
aches. New York: Macmillan, 1995. 

Inlander, Charles B., and Porter Shimer. Headaches: 47 Ways 
to Stop the Pain. New York: Walker and Company, 1995. 

Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


healing touch See THERAPEUTIC TOUCH. 


health maintenance organization (HMO) See 
MANAGED CARE. 


Healthy People 2010 A comprehensive, nation- 
wide health promotion and disease prevention 
agenda launched by the U.S. Department of Health 
and Human Services (DHHS) in 2000. It contains 
467 objectives designed to lead to improving the 
health of all people in the United States during the 
first decade of the 21st century. Guides for devel- 
oping objectives that will measure progress were 
based on increasing quality and years of health life 
and elimination of health disparities. Mental health 
is one of the leading health indicators outlined by 
the DHHS reflecting the major public health con- 
cerns in the United States. Leading Health Indica- 
tors illuminate individual behaviors, physical and 
social environmental factors and important health 
system issues that affect the health of individuals 
and communities. Specific objectives derived from 
Healthy People (HP) 2010 will be used to track 
progress. These measures will provide a snapshot 
of the health of the nation. The Leading Health 
Indicators can serve as a link to the objectives in 
Healthy People 2010 and can be useful for commu- 
nity health initiatives. 

One of the mental health objectives is to increase 
the proportion of adults with recognized depression 
who receive treatment. HP 2010 defines depression 
as major depressive episode in the past year. Treat- 
ment is defined as treatment in the past year for 
psychological problems or emotional difficulties at 
a mental health clinic, treatment by a mental health 
professional on an outpatient basis or treatment for 
psychological or emotional difficulties at a hospital 
overnight or longer. 

HP 2010 indicates that populations with high 
rates of depression are adults and older adults. 
Major depression affects approximately twice as 
many women as men. Women who are poor, on 
welfare, less educated, unemployed and from cer- 
tain racial or ethnic populations are more likely to 
experience depression. Additionally, depression 
rates are higher among older adults with coexist- 
ing medical conditions. For example, 12 percent of 
older persons hospitalized for problems such as hip 
fracture or heart disease are diagnosed with depres- 
sion. Rates of depression for older persons in nurs- 
ing homes range from 15 to 25 percent. Initiatives 
will be made by communities and professionals to 
help these populations receive treatment. 
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Other objectives involve cigarette smoking, sub- 
stance abuse and responsible sexual behavior. 


heart attack See ANGINA PECTORIS. 


helplessness A feeling that one cannot do any- 
thing by oneself or for oneself; a common symp- 
tom of depression. Helplessness often goes along 
with hopelessness. It is a feeling of being “stuck” 
and that there is “no way out.” Individuals who feel 
this symptom severely should seek mental health 
counseling. 

See also DEPRESSION; 
LEARNED OPTIMISM. 


LEARNED HELPLESSNESS; 


help lines See HOTLINES; SELF-HELP GROUPS; SUP- 
PORT GROUPS. 


herbal medicine Use ofa plant or a plant part val- 
ued for its medicinal, savory or aromatic qualities. 
Herbalism gained popularity in the United States 
toward the end of the 20th century. Estimates are 
that Americans spend more than 1 billion dollars 
on herbal remedies in a year; many people seek 
these alternative remedies to relieve anxieties and 
other mental health concerns. 

Herbal medications are deeply rooted in most 
folk medicine traditions and have played an impor- 
tant role in the evolution of modern medicine and 
pharmacology. For example, when the Pilgrims 
landed in Plymouth in 1630, they set up herb gar- 
dens that contained the medicinal varieties brought 
from England. The settlers soon discovered that the 
Native Americans had their own healing plants, 
including cascara sagrada and goldenseal. Accord- 
ing to the World Health Organization, 80 percent 
of the Earth’s population uses some form of herbal 
therapy. 

Many contemporary medications are based on 
specific herbs but are manufactured from synthetic 
substances believed to be more effective than the 
natural herbs. Still, herbal therapies remain a major 
component of Ayurvedic, homeopathic and other 
alternative approaches. 


CONSIDERING HERBAL REMEDIES 
FOR MENTAL HEALTH CONCERNS 





e See a physician first for serious conditions. Do not 
attempt to self-medicate. 

e Consider the sources of your products; select 
reputable brands. 

e Choose reliable forms such as tinctures or freeze- 
dried, as powdered forms may lose potency upon 
exposure to air. 

e Overdosing can have harmful effects. Take 
recommended dosages at suggested intervals. 

e Watch for reactions; if unwanted reactions occur, 
stop the medication. 





Herbal products are marketed in the United 
States as foods, and are permitted by the Food 
and Drug Administration provided that the prod- 
ucts do not make any therapeutic claims. Herbal 
products are sold “over-the-counter” and are not 
subject to the same safety and efficacy standards 
that apply to prescription medications. Herbal 
packaging labels rarely contain guidelines regard- 
ing indications for proper use. As with any medi- 
cation, herbal remedies are best used under the 
guidance of a knowledgeable individual, called an 
herbalist. 

See also AYURVEDA; COMPLEMENTARY AND ALTER- 
NATIVE MEDICINE; HOMEOPATHY; RESOURCES. 
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heredity Transmission of traits as well as disor- 
ders through genetic mechanisms. Some mental 
disorders are hereditary; researchers have found 
that depression, particularly bipolar disorder, obses- 
sive-compulsive disorder, alcoholism and panic dis- 
order occur more frequently in some families than 
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others, as well as in identical as opposed to frater- 
nal twins, suggesting a hereditary vulnerability for 
the illness. 

See also PANIC ATTACKS AND PANIC DISORDER. 


heroin A controlled narcotic that has no legiti- 
mate medical use in the United States. Because 
tolerance to heroin develops rapidly, it is one of 
the most addictive drugs known. Heroin addiction 
is a strong physiological and psychological depen- 
dence characterized by tolerance and, when dis- 
continued, withdrawal syndrome. Heroin abuse is 
a major health problem in many countries. It is a 
major sociological and economic problem as well 
as a personal danger for the user. A major danger 
to heroin users is an overdose from an unexpect- 
edly pure sample, which, if untreated, can cause 
depressed breathing, possible convulsions, coma 
or death. 

Sharing of contaminated needles for injection 
also poses a risk of transmitting diseases such as 
AIDS and hepatitis. Children of pregnant addicts 
are born addicted and suffer acute withdrawal 
upon birth, including irritability, tremors and anx- 
ieties: 

Heroin is synthesized from morphine, which 
originates from opium poppies cultivated in South- 
east Asia, Southwest Asia and Latin America. Most 
illicit heroin is in the form of a powder, which may 
vary in color from white to dark brown. Another 
form called “black tar” or “tootsie roll” is of sub- 
stantially higher purity and is thus more potent. 

Heroin is usually sold on the street in small bags, 
cellophane envelopes or foil packages. These are 
called “nickel” or “dime” bags. Pure heroin is rarely 
sold on the street. Usually it is “cut” with diluents 
such as sugar, starch and powdered milk, making 
it between 4 and 6 percent pure. Street heroin has 
been known to be cut with toxic substances. 

Heroin can be combined with water, “cooked” 
down and injected. It can also be sniffed or smoked, 
both of which are becoming increasingly more 
common methods of administration. 


Adapted from Media Resource Guide on Common Drugs of 
Abuse. Fairfax, Va.: Public Relations Society of Amer- 
ica, National Capital Chapter, September 1990. 


herpes A sexually transmitted disease. Genital 
herpes is an infection that affects at least 45 mil- 
lion people ages 12 and older, or one out of five 
adolescents and adults, according to the U.S. Cen- 
ters for Disease Control and Prevention. Between 
the late 1970s and the early 1990s the number of 
Americans with genital herpes infection increased 
30 percent, and the rise in incidence of new cases 
continues in 2006. 

Genital herpes is more common in women 
(approximately one in four women) than in men 
(one in five). This may be due to male-to-female 
transmissions being more common than female-to- 
male transmission. 

The infection, known as HSV-1 and HSV-2 is 
located in and released from sores that the viruses 
cause; they are also released between outbreaks 
from skin that does not appear to have a sore or be 
broken. Usually, a person can only get SSV-2 infec- 
tion during sexual contract with someone who has 
a genital HSV-2 infection. HSV-1 can cause genital 
herpes but is more commonly the cause of infections 
on the mouth and lips, sometimes called “fever blis- 
ters.” HSV infection of the genitals can be caused by 
oral-genital or genital-genital contact with a person 
who has HSV-1 infection. HSV-2 outbreaks recur 
more frequently than HSV-1 outbreaks. 

Regardless of the severity of symptoms, genital 
herpes frequently causes considerable psychologi- 
cal distress in people who know they are infected. 
They may be reluctant to begin a new relationship 
or to tell their new partner that they are infected. 





INITIAL VISITS TO PHYSICIANS’ OFFICES FOR HERPES, 
UNITED STATES, 1966-2004 





Visits to physicians offices regarding herpes continue 
to increase dramatically. 


1966 19,000 
1976 217,000 
1986 275,000 
1996 191,000 
2000 220,000 
2004 316,000 





Source: U.S. Centers for Disease Control and Prevention. “Initial 
Visits to Physicians’ Offices for Herpes, United States, 1966-2004.” 
Available online. URL: http://www.cdc.gov/std/stats/tables/table47. 
htm. Downloaded January 26, 2006. 
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However, an understanding partner can accommo- 
date to the situation. 


Prevention and Treatment 

Being in a long-term mutually monogamous rela- 
tionship with a partner who is known to be unin- 
fected or abstinence from sexual contact are the 
best preventive measures. Correct and consistent 
use of latex condoms can reduce the risk of genital 
herpes only when the infected area or site of poten- 
tial exposure is protected. 

There is no cure for herpes, but several antiviral 
medications can shorten the duration and severity 
of outbreaks. Additionally, daily suppressive ther- 
apy can reduce transmission to partners. 

It is important that women avoid contracting 
herpes during pregnancy because a first episode 
during pregnancy causes a greater risk of trans- 
mission to the baby. If a woman has active genital 
herpes at delivery, a cesarean delivery is usually 
recommended. 

Herpes can make people more susceptible to HIV 
infection, and it can make HIV-infected individuals 
more infectious. 

See also SEXUALLY TRANSMITTED DISEASES. 


U.S. Department of Health and Human Services, Centers 
for Disease Control and Prevention. “Genital Herpes.” 
Available online. URL: http://www.cdc.gov/std/Herpes/ 
default.htm. Downloaded on February 21, 2007. 


high blood pressure The term “blood pressure,” 
as used in medicine, refers to the force of blood 
against the walls of one’s arteries; the force is cre- 
ated by the heart as it pumps blood through the 
body. As the heart pumps or beats, the pressure 
increases; as the heart relaxes between beats, the 
pressure decreases. High blood pressure (hyperten- 
sion) is the condition in which blood pressure rises 
to and remains at an unhealthy high level. 

High blood pressure is an important individual 
and public health issue because it affects as many 
as 25 percent of the adult population in the United 
States. High blood pressure has been associated with 
the stresses resulting from certain negative emo- 
tions or aggressive and hostile behaviors. Although 
the degree of stress is difficult to assess objectively, 


acute and probably chronically stressful situations 
can result in an elevation of the blood pressure. 
Certain individuals are overreactive to stress, and 
they may suffer more than others when confront- 
ing certain situations. Individuals with high blood 
pressure have higher irritability levels, more guilt 
feelings and increased psychic distress. 

There are many studies of the effects of psy- 
chological factors such as stress, psychological or 
personality characteristics and life events on blood 
pressure. A problem with these studies has been the 
difficulties of assessing and determining whether 
the psychosocial factors are causes or consequences 
of high blood pressure. It is possible that the process 
of labeling or treating a person with blood pres- 
sure elevation can induce a stressful psychological 
change, thereby increasing hypertension. 


Diagnosing High Blood Pressure 


According to the National Heart, Lung and Blood 
Institute, high blood pressure is more likely to 
develop in people with a family history of high 
blood pressure, those who are overweight, eat a 
high-salt diet, drink excessively and/or are physi- 
cally inactive. 

In its early stages, high blood pressure does not 
usually produce any symptoms; for this reason it is 
sometimes called “the silent killer.” Many people 
who have high blood pressure feel just fine. 

High blood pressure is usually diagnosed during 
an office visit to a physician. The physician uses a 
stethoscope and a sphygmomanometer, an inflat- 
able cuff attached to a device that measures blood 
pressure. With each heartbeat, blood is pumped 
through the arteries and veins. The force with 
which blood pushes against the artery walls creates 
blood pressure, which is represented by two num- 
bers. The top number, systolic pressure, indicates 
the maximum pressure with which blood pushes 
against the arteries during a heartbeat. The lower 
number, diastolic pressure, indicates pressure 
against the arteries when the heart is at rest. Nor- 
mal or healthy blood pressure is in the 80 to 120 
range. If the reading regularly hits 140/90, one is 
said to have high blood pressure. 

High blood pressure usually starts when arteries 
become too narrowed or constricted, which impedes 
the flow of blood. High pressure in these damaged 
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arteries makes them susceptible to the buildup of 
fatty, cholesterol-containing deposits, a condition 
known as atherosclerosis. If the blood vessels feed- 
ing the heart become blocked and/or hardened, a 
person may suffer chest pain (known as angina) or 
may have a heart attack. When the blood supply 
to the brain is disrupted, a stroke may occur. Other 
effects may be kidney failure and eye damage. 


“White Coat Hypertension” 


Some individuals actually show elevations in their 
blood pressure when visiting a physician’s office. 
Their blood pressure is generally normal but increases 
in the presence of physicians and other health care 
professionals. This is because these individuals feel 
stressed and fearful of doctors or the surroundings, 
such as laboratories where they might encounter 
needles or blood testing devices. They may be inad- 
vertently diagnosed with high blood pressure. 

Physicians who understand this phenomenon 
usually take the patient’s blood pressure at the end 
of the visit as well as at the beginning, and they also 
take a careful history to determine the effects of the 
patient’s phobias on the blood pressure. 


Treating High Blood Pressure 


Non-drug measures can help many people control 
their high blood pressure. In many cases, however, 





SELF-HELP TIPS FOR REDUCING HIGH BLOOD PRESSURE 





e Stress control: Training in relaxation techniques 
and use of biofeedback helps some patients handle 
stressful life situations in more constructive ways. 

e Weight reduction: Some overweight people can 
reduce their blood pressure by losing excess weight. 

e Salt restriction: In combination with medication, salt 
restriction is often helpful. 

e Restriction of dietary cholesterol: High blood level of 
cholesterol, coupled with high blood pressure, can 
damage arteries. 

e Restriction of alcohol consumption: Drinking should 
not exceed two ounces of 100-proof liquor, eight 
ounces of wine or 24 ounces of beer a day. 

e No smoking: Nicotine directly affects the heart and 
blood vessels, producing acute increases in blood 
pressure. Independent of high blood pressure, smok- 
ing can damage arteries. 


other measures may be recommended along with 
medication because they are beneficial for overall 
good health. Helpful techniques include biofeed- 
back; breathing; guided imagery; hypnosis; relax- 
ation; and t'ai chi. 

Many activities that reduce stress, including aer- 
obic exercise, running, biking, walking, and swim- 
ming, also reduce both systolic and diastolic blood 
pressure. The American College of Sports Medicine 
(ACSM) recommends aerobic activities three to five 
days a week for 20 to 60 minutes per workout at 
intensities 40 percent to 80 percent of maximum 
effort. 

However, the ACSM advises people with high 
blood pressure to avoid high-intensity strength 
training (weight training), because it temporar- 
ily elevates blood pressure whether one has high 
blood pressure or not. 


Role of Nutrition 

Maintaining a proper diet can be beneficial in treat- 
ing high blood pressure, according to a review in 
the Archives of Family Medicine (August 14, 1995). 
Claude K. Lardinois, M.D., University of Nevada 
School of Medicine, conducted a study to deter- 
mine the efficacy of nutritional factors in prevent- 
ing high blood pressure, as well as their role in 
the treatment of individuals with established high 
blood pressure. 

The study found that weight reduction, sodium 
chloride restriction and avoidance of excessive alco- 
hol consumption appear to be the best nutritional 
approaches to the treatment of high blood pressure. 
“The role of dietary alterations of fiber, calcium, 
magnesium, potassium, dietary fats, carbohydrates 
and protein is less convincing. Unfortunately, much 
of the available data are insufficient to make a final 
recommendation regarding a potential role for 
these alterations in the prevention and treatment 
of high blood pressure,” said Dr. Lardinois. 

Weight control is important because the preva- 
lence of high blood pressure is 50 percent higher 
among overweight adults than among adults of 
normal weight; 33 percent of people who have 
high blood pressure are overweight. Overweight 
individuals have a twofold to sixfold increased risk 
for developing high blood pressure. Modest weight 
loss can favorably affect high blood pressure. 
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Drug Treatment for High Blood Pressure 


Taking medication for high blood pressure is stress- 
ful for some individuals because many medications 
cause side effects or other problems that complicate 
treatment. These effects may include fatigue, sexual 
impotence and dizziness. 

In some cases, one drug will maintain blood 
pressure control over time. More often, one drug 
controls is for a time; then a second or third may 
be needed. High blood pressure can be controlled, 
as long as some of the following appropriate medi- 
cines are taken: 


Diuretics act on the kidneys, causing them to flush 
out salt and water. As fluid in the blood vessels 
goes down, pressure goes down. 

Beta blockers act on the heart, reducing the rate at 
which it beats and the amount of blood it pumps; 
with less output, pressure drops. 

Vasodilators relax the small arteries, reducing their 
resistance to blood flow, causing blood pressure 
to go down. 

Sympathetic inhibitors act on the sympathetic ner- 
vous system and also relax the arteries, keeping 
pressure down. 

Calcium channel blockers lower the levels of calcium 
in the blood vessel muscle cells. This relaxes the 
vessels, and pressure drops. 

ACE inhibitors work in a unique way in the body. 
They have been shown to be effective in control- 
ling high blood pressure, usually without causing 
some of the troublesome side effects caused by 
older drugs. ACE inhibitors interrupt a chemical 
chain reaction in the body that causes blood pres- 
sure to rise. The kidney triggers the process by 
releasing an enzyme called “renin” into the blood 
stream. As part of the chain reaction, the lungs 
produce an enzyme called ACE (angiotension- 
converting enzyme). The presence of ACE leads 
to the production of another chemical that raises 
pressure. ACE inhibitors bind up ACE, interrupt- 
ing the chemical chain and maintaining more 
normal pressure. 

Alpha blockers and central alpha agonists keep blood ves- 
sels open by blocking the action of certain nerves. 


See also BIOFEEDBACK: BREATHING; COMPLEMEN- 
TARY AND ALTERNATIVE MEDICINE; DIZZINESS; EXER- 


CISE; GUIDED IMAGERY; GUILT; HYPNOSIS; IMPOTENCE; 
PERSONALITY; PETS; RELAXATION; RESOURCES; STROKE; 
T'AI CHI; TYPE A PERSONALITY. 


Kerman, D. Ariel. H.A.R.T. Program: Lower Your Blood Pres- 
sure without Drugs. New York: HarperCollins, 1992. 
Lardinois, Claude K. “Role of Nutrition in Treating Hyper- 
tension.” Archives of family Medicine (August 14, 1995.) 

Pickering, Thomas G., et al., “How Common Is White Coat 
Hypertension?” Journal of the American Medical Associa- 
tion (January 8, 1988): 225-228. 


hippocampus See ADRENAL CORTEX. 


HIV See ACQUIRED IMMUNODEFICIENCY SYNDROME; 
HUMAN IMMUNODEFICIENCY VIRUS. 


HIV/AIDS Treatment Information Service (ATIS) 
A free telephone reference service for health care 
providers, as well as people living with HIV disease. 
Many people find relief from some of the psycho- 
logical stresses of living with HIV disease when they 
get answers to their questions and sources for fur- 
ther information. During 1995, its first year, the 
staff responded to more than 10,000 calls. 

The HIV/AIDS Treatment Information Service is 
sponsored by the Agency for Health Care Policy and 
Research, Centers for Disease Control and Preven- 
tion, Health Resources and Services Administration, 
National Institutes of Health and the Substance 
Abuse and Mental Health Services Administration. 
The service is offered through the Centers for Dis- 
ease Control National AIDS Clearinghouse. 

Reference specialists answer questions about the 
latest treatment options, provide customized data- 
base searches and link callers to other HIV/AIDS 
information resources. Through the service, callers 
can acquire copies of the latest federally approved 
treatment guidelines, including recommendations 
for HIV counseling and voluntary testing for preg- 
nant women, guidelines for prevention of opportu- 
nistic infections in persons infected with HIV and 
study results concerning anti-HIV therapy, which 
lowers the risk of AIDS and death in patients with 
intermediate-stage HIV disease. 
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In late 1995 the treatment service developed the 
Glossary of HIV/AIDS-Related Terms to help people 
understand the technical terms related to HIV, its 
associated treatments and the medical manage- 
ment of related conditions. To obtain a copy of the 
Glossary, or to obtain information on new treatment 
guidelines, phone: (800) HIV—0440. 

See also HUMAN IMMUNODEFICIENCY VIRUS. 


HMO See MANAGED CARE. 


hoarding Hoarding, or compulsive hoarding, is 
a form of obsessive-compulsive disorder (OCD) 
characterized by excessive acquisition and saving 
of possessions and difficulty discarding possessions, 
usually resulting in excessive clutter. According to 
researchers at University of California David Gef- 
fen School of Medicine, an estimated 7 to 8 million 
people in the United States suffer from OCD, and 
compulsive hoarding is present in up to one-third. 

Hoarding can disrupt a person’s life and lead to 
other problems. Other conditions often associated 
with hoarding include depression, difficulty with 
interpersonal relationships, family tension, low 
self-esteem, poor social skills, inadequate skills in 
decision-making and work-related issues. 

There are physical risks associated with hoard- 
ing because accumulations can lead to falls or fires. 
Hoarding of newspapers, magazines, old clothes 
and other items can impair activities of daily liv- 
ing, such as moving around one’s home, cooking 
or sleeping because of clutter. Hoarding of animals 
can cause a spread of contagious diseases. Hoarding 
of rubbish is known as syllogomania. 





COMMON CHARACTERISTICS OF HOARDING 





e saving or accumulating more than what is needed or 
useful 

e attaching value to items that others do not find 
valuable, such as old newspapers 

e avoiding discarding possessions 

e experiencing a high level of anxiety when discarding 
items 

e inability to organize possessions 

e feeling emotionally connected to items that make one 
feel safe and comfortable by having them around 





Some people hoard as a response to fear of an 
imminent societywide danger or a fear of a short- 
age of some good. When a civil or natural disas- 
ter occurs, many people react with an instinct to 
collect food, water and other essentials that they 
believe will soon be in short supply. 

Frequently, older adults have been known to 
hoard items, but it is often difficult to determine 
if the behavior is because of an illness, self-neglect 
or other reasons. The Los Angeles County Depart- 
ment of Mental Health, Older Services Division, 
regards hoarding as a mental health issue as well as 
a public health problem. It recommend that careful 
assessment of each situation is necessary for a suc- 
cessful outcome. Interventions should be collabora- 
tive among the older adult, the family and outside 
agencies, such as mental health, adult protective 
services, code enforcement, building and safety, 
animal control and criminal justice. 


Research and Treatment for Hoarding 


Researchers at the University of California at Los 
Angeles wanted to find out if the brain activity 
of compulsive hoarders differs from that in other 
obsessive-compulsive people. After testing subjects 
to determine the severity of symptoms, including 
hoarding, they did positive emission tomography 
brain scans; each patient was injected with radioac- 
tive glucose, which lights up the most active parts 
of the brain during the PET scan. They found that 
hoarders and nonhoarding OCD patients had sig- 
nificantly different patterns of brain activity from 
each other and that both types of patients’ brains 
were also different from normal brains. Hoarders 
had less activity in the part of the brain that deals 
with emotional self-control, motivation and choos- 
ing between options. They also had less activity in 
parts of the brain that, according to earlier studies, 
are often less active in people who do not respond 
well to antidepressants. 

According to the National Institute of Mental 
Health (NIMH), hoarding is usually resistant to 
pharmacological and psychotherapeutic interven- 
tions that are effective in treating other symptoms 
of OCD. However, research and therapists’ reports 
indicate that improvements can be made with a 
cognitive-behavioral approach in which patients 
are taught to develop organizational skills. The 
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patient learns such skills as sorting things, apply- 
ing decision-making strategies and using cognitive 
behaviors to deal with the emotional attachments 
to belongings. In some cases, medications are used 
to reduce anxiety and improve the depression asso- 
ciated with hoarding. 

See also ANXIETY; DEPRESSION; OBSESSIVE-COMPUL- 
SIVE DISORDER. 


Los Angeles County Department of Mental Health, Older 
Adults Services Division.“Hoarding Fact Sheet.” Avail- 
able online. URL: http://www.la4seniors.com/hoarding. 
htm. Downloaded on October 20, 2006. 

Saxena, S., et al. “Cerebral Glucose Metabolism in 
Obsessive-Compulsive Hoarding.” American Journal of 
Psychiatry 161 (June 2004): 1,038-1,048. 


hobbies Activities people engage in because they 
want to, not because they have to for economic 
reasons. They are sources of satisfaction, relax- 
ation, relief from the stresses of everyday life and 
avenues toward improvement of mental health for 
many people. People who look forward to retire- 
ment do so because they will have more time for 
hobbies. Choosing hobbies is up to each individual, 
although in many cases they bring people with 
common interests together. For many people, col- 
lecting things like antiques is a hobby. 

According to Allen Elkin, Ph.D., director, Stress 
Management and Counseling Center, New York 
City, “people who derive most of their identity from 
their profession are going to need other sources 
of self-esteem when they leave that profession 
behind.” People who have hobbies usually have a 
consuming interest in their chosen activity. Many 
former workaholics find satisfaction in a hobby that 
forces them to concentrate and be patient, such as 
building a model train, bird watching or producing 
clay sculptures. 

Winston Churchill is said to have commented on 
hobbies: “The cultivation of a hobby and new forms 
of interest is a policy of first importance ... to be 
happy and really safe, one ought to have at least 
two or three hobbies.” Churchill painted and also 
wrote a book, Painting as a Pastime. 

See also RELAXATION; RETIREMENT; SELF-ESTEEM; 
VOLUNTEERISM. 


Godbey, Geoffrey, and John Robinson. Time for Life: The 
Surprising Ways Americans Use Their Time. University 
Park: Pennsylvania State University Press, 1997. 


holiday depression A low mood swing experi- 
enced during a period of the year in which holi- 
days occur or on the holidays themselves. Some 
single and widowed individuals experience holi- 
day depression because they feel alone and lonely 
on holidays and see the rest of their society in the 
celebratory mood with families around them. This 
type of depression often occurs when an indi- 
vidual has been uprooted from his or her family 
and moved elsewhere for employment or other 
reasons. Some individuals in family settings expe- 
rience mood shifts out of nostalgia for lost loved 
ones or for circumstances that existed earlier in 
their lives. Some people who know that they will 
be alone on holidays avoid their holiday depres- 
sive episodes by planning ahead to take a trip to an 
interesting place, engage in some enjoyable activity 
with a group, or invite other people without fami- 
lies to share holiday activities together. Some indi- 
viduals who know they will be alone on holidays 
volunteer their services to hospitals or shelters for 
the homeless so that others may be with their fami- 
lies. Feeling that one is helpful to others is a way of 
combating the low mood. 

The depressed mood is usually brought about 
by holidays under such circumstances and disap- 
pears after the holiday season. However, when the 
depressive mood does not improve as the calendar 
rolls on, the individual should seek counseling from 
a mental health professional. 

See also DEPRESSION; SEASONAL AFFECTIVE DIS- 
ORDER. 


holistic medicine A shift in belief systems from 
the dualistic mind/body split toward a view of 
mind, body and spirit as being closely connected. 
It has come to mean a specific way of thinking and 
practicing the art and science of medicine, for deal- 
ing with illness and relieving stress. Practitioners of 
holistic medicine view the individual as a totality, 
rather than as a headache to be relieved or a back- 
ache to be cured. 
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See also AYURVEDA; COMPLEMENTARY AND ALTERNA- 
TIVE MEDICINE; HERBAL MEDICINE; HOMEOPATHY; MIND/ 
BODY CONNECTIONS; PSYCHONEUROIMMUNOLOGY. 


Williams, Allison. “Therapeutic Landscapes in Holistic 
Medicine.” Social Science and Medicine 46, no. 9 (May 
1998): 1,193-1,203. 


Holmes, Thomas H., IH (1918- ) A neuropsy- 
chiatrist who researched the effects of stressful life 
change events on health status. He is known for 
devising a social adjustment rating scale along with 
Richard H. Rahe, M.D., another researcher in the 
area of life changes, as a predictor of illness. 

See also LIFE CHANGE SELF-RATING SCALE. 


home-based services (home health care) Help 
provided in a family’s home either for a defined 
period of time or as long as it takes to deal with a 
mental or physical health problem of adults or chil- 
dren. Examples include parent training, counseling 
and working with family members to identify and 
find other necessary help. The goal is to prevent 
the individual from being placed outside the home. 
This is also known as in-home support. 

According to the National Center for Health 
Statistics, in 2000 70 percent of home health care 
patients were aged 65 and older. Medicare was 
the primary payment source for most home care 
patients (52 percent), followed by Medicaid (20 
percent) and private sources (17 percent). Many 
older individuals who have mental debilitation 
benefit from home care. 

See also CHILDREN, ADOLESCENTS AND YOUTH; HOS- 
PICE; PARENTING. 


homelessness In mid-2005 between 600,000 and 
700,000 Americans were homeless at any given 
time, according to estimates by the Substance 
Abuse and Mental Health Services Administration 
(SAMHSA) of the U.S. Department of Health and 
Human Services (DHHS). Estimates also suggest 
that 20 to 25 percent of these people have serious 
mental illnesses; many in this subgroup also have 
drug and/or alcohol abuse problems. Minorities, 


particularly African Americans, are overrepresented 
among the homeless peoples with mental illnesses. 

According to the National Resource and Treat- 
ment Center on Homelessness and Mental Illness, 
over a five-year period about 2 to 3 percent of the 
U.S. population (5 to 8 million people) will experi- 
ence at least one night of homelessness. For many 
of these people the experience is short and often 
caused by a natural disaster, such as a hurricane, a 
community evacuation, or a house fire. However, 
possibly as many as 500,000 people have more 
difficulty ending their homelessness. About 80 
percent exit from homelessness within about 2-3 
weeks. They may have more personal, social and 
economic resources to draw on than people who 
are homeless for longer periods. About 10 percent 
are homeless for up to two months, often because 
of a lack of affordable housing. Another group of 
about 10 percent is homeless on an ongoing basis, 
for as long as up to two years. Disabilities associated 
with mental illnesses and substance use are com- 
mon among this group. 

Reasons for homelessness vary. Poverty, lack of 
work, disability and lack of affordable housing are 
major causes. Other circumstances causing home- 
lessness may include domestic violence, divorce, 
separation, chronic or unexpected health care 
expenses, release from incarceration and “aging 
out” of youth systems such as foster care. How- 
ever, there are also many individual risk factors 
that may increase people’s vulnerability to becom- 
ing homeless and experiencing homelessness on a 
longer basis. For example, untreated mental illness 
can cause individuals to become paranoid, anxious 
or depressed, making it difficult or impossible to 
keep a job, pay bills or maintain supportive social 
relationships. Substance abuse can drain financial 
resources, ruin social relationships and make leav- 
ing homelessness more difficult. Those suffering 
from co-occurring mental illnesses and substance 
use are among the most difficult to house with 
stability and treat because of limited availability 
of integrated mental health and substance abuse 
treatment in some areas. 


Who Are the Homeless? 


According to SAMHSA and the Center for Mental 
Health Services, the majority of homeless people 
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HOMELESS PEOPLE IN THE U.S. 








Groups Percentage 
Single adults 66 
Parents with children 11 
Children under 18 with a parent 23 
Whites (Non-Hispanic) Al 
African Americans 40 
Hispanic 11 
Native Americans 8 
Residing in urban areas 71 
Suburban areas 21 
Rural areas 9 





Source: SAMSHA. Available online. URL: http://www.nrchmi.samhsa. 
gov/facts/facts_question_2.asp. Downloaded on April 1, 2007. 


are unaccompanied adults, although the number 
of homeless families is increasing. Of single adults, 
three-quarters are men. Of the parents with chil- 
dren, 84 percent are single women. Of the children 
under age 18 with a parent, 42 percent are under 
five years of age. Racial and ethnic minorities, par- 
ticularly African Americans, are overrepresented. 
Non-Hispanic whites account for 41 percent, com- 
pared with 76 percent of the general population. 
African-Americans account for 40 percent, com- 
pared with 11 percent of the general population; 
Hispanics account for 11 percent, compared with 
9 percent of the general population; and Native 
Americans 8 percent, compared with 1 percent of 
the general population. 


Mental and Other Health Problems 

of Homeless People 
While only 4 percent of the U.S. population have 
a serious mental illness, five to six times as many 
homeless people have serious mental illnesses (20 
to 25 percent). Diagnoses include severe, chronic 
depression; bipolar disorder; schizophrenia; schizoaf- 
fective disorders and severe personality disorders. 
Many homeless people have active symptoms that 
are untreated, making it difficult for them to meet 
basic needs for food, shelter and safety. Many have 
had prior contact with the mental health system, 
as either inpatients or outpatients. They may be 
been hospitalized involuntarily or given treatments 
or medications they did not believe were benefi- 
cial. Many are not receiving benefits for which they 
may be eligible. 


CHARACTERISTICS OF HOMELESS PEOPLE 








Group Percentage 
Incarcerated at some time in their lives 54 
In foster care or institutions as children 27 
Physically or sexually abused as children 25 
Veterans 23 
Homeless as children 21 





Source: National Resource and Training Center on Homelessness 
and Mental Illness, Substance Abuse and Mental Health Services 
Administration. 


Other health problems reported by homeless 
people include alcohol use and other substance 
abuse. Three percent report having HIV/AIDS; 26 
percent reported acute health problems other than 
HIV/AIDS such as tuberculosis, pneumonia, or sex- 
ually transmitted diseases and 46 percent reported 
chronic health conditions such as diabetes, cancer 
or high blood pressure. 


Homeless Children 


Estimates are that in any given week, more than 
200,000 children have no place to call home. As 
many as 1.4 million children experience home- 
lessness; 42 percent of them are under the age of 
five, according to the National Resource Center on 
Homelessness and Mental Illness. Homelessness 
affects the mental health of children and causes 
emotional and behavioral problems. Anxiety, 
depression, withdrawal and other clinical problems 
are present in 12 percent of these preschoolers and 
47 percent of these school-age children. Estimates 
are that 16 percent of preschoolers have behavior 
problems including severe aggression and hostility, 
and 36 percent of school-age children exhibit delin- 
quent or aggressive behavior. 

At least one-fifth of children who are homeless 
do not attend school, and more than one-fourth 
have attended three or more schools in a year. 
Children who are homeless are diagnosed with 
learning disabilities such as dyslexia or speech and 
language problems twice as often as other children, 
and homeless children are twice as likely to repeat 
a grade as other children. 

Nearly 25 percent of these children have wit- 
nessed acts of violence in their families, usually 
against their mothers. They experience physical and 
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sexual abuse at two to three times the rate of other 
children, and in a year 22 percent of homeless chil- 
dren spend some time apart from their immediate 
family, 12 percent being placed in foster care. 

The National Center on Family Homelessness 
recommends many steps to help homeless families, 
including maximizing families’ economic resources, 
developing affordable housing and supporting edu- 
cation, training, work and child care for parents. 
Further recommendations include eliminating 
hunger and food insecurity, improving mental 
health services for children and parents, preventing 
unnecessary separation of families, ensuring access 
to school and expanding violence prevention, treat- 
ment and follow-up services. 


Homeless Veterans 

Of homeless people, 23 percent are veterans, com- 
pared with 13 percent of the general population. 
The Department of Veterans Affairs (VA) of the U.S. 
government offers many programs and initiatives 
specifically designed to help homeless veterans live 
as self-sufficiently and independently as possible. 
Although limited to veterans and their dependents, 
these major homelessness-specific programs con- 
stitute the largest integrated network of homeless 
treatment and assistance services in the country, 
according to the VA. The VA’s homeless veterans 
treatment programs have developed and increased 
since they were first authorized in 1987. The pro- 
grams offer a continuum of services ranging from 
aggressive outreach to veterans living on the streets 
and in shelters who otherwise would not seek assis- 
tance, to assessment and referral to needed medi- 
cal treatment for physical and psychiatric disorders, 
including substance abuse. Further VA services 
include long-term sheltered transitional assistance, 
case management, rehabilitation, employment 
assistance and supported permanent housing. 


Support Programs for Homelessness 
To end homelessness for people with serious men- 
tal illnesses, research has indicated that an effective 
strategy includes the creation of partnerships with 
federal agencies, state and local governments and 
public and private agencies to reduce barriers to ser- 
vices and increase resources and funding. Outreach, 
whether in shelters or on the street, is effective. 


Most people who are homeless and have serious 
mental illnesses are willing to accept treatment and 
services voluntarily. Consistent, caring outreach 
may be the key to engage people in case manage- 
ment services and treatment. Integrated mental 
health and substance abuse treatment provided by 
multidisciplinary teams can improve mental health, 
residential stability and overall functioning in the 
community. 

Homelessness among people with serious men- 
tal illnesses can be prevented by effective discharge 
planning to help people leaving institutions access 
housing, mental health and other necessary com- 
munity services during such transitions. The Center 
for Mental Health Services (CMHS) supports pro- 
grams to assist homeless people who have mental 
illnesses in obtaining treatment and other services 
such as primary health care, substance abuse treat- 
ment, legal assistance and other support services. 

The National Resource Center on Homeless- 
ness and Mental Illness operates under contract 
to the Substance Abuse and Mental Health Ser- 
vice’s Administration (SAMHSA) Center for Men- 
tal Health Services. It is the only national center 
specifically focused on effective organization and 
delivery of services for homeless people who have 
serious mental illnesses and/or substance use dis- 
orders. The resource center’s activities include 
workshops and training on promising trends and 
practices and the development of referral lists, fact 
sheets and publications on homelessness, housing 
and mental health. The resource center maintains 
an extensive resource library of the literature in the 
field and responds to requests for information. 

Mental health professionals agree that to address 
the complex needs of those categorized as home- 
less persons requires a multidisciplinary approach. 
Social services are needed for the short-term and 
long-term provision of food, housing and entitle- 
ment services. Networks must be developed to 
enable access for those people to specialty medical 
services, emergency food pantries, transportation, 
overnight shelter and respite care for children 
while the parent negotiates the systems. Churches 
often provide for emergency needs and long-term 
support. Legal services are needed to advocate 
for the rights and entitlements. Children who are 
homeless require interaction with school systems, 


homeopathy 229 





Service System Needs of a Homeless Person 





Emergency 
Shelter 


Job Skills/ 
Self-Sufficiency 


Family 
Reunification 


Community 
Living Skills 


Life Skills 








Entitlements and 
Income Supports 





Cash 
Assistance 





Transitional/ 
Permanent Housing 
Substance Abuse 
Treatment 


Primary Health 
Care Services 


Mental Health 
Treatment 


Case Management/ 


Brokering Services 


Source: Ending Chronic Homelessness: Strategies for Action. U.S. Department of Health and Human Services. 
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health care providers, day-care centers and often 
child protective services to promote health and 
prevent further illness or trauma. 


homeopathy A system to promote healing based 
on a philosophy of not bombarding the body with 
medications, but stimulating and assisting the body 
to heal itself, using the smallest amount of medi- 
cation possible. Many people use homeopathic 
remedies to prevent, reduce and alleviate stress. 





Homeopathy is considered by many to be a comple- 
mentary therapy. 

Homeopathy uses medicines made from plants, 
minerals, animals, animal substances and chemi- 
cals. Whereas some conventional medications sup- 
press symptoms and the body’s immune response, 
occasionally causing unfortunate reactions to drugs 
or drug interactions, homeopathic practitioners 
prescribe only one medication at a time and claim 
that there are rarely, if ever, unwanted side effects. 
Homeopathic medicines are produced in accordance 
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with processes described in the Homeopathic Pharma- 
copoeia of the United States. 

A person-oriented instead of disease-oriented 
system, homeopathy allows practitioners to treat 
patients based on their symptoms, rather than rely- 
ing solely on diagnostic techniques. Homeopathic 
practitioners seek to find causes, as well as to treat 
symptoms; this is often done in a holistic way by 
talking extensively with the patient to obtain a 
complete health and psychosocial history. In this 
regard, homeopathy has a characteristic in com- 
mon with the Chinese belief that the best doctors 
do not use medicine; homeopathic practitioners 
heal by giving guidance for healthful living. 

Homeopathy is used for a wide variety of chronic 
and acute problems. These include (but are not limited 
to) anxieties, allergies, digestive problems, gyneco- 
logical conditions and skin diseases. Many homeo- 
pathic remedies can be self-prescribed and purchased 
over-the-counter. However, as with any medication, 
it is prudent to consult a practitioner who is knowl- 
edgeable about the subject. Such individuals can be 
located through reputable local homeopathic phar- 
macies or the National Center of Homeopathy, Alex- 
andria, Virginia, or the International Foundation for 
Homeopathy, Seattle, Washington. 

The practice of homeopathy came to the United 
States in the early 1800s. By the mid-1800s sev- 
eral medical colleges, including the New England 
Female Medical College, taught homeopathy. 
Around 1900 there were 22 homeopathic medical 
colleges, and one out of five doctors used homeopa- 
thy. However, by 1920 only 15 colleges remained. 
The decline in use of homeopathy in the United 
States came along with medical science’s increasing 
view of the body as a mechanistic device, the advent 
of medical specialization, development of other 
prescription drugs and medicinal technology and 
opposition from the American Medical Association. 
The American Foundation for Homeopathy began 
teaching homeopathy as a postgraduate course for 
doctors in 1922. Today courses are offered by the 
National Center for Homeopathy. 

In recent years, interest in homeopathy has 
increased along with widening interest in holistic 
medicine and complementary therapies. Homeopa- 
thy may appeal to many people because only natu- 
ral substances are used as medications. Remedies 


include substances that can be dissolved in a liquid 
medium. Because medications are so diluted, pos- 
sibilities of side effects are reduced. Some homeo- 
pathic practitioners in the United States also use 
other adjunctive therapies such as spinal manipula- 
tion and nutritional counseling in addition to this 
type of medication. 

The largest use of homeopathic medications is in 
India, but it is also popular in France and England 
and becoming popular in Australia and Germany. In 
Switzerland and Germany, homeopathic practitio- 
ners work under the direction of doctors of medicine. 
Family physicians in France prescribe homeopathic 
medicines. A survey in the British Medical Journal 
(June 7, 1986) indicated that 42 percent of Brit- 
ish physicians refer patients to homeopathic physi- 
cians. According to Everybody's Guide to Homeopathic 
Medicines (1991), members of the English royal 
family are homeopathic medicine users and the 
queen of England is the patron of the Royal London 
Homeopathic Hospital and the British Homeopathic 
Association. 


Another Homeopathic Technique: 
Bach Flower Remedies 


Bach flower remedies are so-called after Edward 
Bach (1886-1936), a British bacteriologist and 
homeopath. Flower remedies are a branch of 
homeopathic medicine, said to be useful in acute 
situations. He developed a system of 38 flower rem- 
edies for 38 different emotional states, based only 
on a person’s psychological symptoms. It is distinct 
from homeopathy because more than one Bach 
remedy is prescribed at a time. 

See also ANXIETY; COMPLEMENTARY AND ALTERNA- 
TIVE MEDICINE; HOLISTIC MEDICINE; RESOURCES. 


Merz, Beverly, ed. “Complementary Therapies: Homeop- 
athy” Harvard Women’s Health Watch 4, no. 5 (January 
1997). 

Thomas, Patricia, ed. “Homeopathy: Is Less Really More?” 
Harvard Health Letter 20, no. 7 (May 1995). 


homeostasis The body’s tendency to maintain 
a steady state, despite stressful external changes. 
The physical properties and chemical composition 
of body fluids and tissues tend to remain remark- 
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ably constant; however, when our self-regulating 
powers fail, often because of repeated stress, the 
individual’s health is threatened. 

In the late 19th century Claude Bernard, a French 
physiologist at the College de France in Paris, taught 
that one of the most characteristic features of all liv- 
ing beings is their ability to maintain the constancy 
of their internal composition, despite changes in 
their surroundings. Walter B. Cannon, a Harvard 
physiologist, named this power to maintain con- 
stancy “homeostasis,” which can be translated as 
physiological “staying power or self-preservation.” 

Coping with stress and disease involves a fight 
to maintain the homeostatic balance of our tissues, 
despite damage. Hans Selye, the Austrian-born 
Canadian pioneer in stress research, discussed the 
concept of homeostasis in his landmark works, The 
Stress of Life (originally published in 1956) and Stress 
without Distress (1978). He said that the nervous 
system and the endocrine system play particularly 
important parts in maintaining resistance during 
stress. They help to keep the structure and func- 
tion of the body steady, despite exposure to stress- 
producing (stressor) agents, such as nervous tension, 
wounds, infections or poisons. He explained this 
steady state as a function of homeostasis. 

See also COPING; GENERAL ADAPTATION SYNDROME; 
MIND/BODY CONNECTIONS; SELYE, HANS; STRESS. 


Selye, Hans. The Stress of Life. Rev. ed. New York: McGraw- 
Hill, 1978. 

. Stress without Distress. New York: J. B. Lippincott, 

1974. 





homesickness See MIGRATION; NOSTALGIA. 


homosexuality Sexual activity between members 
of the same sex, ranging from sexual fantasies and 
feelings through kissing and mutual masturbation, 
to genital, oral or anal contact. A male individual 
who practices homosexuality is termed a homosex- 
ual; a female homosexual is referred to as a lesbian. 
Both male and female homosexuals are sometimes 
referred to as gay. 

It seems that the term “homosexuality” was 
coined in 1869 in a pamphlet by Karoly Maria Ben- 


kert. During the 19th century other terms were 
proposed, including “homoerotic” (aroused by the 
same sex) and “homophile” (lover of the same sex). 
Cunnilingus between two women was called sap- 
phism after the ancient Greek poet Sappho; lesbi- 
anism came from the Greek island of Lesbos where 
she lived. 

Fear of or prejudice against homosexuals is 
known as homophobia. 


homosexual panic Homosexual panic (Kempf’s 
disease) is a panic attack that develops from a fear 
or delusion that one will be sexually assaulted by 
an individual of the same sex. The term, coined by 
Edward Kempf, an American psychiatrist (1885- 
1971), in 1920, also applies to the fear that one is 
thought to be homosexual. This feeling occurs more 
often in males than females. There may be depres- 
sion, conscious guilt over homosexual activity, agi- 
tation, hallucinations and ideas of suicide. This type 
of panic attack may develop after many varied life 
circumstances, such as a loss of or separation from 
an individual of the same sex to whom one is emo- 
tionally attached, or after failures in sexual perfor- 
mance, illness or extreme fatigue. 
See also LESBIANISM; SEXUAL FEARS; SEXUALITY. 


Kite, Mary E., and Kay Deaux. “Gender Belief Systems: 
Homosexuality and the Implicit Inversion Theory.” 
Psychology of Women Quarterly 11 (1987). 

Mahoney, E. R. Human Sexuality. New York: McGraw-Hill, 
1983. 

Owen, William F., Jr. “Medical Problems of the Homo- 
sexual Adolescent.” Journal of Adolescent Health Care 6 
(1985). 

Wyers, Norman L. “Homosexuality in the Family: Lesbian 
and Gay Spouses.” Social Work (March-April 1987). 


hope A feeling about the uncertainty of the future 
in a positive, optimistic and, in some cases, unreal- 
istic way. Imagination, seeing alternatives and the 
ability to create wishes are important in maintaining 
a hopeful attitude. Scientists have long recognized 
the power of hopeful feelings in physical health. 
In controlled experiments, patients who received 
placebos frequently reported feeling better and, 
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at times, have unaccountably improved. A hope- 
ful attitude is helpful in maintaining good mental 
health, because the opposite of hope is hopeless- 
ness, a characteristic of depression that correlates to 
the development of heart disease as well as earlier 
death in cardiac patients. 

In a Gallup poll published in 1990, Americans 
were hopeful and optimistic about their own futures 
but pessimistic about the future of society. Partici- 
pants in the survey looked forward to improvement 
in their finances, career and general quality of life 
to the extent that the hopeful outnumbered the 
pessimistic eight to one. Adults over age 50 were 
less hopeful about their personal futures. The great- 
est optimism was among the young, the educated 
and those who were financially secure. In seeming 
contradiction, the survey showed attitudes of pes- 
simism in regard to society as a whole. Many said 
that inflation and unemployment would increase 
and that there will be little progress with regard to 
such problems as homelessness and drug addiction. 

There are elements of fear and prayer in a hope- 
ful attitude. For example, one World War II veteran 
said: “I flew 30 missions in a bomber. As the going 
got rougher, I would just hope all the harder that 
we would get out of harm’s way. Fear motivated the 
hoping and where hoping ends and prayer begins, I 
don’t know.” From his concentration camp experi- 
ences of the 1930s and 1940s, Victor Frankl devel- 
oped the philosophy that where there is life there is 
hope and that hope is essential to continue living. 

In Christianity and other religious thought, hope 
is considered to be a virtue. Religious groups encour- 
age hopeful feelings through concepts such as the 
coming of the Messiah or the second coming of 
Christ, life after death and the forgiveness of sins. 

See also DEPRESSION; HOPELESSNESS. 


hopelessness A state of mind in which one feels 
that it is impossible to deal with life, that situations 
have no solutions. The person may see only lim- 
ited or no available desirable personal alternatives. 
There may be feelings of emptiness, pessimism and 
being overwhelmed. Nothing matters to the person 
who feels hopeless, and the individual “gives up.” 
Hopelessness is a characteristic of depression. A 
hopeless person is passive and lacks initiative. Such 


an individual may not be able to reach a desired 
goal, accept the futility of planning to meet goals, 
have negative expectations of the future, perceive 
a personal loss of control and see “no way out.” 
Successful treatment of depression with medication 
and certain types of psychotherapy can reverse this 
profound state of hopelessness. 

Feelings of hopelessness may lead to addiction or 
suicide. Hopelessness sometimes results from false 
or unrealistic expectations. For example, the hope- 
less person may feel that he or she should be able to 
accomplish anything and everything and descends 
into despair upon failure. Some individuals with 
depression feel that nothing they do will work out 
and that they are powerless. 

Hopeless feelings sometimes result from mag- 
nifying events to the extent that everything and 
everyone seem to be insurmountable obstacles in 
relation to the self. Still, another type of magnifi- 
cation results in despair when people and events 
are idealized. For example, a new friend may be 
thought to be perfect, or an upcoming vacation is 
planned to run a smooth course. When the friend 
proves to have perceived personality flaws or 
when bad weather spoils the vacation, the indi- 
vidual who is the most unrealistically idealistic 
may begin to lose hope about any friends or any 
vacation. 

Hopelessness may also result from a sense of 
being trapped in a negative set of circumstances 
from which there is no escape. When presented 
with a task that must be performed but seems to 
be impossible, a sense of frustration and futility 
leads to hopelessness. Prisoners and members of 
social and ethnic groups that suffer discrimination 
frequently feel so limited that their lives become 
hopeless. In societies that practice hexing and voo- 
doo, victims sometimes become ill and die because 
they see themselves as literally having no future. 
In some of these situations—when victims are con- 
vinced that the hexing was a mistake and that the 
curse is lifted—health is recovered. 

Confusion also leads to a sense of hopeless- 
ness, as it contributes to an individual’s feeling of 
loss of control. What is important to understand 
is that hopelessness is a subjective state, related to 
the way an individual perceives his or her pros- 
pects. It is potentially reversible even though the 
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hopeless person always has “reasons” to justify 
the hopelessness. 
See also DEPRESSION; LEARNED OPTIMISM. 


hormone replacement therapy See MENOPAUSE. 


hormones Chemical messengers produced by var- 
ious organs and tissues that regulate or modulate 
effects elsewhere throughout the body. Hormones 
produced by the brain are known as neurohor- 
mones; they are produced by neurons known as 
neuroendocrine transducers, which release a hor- 
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mone in response to activation at the synapses of 
neurotransmitters. 

Examples of hormones are cortisol, estrogen, 
insulin and epinephrine. Hormones control many 
body functions, including growth, sexual develop- 
ment and the body’s response to illness. 

See also CORTISOL; ENDOCRINE SYSTEM; EPINEPHRINE. 


hospice A concept of care involving health care 
professionals and volunteers who provide psycho- 
logical and spiritual support to terminally ill patients 
and their loved ones. A basic premise of hospice is 
to control pain and enable the patient to remain as 
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comfortable and alert as possible. Hospice services 
are available to people who no longer benefit from 
curative treatment. Hospice programs provide care 
in settings such as the home, hospice centers and 
nursing facilities. Families of patients are an impor- 
tant focus of hospice care, and services are provided 
to assist and support their mental health needs. 
Many AIDS patients, cancer patients and terminally 
ill elderly patients end their lives in hospice care. In 
2004 1,060,000 patients sought hospice care, and 
the number of hospice programs nationwide con- 
tinued to increase, from one program in 1974 to 
2,312 in 1994 to 3,650 in 2004. 

Several organizations offer assistance for peo- 
ple seeking information about hospice care. The 
National Hospice and Palliative Care Organization 
(NHPCO) works to increase awareness about hos- 





pice care and to champion the issues of terminally 
ill patients and their family members. The NHPCO 
helps families cope with the mental health issues of 
facing the death of a loved one. 

The Hospice Association of America (HAA) pro- 
vides facts and statistics about hospices and can also 
supply the publication Information about Hospice: A 
Consumer's Guide, which gives information about 
advantages and financial aspects of hospice, how to 
select care that is best suited for a patient’s needs 
and available state resources. 

The Hospice Education Institute offers infor- 
mation and referrals on various hospice programs 
through the country and provides regional semi- 
nars on hospital care. 

The American Cancer Society (ACS) offers many 
services to hospice patients and their families, includ- 
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ing free fact sheets and publications about hospice; 
the addresses of local ACS chapters may be obtained 
by calling their toll-free telephone number. 

Hospice Net is an organization that works exclu- 
sive through the Internet; the site contains articles 
regarding end of life issues and is dedicated to pro- 
viding information for patients, families and friends 
facing life-threatening illnesses. 

See also END OF LIFE ISSUES; RESOURCES. 


National Cancer Institute. “Hospice.” Available online. 
URL: http://www.cancer.gov/cancertopics/factsheet/ 
support/hospice. Downloaded on October 23, 2006. 


hospitalization The stress of illness is often inten- 
sified by the threat of being in a hospital, a pros- 
pect that most people find anxiety-producing from 
beginning to end. 

Stress starts with the need for a second medi- 
cal opinion which, unless there is an emergency, 
is often a requirement of medical insurers before 
commitment to a hospital can be made. Stress then 
follows patients to the hospital registration desk, 
where the approach of many admissions personnel 
to the gathering patient information does little to 
make people feel comfortable. 

Loss of privacy, another key stressor, begins at 
the very moment patients exchange their clothes for 
hospital gowns and settle down in rooms shared with 
at least one or more strangers, more or less sick than 
they. It is further compounded by the number of visi- 
tors they or their roommates may have—people who 
talk loudly as they spill into all corners and all sides 
of what can be too-small hospital rooms. In teach- 
ing hospitals, the stress continues when doctors and 
interns gather around patients’ beds to discuss clini- 
cal aspects of the illness, sometimes as if the patients 
did not exist or were not right there in the bed. 

Stress escalates when the loss of privacy com- 
bines with the loss of control patients experience 
as they are thrown into the uneven rhythm of the 
hospital routine—being aroused at early hours for 
medication before a change in shifts occurs, moving 
on stretchers or in wheelchairs from one end of the 
hospital to another, waiting in drafty corridors for 
countless tests and X-rays, buzzing for nursing assis- 
tance, having unappealing meals served at hours 


when they may not be hungry and facing constantly 
changing caretakers and variations in the delivery 
of care. The most serious sources of hospitalization 
stress is being in pain and having to rely on oth- 
ers for help in controlling that pain. A device that 
allows patients to control the intake of pain medica- 
tion has alleviated this problem for some. 

Today, patients waiting to receive various trans- 
plants—heart, lungs, kidney and liver—experience 
an additional aspect of stress regarding the arrival of 
the vital organ. The lists of those needing transplants 
far exceeds their availability, and for some there is 
little likelihood of a match. Questions also arise con- 
cerning the criteria for the lists and for those who 
are given priority. An example of that arose in 1995, 
when baseball star Mickey Mantle received a trans- 
plant a short time after a diagnosis was made. 

Stress follows all patients out of the recovery 
room—with regulations concerning how long their 
hospital stays can be. In 1995, length of hospitals 
stays became a major issue in connection with the 
birth of babies. It was felt by some that first-time 
mothers were being sent home too soon and were 
often both mentally and physically ill-prepared to 
take care of a baby. For other mothers, the added 
stress of taking care of older children along with the 
responsibilities of a newborn before they have fully 
recovered their strength awaited them. 

The shortened hospital stays of the later 1990s 
increased the anxiety of most patients. Much of the 
time needed for rehabilitation and recovery now 
is spent outside of the hospital, which puts a good 
deal of the burden of care on patients’ families. For 
those without families, other means of home care 
must be found and questions of how the costs of 
this care can be met must be answered. 

Lastly, there is the stress on the family and 
friends related to hospitalization of the dying—eth- 
ical questions relating to withdrawal of nourish- 
ment and treatment particularly when there are no 
directions from the patient. 

See also ANXIETY; AUTONOMY; CONTROL; DEATH; 
END OF LIFE ISSUES; PAIN; PERSONAL SPACE. 


hostages Hostages are usually victims who are sub- 
jected to isolation, confinement and sometimes men- 
tal and physical torture. They may be blindfolded, 
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kept in darkness and have their ears covered. The 
sensory deprivation experience may produce halluci- 
nations. Their captors frequently keep them in a state 
of uncertainty about their fate. Some hostages have 
become paranoid and depressed and have developed 
feelings that their country and families have forgot- 
ten them. An odd familiarity occasionally develops 
between terrorist and hostage, especially given that 
both are in dangerous situations. Some hostages 
have even developed hostile feelings toward the gov- 
ernment and agencies who are attempting to rescue 
them. Patty Hearst, the heiress who was kidnapped 
in February 1974 by the Symbionese Liberation 
Army, became interested in their cause and joined 
the group in bank robberies and other illegal activi- 
ties until the leaders were killed and she was cap- 
tured and imprisoned. 

Readjustment to normal life after their release, 
though welcome, is sometimes difficult for hostages. 
Many experience nightmares, insomnia, bouts with 
abnormal fears, depression and feelings of rage and 
helplessness for some time. There have been cases 
of suicide. Mental health professionals are gaining 
understanding of the state of mind of former hos- 
tages through experience. Current thinking is that 
a regulated “decompression period” helps former 
hostages adjust to normal life and to being back 
with their families. 

Following the Persian Gulf War during 1991, 
several hostages were released after long years of 
captivity. 

Medical evaluations included psychological test- 
ing and physiological measurements. Psychologi- 
cal testing indicated that the former hostages, as a 
group, appeared to have endured their ordeal well. 
However, physiological measurements reflected 
distress, anxiety and elation. Hostages, as well as 
their anxious families, expressed feelings of lack of 
control over their situations and frustration due to 
lack of information from the captors. 

Generally, former hostages who had good per- 
sonal support systems and coped well with stress 
before captivity recover faster than those who 
had poorer support systems and previous men- 
tal health issues. Some former hostages become 
angry at their governments or employers for not 
doing enough to help them out of their precarious 
situations. 


Often countries from whom hostages have been 
captured do not overtly intervene because of politi- 
cal reasons. Those taken hostage may say or behave 
in ways to please their captors and obtain their 
freedom; such behaviors may later be criticized by 
some and praised by others as a means for survival 
and freedom. 

In the 2000s, hostages have been taken in the 
United States during police standoffs. Hostages 
have also been taken in many countries, some for 
military or political reasons, and in some cases, 
businessmen for ransom. Throughout the world, 
some are returned safely while others are not, mak- 
ing a statistical count difficult. The threat of being 
taken as a hostage is related to the fear of terrorism, 
because perpetrators of both have little value for 
human life. 

See also ANXIETY; BRAINWASHING; CONTROL; DEPRES- 
SION; POST-TRAUMATIC STRESS DISORDER; TERRORISM. 


hostility A persistent attitude of deep resentment 
and intense anger. It may be the result of stressful 
situations, and it can also cause stress for the individ- 
ual. The hostile person may have an urge to retaliate 
against a person or situation. During some situations 
of intense frustration, deprivation or discrimination, 
feelings of hostility may be a normal reaction. How- 
ever, hostile attitudes also may occur during anxiety 
attacks, in obsessive-compulsive disorder or depres- 
sion. Some people who have anti-social personali- 
ties frequently have hostile attitudes. 

At best, hostile people are simply grouchy. At 
worst, they are consumed by hatred. A hostile per- 
son may have a tense-looking face and body. They 
are easily excitable. They seem to have a chip on 
their shoulders and a bitterness toward the world. 
They may be sarcastic, moody and aggressive when 
they feel challenged. 

For many individuals, the stresses of hostilities 
can be worked out with through exercise, better 
communication skills, behavior therapy, use of 
meditation and relaxation and psychotherapy. 

See also AGGRESSION; ANGER; ANXIETY; BEHAVIOR 
THERAPY; COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; DEPRESSION; EXERCISE; FRUSTRATION; MEDITA- 
TION; OBSESSIVE-COMPULSIVE DISORDER; PERSONALITY; 
PSYCHOTHERAPIES; RELAXATION; TYPE A PERSONALITY. 
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hot flashes A common symptom of menopause 
experienced by many women before menstrual 
periods stop and after cessation of menses. Hot 
flashes are disturbing to a woman’s sense of well- 
being because they are unpredictable. A hot flash 
is a sudden feeling of warmth occurring on the 
face, chest or entire body. The woman’s body may 
become flushed, and patches of redness may appear 
on her chest, back, shoulders and upper arms. As 
her body temperature readjusts, she may perspire 
profusely and have a cold, clammy sensation. Epi- 
sodes may last from seconds to minutes. As sweat 
evaporates, the body temperature decreases, which 
sometimes causes chills or the cold, clammy sen- 
sation. Many women say that the worst aspect of 
hot flashes is that it makes them feel out of control 
of their bodies and interferes with their sense of 
mental well-being. Previous generations of women 
were sometimes told that hot flashes were “all in 
their head” and that menopause was expected to be 
a time filled with bizarre behavior and delusions. 

Modern women know that hot flashes are not 
a threat to health; however, they may make a 
woman uncomfortable and even anxious about 
having one in social or professional situations. 
Because hot flashes may occur during the night and 
disrupt sleep, women experiencing hot flashes may 
become irritable, tired and depressed. In a 1986 
survey (Kahn and Holt), typical complaints about 
hot flashes included waking up at night drenched 
in sweat, ruining clothes from perspiration, feel- 
ing embarrassed at flushing and shivering with no 
control and being intolerant of heat or cold. Many 
women find their bodies unable to deal comfort- 
ably with even slight variations in temperature. 

Some women have hot flashes several times 
a day, once a week or less frequently. For most 
women, hot flashes are self-limiting symptoms and 
disappear without any treatment. 


Causes 


Understanding why hot flashes happen helps 
women cope with the anxieties produced by the 
anticipation of flashes. A hormone known as 


luteinizing hormone (LH) rises after menopause. 
Before menopause, it is the substance that helps 
trigger ovulation. LH “surges” seem to set off hot 
flashes by dilating surface blood vessels. Hormonal 
changes associated with the hot flash may also be 
due to nerve activity in the hypothalamic area 
that controls temperature and anterior pituitary 
function. 


Medical and Mental Health Help 


When hot flashes occur so often that a woman 
frequently cannot get a good night’s sleep, if they 
interfere with sexual activity or work or if they 
make her chronically exhausted and depressed, 
medical assistance should be sought. Hot flashes are 
often treated with hormone replacement therapy 
and alternatives including sedatives and anticholin- 
ergic agents (substances that block or interfere with 
transmission of certain impulses in the parasympa- 
thetic nervous system). 


Self-Helps 
Many women overcome their fears of being out 
of control of their bodies and their hot flashes by 
developing a series of self-help techniques. The fol- 
lowing are some recommendations regarding hot 
flashes based on a survey of 967 women in 1987: 


e Air stuffy rooms, keep a window open if one is 
too warm. Layer clothing. A suit with a light- 
weight blouse gives the wearer more flexibility 
than a wool dress. 


e Wear a cotton (or other absorbent material) 
blouse under a sweater. Avoid wearing a sweater 
next to the skin. 


e For desk workers, use a small desktop fan. 


e During a hot flash, do not overreact. By keeping 
calm, others will not pay attention. 

e Learn relaxation techniques to feel in control of 
the situation. 

e Regular exercise will tone the vascular system 
and may help a woman feel better. 


e Keep weight down. Slender women seem to 
have less erratic estrogen production and hence 
less erratic experiences with hot flashes. 


See also AGING; CLIMACTERIC; MENOPAUSE. 
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hotlines Throughout the United States, hotlines 
cover many mental health and related concerns. 
The numbers available for information and help 
are often toll-free and usually operate on a 24-hour 
basis. Most city telephone directories include a list 
of some of the available hotlines. 

See also SUPPORT GROUPS. 


human immunodeficiency virus (HIV) The virus 
responsible for causing the infection that leads to 
acquired immunodeficiency syndrome (AIDS). 
When the virus was first isolated in the early 1980s, 
it was known as HLTV-II. The virus is transmit- 
ted by direct exchange of body fluids, such as blood 
or semen, or by using contaminated needles for 
illicit drug use. Many individuals have anxieties 
about contracting the virus by eating in restaurants 
in which infected individuals work or by sending 
their children to a school that an infected child is 
known to attend. In most cases, these anxieties are 
unfounded, as, according to research reports, the 
virus does not survive outside the body. 

The virus is found in semen; the most common 
form of semen transmission in the United States is 
anal intercourse, during which tears of and bleed- 
ing from the delicate rectal lining can occur. The 
vaginal wall is tougher and less prone to tear and 
bleed, but sperm does travel through the uterus 
into the abdomen as a result of sexual intercourse. 
It has been reported that women have a seven to 10 
times greater likelihood of infection from vaginal 
intercourse than men. 

Individuals who suspect their partners of having 
outside, high-risk sexual contacts, such as homo- 
sexual men or prostitutes, should seek medical 
advice about screening for and preventing trans- 
mission of the HIV virus. Use of condoms during 
sexual intercourse is promoted as a way to prevent 
the transmission, yet it is known that they are not 
100 percent safe. 


HIV in Older Adults 


The number of older Americans with HIV/AIDS is 
rising. The Centers for Disease Control and Preven- 
tion estimates that between 2000 and 2003 30,000 
men and women over 45 were diagnosed with 
HIV, accounting for 23 percent of the total diag- 
noses during those years. Americans 45 and older 
accounted for 30 percent of those diagnosed with 
AIDS in 2002 who had been infected through het- 
erosexual sexual activity. 

Few safe-sex education campaigns target older 
adults. For women who have entered menopause, 
pregnancy is not an issue, and those women may 
not ask their partners to use condoms during inter- 
course. After menopause, atrophying tissues of 
the vaginal canal and a decrease in lubrication put 
women at higher risk of HIV transmission. Many 
baby boomer males, who in previous generations 
might have encountered erectile dysfunction and 
not engaged in sexual intercourse as they grew 
older, now use medications to help that condition 
and enable them to enjoy sexual activity into their 
later years. Further, the fear of acquiring HIV may 
be reduced because there are medications to pro- 
long the lives of those infected. 

In a study conducted by Emory University in 
Atlanta, 514 women over age 50 were asked about 
their risks of getting HIV. Only 13 percent said that 
condoms were effective prevention, 63 percent erro- 
neously thought kissing was a mode of transmission, 
about half believed vasectomies provided protection 
and 44 percent said that abstinence was not at all or 
only somewhat protective in preventing HIV. 

Many of the older adults who have HIV also have 
other chronic conditions, such as high blood pres- 
sure or diabetes. These conditions, along with HIV, 
put those people at very high risk for poor health. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME 
(AIDS); HOMOSEXUALITY. 
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humanistic psychology An approach to under- 
standing human nature, behavior and mental 
health that focuses on an individual’s personal 
experience. The American Association for Human- 
istic Psychology was founded in 1962 by Carl 
Rogers, Abraham Maslow, Kurt Goldstein, Rollo 
May and others. Humanistic psychology empha- 
sizes individual choice, creativity, valuation, self- 
realization and the development of each person’s 
potential. 

Humanistic psychologists believe that people 
have a hierarchy of many needs, beginning with 
physiological needs, as well as those for safety, love, 
“belongingness,” self-esteem, to know and under- 
stand and, finally, self-actualization. 

Humanistic psychology differs from the Freud- 
ian approach, which suggested that sexual drive is 
the motivating force, and behavioral psychology, 
which explains behavior as a result of various envi- 
ronmental relationships. 

See also SELF-ESTEEM. 


humor A balanced sense of humor is an aspect 
of good mental health. Ancient scholars under- 
stood the role of humor in good health. The Book 
of Proverbs says: “A merry heart doeth good like a 
medicine.” Conversely, many individuals who suf- 
fer from depression lose their sense of humor, and 
few things make them smile or laugh. Studies in 
the late 20th century suggested that an ability to 
enjoy humor and to laugh has effects on mental as 
well as physical health. 

For most people, humor and laughter usually 
provide a helpful release of tension and anxieties. 
Laughter may actually ease pain and may help the 
respiratory system by exercising the lungs. Laugh- 
ter and other positive emotions may influence the 
immune system, possibly by stimulating production 
of certain hormones. 

Shared humor relieves anxiety in stressful group 
situations, such as delayed airplanes or trains, and 
also relieves stress that results from boredom. At 
times when it seems that nothing is left to talk 
about, familiar topics can be renewed by employing 
humor. 

Some therapists employ humor to momentarily 
relieve depression during therapy sessions. One 


technique is known as paradoxical therapy, in which 
the therapist gives the individual new perspectives 
on his or her problems by exaggerating them to the 
point of making them seem funny. The therapist 
assigns the individual to be depressed or anxious at 
a certain time of day. Sometimes the silliness of such 
situations helps alleviate the individual’s depressed 
or anxious feelings. 

Humor is a universal language and has universal 
appeal. The basis for much humor is that we are 
prepared for one thing and something else happens. 
Although we are startled, we know there is no dan- 
ger and we release our surprise in laughter. Thus 
a story with an unexpected ending or a game of 
peek-a-boo for an infant can bring about a laughter 
response. 

See also LAUGHTER. 
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Resources Exchange, 1987. 
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Ziv, Avner. Personality and Sense of Humor. New York: 
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Hunter’s syndrome A form of mental retardation 
caused by the X-linked recessive gene. There may 
be moderate to severe developmental delay. 

See also MENTAL RETARDATION. 


Huntington’s disease (HD) A hereditary disorder 
of the central nervous system, once known as Hun- 
tington’s chorea, or HC. The disease affects both men 
and women in all races and ethnic groups around 
the world and can cause a wide range of symptoms. 
It is caused by a faulty gene on chromosome 4. The 
gene, which produces a protein called Huntington, 
was discovered in 1993. The faulty gene in some 
way leads to a damage of the nerve cells in areas 
of the brain, including the basal ganglia and cere- 
bral cortex, which in turn leads to gradual physical, 
mental and emotional changes. 

According to the Huntington Disease Society of 
America, every person who inherits the HD gene 
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will eventually develop the disease. Each child of 
a parent with HD has a 50/50 chance of inherit- 
ing the gene. HD does not skip generations. If a 
person does not inherit the gene, he or she cannot 
pass it on. 

Symptoms usually develop when people are 
between 30 and 50 years old, although they can 
start much earlier or later. Symptoms vary between 
persons to person, even in the same family. Early 
symptoms may include slight uncontrollable 
muscular movements, stumbling and clumsiness, 
lack of concentration, short-term memory lapses, 
mood changes, depression and possibly antisocial 
behavior. Relationships can be strained because 
of unexpected temper outbursts before the con- 
dition is diagnosed. Later symptoms may include 
involuntary movements, difficulty speaking and 
swallowing and weight loss. Emotional changes 
may result in frustration, mood swings, depres- 
sion and stubbornness. People may experience a 
loss of drive, initiative and organizational skills. 
In later stages of the disease, nursing care may be 
necessary. 

Although there is no cure for Huntington’s dis- 
ease, it can be managed with medication to treat 
symptoms such as involuntary movements and 
depression. Speech therapy can improve swallow- 
ing and speech difficulties. 


The Huntington’s Disease Society 
of America, Inc. (HDSA) 


The Huntington’s Disease Society of America 
(HDSA), Inc., is a national nonprofit voluntary 
health agency dedicated to finding a cure for Hun- 
tington’s Disease. The HDSA provides support, 
information and educational services to improve 
the lives of those affected by HD and offers resources 
and guidance for HD families through a national 
network of volunteer-based chapters and affiliates. 

HDSA supports more than 40 scientists and 
17 major HD laboratories in North American and 
around the world through its HDSA Coalition for 
the Cure. Twenty-one HDSA Centers of Excel- 
lence at locations in major hospitals and university 
medical centers are supported by HDSA across the 
United States. 

The legendary folk singer Woody Guthrie died 
from Huntington’s disease; his widow Marjorie and 


other families affected by HD began an organization 
in 1967 that grew into the HDSA. 
See also ALZHEIMER'S DISEASE. 


Hurler syndrome A form of mental retardation 
that causes severe and progressive developmental 
delay, caused by a genetic deficiency. 

See also MENTAL RETARDATION. 


Hurricane Katrina In late August 2005 a tropical 
storm, the first Category 5 of the season, devastated 
the Central Gulf Coast of the United States, mostly 
affecting Louisiana, Mississippi and Alabama. It was 
the sixth-strongest Atlantic hurricane ever recorded. 
In 2006 the mental health consequences of the hur- 
ricane continue to be inestimable. Survivors suffered 
the loss of loved ones, homes, jobs, sources of income 
and sense of place. With the devastation of schools, 
churches, hospitals and the infrastructure of New 
Orleans, many were relocated, some to temporary 
local shelters and some out of the state. Many were 
bused to distant locations, unaware of their destina- 
tions. Many left without knowledge of the destiny of 
their families or friends. For those who remained 
in the affected areas, the hurricane left an estimated 
3 million people without electricity. In many places 
it took weeks for power to be restored. 

Levees separating Lake Pontchartrain from New 
Orleans were breached by water, causing about 80 
percent of the city to be flooded. The storm killed 
more than 1,400 people; with estimates of damages 
at $75 billion, it was the costliest hurricane in U.S. 
history. More than 1.2 million people were ordered 
to evacuate the area before the hurricane made 
landfall. By early September 2005 people were 
forcibly evacuated, mostly by bus to neighboring 
states. As of January 2006 more than 3,000 people 
remained unaccounted for. Federal disaster decla- 
rations covered 90,000 square miles of the United 
States. 

The Federal Emergency Management Agency 
(FEMA) arranged to pay for housing in many 
hotels across the country for some Katrina victims. 
Others took shelter with family and friends. In the 
first few months of 2006, hundred of thousands of 
Katrina evacuees still lived in temporary shelters or 
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in trailer parks arranged by FEMA and other relief 
organizations. 

Many hurricane survivors received mental health 
counseling by the Red Cross and other organizations. 
Social workers across the country were called upon 
to volunteer services to counsel survivors in coping 
with feelings of loss, grief, suicidal intentions, depres- 
sion, and post-traumatic stress disorder (PTSD). Sur- 
vivors expressed feelings of loss of control, extreme 
stress, and uncertainty about their futures. 

See also CONTROL; DEPRESSION; GRIEF; 
TRAUMATIC STRESS DISORDER; SOCIAL WORKERS. 


POST- 


hyperactivity Mental and physical restlessness. 
Hyperactive children have unlimited energy and 
short attention spans, are prone to temper tantrums 
and seem to require little sleep. The condition is 
more common in male children. Until their disor- 
der is understood, many are considered unman- 
ageable or troublemakers by teachers and parents. 
There is a difference of opinion regarding causes 
of hyperactivity. Some physicians say hyperactive 
behavior may be due to minimal brain damage that 
cannot be detected by any diagnostic tests or due to 
birth trauma. Others attribute hyperactivity to food 
allergies. Diagnosis requires careful evaluation and 
is usually made before the child is seven years old; 
children so diagnosed exhibit at least six months of 
disruptive behavior. 

Some physicians prescribe a stimulant medica- 
tion called Ritalin (methylphenidate hydrochlo- 
ride) or Dexedrine (dextroamphetamine sulfate) 
for hyperactivity, which makes hyperactive chil- 
dren more manageable and able to concentrate 
better. The drugs may work by diminishing the 
brain’s excess of natural stimulants and replacing 
them with milder, synthetic ones. Stimulant medi- 
cations should be used cautiously because they can 
be addictive in young adults. 

Therapy may include psychotherapeutic coun- 
seling, meeting with parents and teachers and 
participating in support groups for parents and 
children. Coping with a hyperactive child requires 
a great degree of understanding and patience. 

Hyperactivity in children is also known as 
attention-deficit/hyperactivity disorder (ADHD). 

See also DEVELOPMENTAL DISORDERS. 


hypersomnia Excessive daytime sleepiness and 
an inability to wake up quickly. This can be seen in 
one form of depression, which also may manifest 
in increased eating and weight gain, as opposed to 
another form associated with insomnia, weight loss 
and agitation-anxiety. Patients with sleep apnea 
syndrome or narcolepsy may also show excessive 
daytime sleepiness. 
See also DEPRESSION; NARCOLEPSY; SLEEP. 


hypertension See HIGH BLOOD PRESSURE. 


hyperthyroidism Overactivity of the thyroid 
gland, which causes an increase of all chemical 
reactions within the body, affecting mental as well 
as physical processes. It is more common in women 
than men. 

Because some of the symptoms of hyperthyroid- 
ism seem similar to those of anxiety and depression, 
an evaluation by a physician is essential to make a 
careful diagnosis. 

Normally, thyroid gland activity is controlled by 
a hormone produced in the pituitary gland. Even 
when normal levels of hormone are produced, the 
thyroid gland itself continuously produces quanti- 
ties of its own hormone, thyroxin. 

Symptoms of hyperthyroidism include anxi- 
ety, tiredness with an inability to sleep, shakiness, 
trembling and insensitivity to cold and perspiration 
when others are comfortable. There may be irreg- 
ular and fast heartbeat, palpitations, a fluttering 
feeling in the chest and breathlessness after mild 
exertion. 

Individuals who have hyperthyroidism may eat 
more and lose weight, muscles may waste away, 
and women may have absent or scant menstrual 
periods. The thyroid gland in the neck may enlarge 
(goiter). In severe cases, eyes may look wide open 
and protrude, leading to blurred or double vision. 

Hyperthyroidism is treated with medications 
containing antithyroid drugs, with surgery to 
remove a lump in the thyroid gland or, in some 
cases, most of the gland. More commonly, sufferers 
take a drinkable form of radioactive iodine, which 
acts on the glandular tissue in the thyroid gland to 
control the overactivity of the cells. 
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Underactivity of the thyroid gland is known as 
myxedema. Individuals with underactive thyroid 
glands feel tired much of the time. This condition, 
too, can mimic or mask depression and needs care- 
ful diagnosis. 

Recent research has shown the presence of 
subtle abnormalities of thyroid function in clinical 
depression. 

See also HYPOTHYROIDISM. 


hyperventilation Deep and fast breathing, some- 
times referred to as overbreathing. Some individu- 
als who have panic attacks and phobias react with 
hyperventilation, which in turn makes them fear 
that they are dying or having a heart attack. While 
individuals who overbreath feel short of breath 
and breathe deeply and faster to get more air into 
their lungs, they are really taking in too much air. 
This breathing pattern makes them feel worse, as it 
removes too much carbon dioxide from the blood; 
some is needed in the body to perform efficiently. 

Overbreathing leads to rapid heartbeat, light- 
headedness, dizziness, sweating and numbness or 
tingling in the hands and feet. Fainting sometimes 
occurs; hyperventilation may be mistaken for a 
heart attack. At the least, it exacerbates the individ- 
ual’s anxiety level. 

When an individual has a dizzy spell or feels the 
effects of hyperventilation, breathing into a paper 
bag for a few minutes can help restore the balance 
of oxygen and carbon dioxide in the blood. When 
some of the exhaled carbon dioxide from the bag 
returns to the lungs, the individual will begin to 
breathe more normally again. 

Relaxation therapy, including breathing instruc- 
tion, helps some individuals who suffer from panic 
attacks and other anxiety disorders. 

According to sex researchers William Howell 
Masters and Virginia Johnson, hyperventilation is 
a reaction of women and men during the late pla- 
teau phase of sexual intercourse. The physiological 
intensity and duration of the reaction indicate the 
degree of developing sexual tension. 

See also BREATHING; RELAXATION. 


hypnosis (hypnotherapy) A type of attentive, 
receptive and focused concentration accompa- 


nied by a diminished awareness of environmental 
stimuli. In a therapy situation utilizing hypnosis, 
the patient cooperates with the therapist to utilize 
this form of intense concentration to facilitate and 
accelerate reaching particular therapeutic goals. 
Individuals cannot be hypnotized against their 
will, but some individuals are more or less capa- 
ble of achieving a hypnotic trance. Hypnosis has 
been described in detail in the writings of Sigmund 
Freud. 

Hypnosis is sometimes used to relieve specific 
symptoms such as insomnia, anxiety, conversion 
reactions, phobias and pain and well as to control 
habits, such as smoking, nail biting and overeating. 
While hypnosis has limitations as a therapy, many 
clinicians believe that hypnosis can be helpful when 
used selectively. 

Therapy with hypnosis involves teaching the 
individual self-hypnosis techniques so they can 
induce a trancelike state in themselves and use 
suggestions that help them restructure their 
thinking regarding the condition for which they 
are seeking help. For example, in management 
of pain, hypnosis helps to block the perception of 
pain by drawing the individual’s attention away 
from it. 

Self-hypnosis is sometimes used with anxiety 
reactions to promote relaxation on cue in fearful 
situations. In general, autohypnosis by itself will 
not significantly relieve anxiety responses. It can, 
however, be used as a supplement to behavioral 
therapy to make images more vivid and to heighten 
one’s ability to concentrate. 


hypnotic drugs Short-acting drugs that induce 
sleep by depressing the central nervous system. An 
example of a hypnotic drug is sodium secobarbital 
(Seconal). In the past, hypnotics were sometimes 
prescribed for individuals who were anxious and 
could not sleep soundly. Because of possibilities for 
abuse of drugs in the category of hypnotics, they 
are no longer widely prescribed. Tranquilizers or 
benzodiazepine drugs are now more commonly 
prescribed as sleep-inducing medications in indi- 
viduals with anxieties. 

See also ANXIETY; ANTIANXIETY MEDICATIONS; TRAN- 
QUILIZER MEDICATIONS. 
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hypochondriasis An overconcern or preoccupa- 
tion with one’s health problems that may be real 
or imaginary. Some individuals (hypochondriacs) 
become extraordinarily concerned with their heart- 
beat, digestion or minor physical abnormalities, 
such as a skin blemish. People who are hypochon- 
driacs often have symptoms of anxiety, depression 
and obsessive-compulsive personality traits. 


hypoglycemia A reduced amount of glucose in the 
blood, which can produce nervousness, trembling 
and some symptoms mimicking anxiety disorders. 


hypomanic episode An episode in which symp- 
toms are similar to those in a manic episode but 
less severe. In a manic episode, the individual has 
a period in which the predominant mood is ele- 
vated, expansive or irritable to such an extent that 
functioning and social activities are impaired. The 
individual with a manic episode may need hospi- 
talization to avoid harm to self and others, while 
those with hypomanic episodes may exhibit poor 
judgment but usually do not require hospitaliza- 
tion, unless it is necessary for the depression that 
almost inevitably follows the manic or hypomanic 
episode. 

See also BIPOLAR DISORDER; MANIC-DEPRESSIVE 
DISORDER. 


hypothalamus The coordinating center of the 
brain. It is a small area located above the pituitary 
gland, with nerve connections to most other areas 
of the nervous system. It controls the sympathetic 
nervous system (which in turn controls the inner 
body organs). During excitement or fear, the brain 
sends signals to the hypothalamus, which initiates 
a chain of activity, including faster heartbeat, faster 
breathing rate and increased blood flow to the mus- 
cles (the fight or flight response). The hypothalamus 
also controls reactions that cause sweating or shiv- 
ering, stimulates appetite and thirst, regulates sleep, 
motivates sexual behavior and determines emotions 
and moods; it also indirectly controls many of the 
endocrine organs, which secrete hormones. 
See also BRAIN; BRAIN CHEMISTRY. 


hypothyroidism Underactivity of the thyroid 
gland and below-normal production of thyroid 
hormones, which stimulate energy production 
from sugar. Symptoms of lack of the hormone may 
include muscle weakness, a slow heart rate, dry, 
flaky skin, hair loss and a deep and husky voice. 
The disorder is diagnosed by tests to measure the 
level of thyroid hormone in the blood. Treatment 
consists of replacement therapy with the thyroid 
hormone thyroxin. Depression may be associated 
with thyroid hypofunction. 
See also HYPERTHYROIDISM. 


hysterectomy Surgical removal of the uterus. It is 
an operation that causes many women emotional 
upheaval and, for some, physiological concerns. 
The word “hysterectomy” comes from the Greek 
work hystera, meaning “woman.” 

Approximately 600,000 hysterectomies are per- 
formed annually in the United States, about 300,000 
of them due to uterine fibroids. The average time 
off from work to recover from a hysterectomy is six 
weeks, or about 144 million lost work hours. For 
every 10,000 hysterectomies performed, 11 women 
die; approximately 660 women die each year from 
complications of hysterectomy in the U.S. 

There is a great deal of confusion among the pub- 
lic over the precise meaning of hysterectomy. A bet- 
ter understanding contributes to better psychological 
acceptance of the event. A “total” hysterectomy 
refers to removal of the uterus and cervix. “Partial” 
refers to removal only of the body of the uterus. If 
the fallopian tubes and ovaries are removed, the 
procedure is called a “total hysterectomy bilateral 
salpingoophorectomy.” A hysterectomy can be done 
vaginally or via an abdominal incision. 

Some women experience sexual dysfunction fol- 
lowing hysterectomy. Women who had preexisting 
sexuality problems are more likely to develop post- 
operative problems than are women who enjoyed a 
healthy sex life prior to surgery. Sexual problems can 
result from underlying poor self-concept; a woman 
who equates sexuality with fertility may feel like 
“less of a woman” without a uterus; a woman who 
has been raised to think sex is evil unless aimed at 
procreation may feel guilty about sexual activities 
following hysterectomy. Some women experience 
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painful intercourse after a hysterectomy; this can be 
due to vaginal dryness if the ovaries were removed 
or due to loss of some of the lubricating glands. 

Part of female orgasm consists of rhythmic uter- 
ine contractions; while women still experience 
orgasm, some women are aware of a difference in 
internal sensations with orgasm. 

However, many women experience an improve- 
ment in sexual relations if the hysterectomy 
successfully treated a painful condition such as 
endometriosis or if a bleeding problem made sexual 
activity messy or distasteful. 

See also DEPRESSION. 
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hysteria A medical diagnostic term for illnesses 
characterized by emotional outbursts and trans- 
formation of unconscious conflicts into physical 


symptoms, such as pain, paralysis or blindness. 
The term encompasses a wide range of symp- 
toms that are usually attributed to mental stress. 
Derived from the ancient Greek word hysteron, 
meaning “uterus,” the term was first used to refer 
only to diseases of women that ancients explained 
arose from problems in the uterus. Until the late 
1800s, when Sigmund Freud presented a case of 
male hysteria, the illness was considered solely a 
female problem. 

Psychiatrists say that the term is no longer helpful 
in diagnosis, and symptoms formerly grouped under 
this term are now included in more specific diagnos- 
tic categories such as conversion disorder, dissocia- 
tive disorders, somatization disorder and factitious 
disorder. 

Mass hysteria refers to the psychological spread 
of symptoms (for example, itching, nausea or faint- 
ing) from person to person. This situation occurs in 
schools or institutions in response to group tensions 
or worries, such as worries about the threat of tox- 
ins in the water supply. 

See also FREUD, SIGMUND. 


iatrogenic psychiatric disorder Symptoms that 
mimic psychiatric disorders induced by prescribed 
medications. This seems to happen more in elderly 
individuals than in younger people. For example, 
patients treated with diuretics for hypertension may 
have a potassium deficiency that produces fatigue, 
appearing to be depression; propranolol may have a 
similar effect. Digitalis toxicity and phenytoin (Dilan- 
tin) toxicity can induce fatigue and mental confusion 
that may mimic depression, psychosis or dementia. 
Anxiolytic drugs and hypnotic drugs can also produce 
symptoms that appear to be a psychiatric disorder, 
such as confusion, lethargy or withdrawal. Some- 
times the diagnosis of a psychiatric condition due to 
prescribed drugs can be made from the individual’s 
history. In other cases, laboratory tests are needed. 

See also PHARMACOLOGICAL APPROACH in BIBLI- 
OGRAPHY. 


Andreason, Nancy C., and Donald W. Black. Introductory 
Textbook of Psychiatry. Washington, D.C.: American Psy- 
chiatric Association, 1991. 


id According to Sigmund Freud, the id consists 
of human instincts and the energy associated with 
them. He believed that there were no conflicts 
within the id and that all functions existed side by 
side to fulfill the id’s aims. When the newborn has to 
obtain substances from the environment to survive, 
aims are met by initiating activity such as breathing, 
crying or sucking. When conflicts occur between the 
internal and external realities, one portion of the id 
was modified to become the ego, which would deal 
with the conflicts between the internal and external 
worlds and mediate between what the individual 
needed and what was possible. 
See also EGO; FREUD, SIGMUND. 
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idealization A mental mechanism in which the 
person attributes exaggeratedly positive qualities to 
the self or others. 


ideas of influence Ideas that a source, such as a 
radio or television broadcast, speaker, animal or 
voice is telling one what to do or is influencing 
behavior. The individual takes these messages seri- 
ously and does not question the fact that no one 
else hears them. This symptom is often a character- 
istic of schizophrenia. 

See also DELUSION; IDEAS OF REFERENCE; PARA- 
NOIA; SCHIZOPHRENIA. 


ideas of reference Insignificant remarks, state- 
ments or events interpreted by the individual to 
have some special meaning to him or her. For 
example, one who walks into a room and sees 
people laughing may think they are laughing at 
her or him. For another individual, items read in 
the newspaper or heard over the news on televi- 
sion are thought to have some special meaning for 
that person. The individual may be suspicious but 
recognizes that the ideas may be erroneous. When 
the individual truly believes that the statements or 
events refer to him or her, this is considered a delu- 
sion of reference. Ideas of reference are a character- 
istic of paranoid schizophrenia. 
See also PARANOIA; SCHIZOPHRENIA. 


identification A defense mechanism, an uncon- 
scious process, by which one patterns oneself after 
some other person. Identification plays a major 
role in the development of personality, specifically 
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the superego. This is different from role modeling, 
which is a conscious process. 
See also DEFENSE MECHANISMS; SUPEREGO. 


identity In psychological terms, a central aspect 
of the healthy personality that involves an inner 
awareness of the self. Identity includes an under- 
standing of one’s capabilities, innermost hopes and 
fears, as well as an ability to identify with others, 
share in their goals and participate in a society. 

See also MENTAL HEALTH. 


idiotsavant An individual who shows general low 
mental ability but exhibits high ability in the areas 
of music, art, mathematics, geography, the calen- 
dar, motor coordination or extrasensory percep- 
tion. Idiot savants are also called “autistic savants” 
by some authorities. Others feel that their behavior 
stems from retardation rather than autism. 


Holmes, D. L. “Idiot Savant,” In Encyclopedia of Psychology, 
vol. 2, edited by Raymond J. Corsini. New York: Wiley, 
1984. 


illiteracy Illiteracy is a social problem in the 
United States and a personal problem for many 
individuals. Those who cannot read have a poor 
self-image and have difficulty obtaining employ- 





LITERACY, POVERTY AND CHILDREN 





e 70% of people with the lowest literacy skills have no 
full- or part-time job. 

e 17% of people with the lowest literacy skills receive 
food stamps. 

¢ 43% of people with the lowest literacy skills live in 
poverty. 

e As the education level of adults improves, so does 
their children’s success in school. 

e Helping low-literate adults improve basic skills 
affects the education and physical and mental 
health of their children. 





Source: The Humboldt Literacy Center. Available online. URL: http:// 
www.eurekawebs.com/humlit/fast_facts.htm. Last downloaded: 
January 17, 2006. 


ment with which to support themselves and their 
families. Illiterates or those who read very poorly 
feel inferior and frequently develop techniques to 
hide or compensate for their lack of reading ability. 
Embarrassment may also keep them from seeking 
help for their problem. 

According to the National Institute for Literacy, 
more than 20 percent of adults read at or below a 
fifth grade level, well under the level needed to earn 
a living wage. The National Adult Literacy Survey 
found that more than 40 million Americans ages 16 
and older have significant literacy deficiencies. 


illusion A distorted sensation, perception or 
memory, based on misinterpretation of a reality. 
For example, one may interpret seeing a pen or 
pencil as a dangerous knife. Optical illusions occur 
in daily life. An example is a narrow road that 
appears to come together ahead; or, when one is 
anxious and waiting, one may think that an hour 
has passed when only a few minutes have gone by. 
Illusions are usually brief and can be understood 
upon explanation. They may occur with anxiety or 
tiredness, as a reaction to drugs, as a result of cer- 
tain forms of brain damage or in delirium tremens. 
See also DELIRIUM TREMENS. 


imagery See GUIDED IMAGERY. 


imaging techniques See BRAIN IMAGING. 


imipramine hydrochloride The original tricyclic 
antidepressant drug (trade name: Tofranil), which 
is effective in treating depressive episodes of major 
depression and bipolar, dysthymic, panic and pho- 
bic disorders. Like other drugs in its class, imipra- 
mine may take up to three to four weeks to become 
effective. It is quite toxic in an overdose and may 
produce seizures or serious cardiac arrhythmias. 

See also ANTIDEPRESSANT MEDICATIONS; TRICYCLIC 
ANTIDEPRESSANT MEDICATIONS; PHARMACOLOGICAL 
APPROACH. 


immune system Cells and proteins that work to 
protect the body from possibly harmful microor- 
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ganisms such as viruses, bacteria and fungi. The 
immune system is involved in problems of allergies 
and hypersensitivity, rejection of tissues after grafts 
and transplants and probably cancer. 

Defects in the immune system cause the body’s 
own proteins to be misidentified as antigens, and 
the body then attacks them, resulting in autoim- 
mune disorders. 

Suppression of the immune system can occur as 
an inherited disorder or after infection with cer- 
tain viruses, including HIV (the virus that causes 
AIDS), resulting in lowered resistance to infections 
that are usually resisted and to the development 
of malignancies. There is evidence that severe 
stress and depression may inhibit normal immune 
function, but it has not yet been proven that the 
reduced function measured is of clinical signifi- 
cance. This research continues and may show that 
pathological stress responses and moods affect 
physical health. 

Many people believe that a positive mental atti- 
tude can influence the immune system in a positive 
way. 

See also HUMAN 
IMAGERY. 


IMMUNODEFICIENCY VIRUS; 


implosive therapy (implosion) A technique used 
in behavioral therapy in which the individual imag- 
ines an intense anxiety-producing situation for 
long periods of time without escaping. Developed 
by Thomas G. Stampfl, an American psychologist 
at the University of Wisconsin, this procedure is 
designed to eradicate the avoidance response that 
feeds the anxiety. 

See also BEHAVIOR THERAPY; CATHARSIS; PSYCHO- 
THERAPIES. 


impulse control disorders Several mental health 
disorders in which individuals are unable to resist 
an impulse or temptation that is harmful to them- 
selves or to others. These disorders include klepto- 
mania (shoplifting, stealing), pathological gambling 
and pyromania (setting fires). Some people are 
arrested for stealing and setting fires before a men- 
tal diagnosis is made. Individuals with these dis- 
orders should seek psychotherapy before their 


compulsions interfere with the rest of their lives in 
a personal or legal sense. 

Other impulse disorders may involve violent 
suicidal or self-mutilatory behavior. Evidence is 
developing that impulse disorders may be related 
to decreased serotonin levels in the brain. 

See also GAMBLING; SEROTONIN. 


incest Sexual intercourse between closely related 
individuals, within degrees wherein marriage is 
prohibited by law or custom. Almost all societies 
have some incest taboos. In some societies sexual 
intercourse between cousins or between uncles 
and nieces, aunts and nephews, is prohibited. 
In the United States, father-daughter, mother- 
son and brother-sister seem to be the most hei- 
nous infraction of mores. When sexual relations 
occur against a person’s will, even with a fam- 
ily member, the situation is considered sexual 
abuse. Many family members do not report such 
abuse to authorities out of fear of reprisal from 
the family member, fear of being abandoned or 
other reasons. 


indecision See DECISION MAKING. 


independent living services Support for a young 
person with a mental health problem who lives on 
his or her own. These services may be provided in 
therapeutic group homes or supervised apartment 
living and may include job placement. Services teach 
youths how to handle financial, medical, housing, 
transportation and other daily living needs, as well 
as how to get along with others. 


indigestion A variety of symptoms brought on by 
eating, including flatulence, heartburn, abdominal 
pain and nausea. It causes a burning discomfort in 
the stomach because the individual has eaten too 
much or too fast, or because the food consumed 
was too rich, spicy or fatty. Nervous indigestion 
is tied to stress. This stress generally results from 
anything that causes anger, anxiety, pain and fear. 
Stage fright, going for a job interview or going on a 
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first date are sometimes stressful situations that can 
cause indigestion. 

To keep stress levels in line, eat a balanced diet. 
Allow plenty of time for eating. Limit foods that 
cause indigestion; eat small meals four times a day. 
Get adequate sleep and practice deep breathing, 
visualization and other stress-reducing techniques. 


Belching 

Belching, or common burping, comes from the swal- 
lowing of air or from gas in the stomach caused by 
the chemical reactions of food and digestive juices. 
Many individuals feel stressed by the embarrass- 
ment that results from belching in a social situation 
or public place. To overcome the embarrassment, as 
well as the source of the problem, careful attention 
to diet may make a difference. Also, taking more 
time to select foods carefully and eat slowly may 
reduce the incidence of this annoying reaction. 

Belching may occur more frequently when an 
individual feels stressed because he or she either 
eats too fast or selects foods that contribute to 
heartburn, bloating and belching. In addition to 
diet, relaxation techniques may be useful. 


Bloating 


The term bloating applies to the full, distended feel- 
ing in the abdomen that occurs after overeating. 
Many people react to stressful situations by overeat- 
ing, eating too fast or eating spicy or greasy foods, 
all of which contribute to bloating. The discomfort 
causes further stress, as bloating leads to belching 
or burping, which can be socially embarrassing. 





TIPS TO RELIEVE ANXIETY DUE TO BLOATING 





e Relax before eating; eat and drink slowly. 

e Limit foods/beverages that contain air, such as 
carbonated drinks, baked goods, whipped cream 
and soufflés. Don’t smoke, chew gum, suck on hard 
candy or drink through straws or narrow-mouthed 
bottles. 

e Correct loose dentures. 

e Eat fewer rich foods, such as fatty meals, fried food, 
cream sauces, gravies and pastries. 

e Do not lie down immediately after eating. 

e Do not try to force yourself to belch. 





See also ANGER; ANXIETY; FEAR; IRRITABLE BOWEL 
SYNDROME; NAUSEA; NUTRITION; PAIN; RELAXATION; 
STAGE FRIGHT. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


inferiority complex First described by Carl Jung, 
an inferiority complex is a feeling of very low self- 
esteem and a feeling that other people are better 
looking, better achievers or more successful than 
oneself. Some children develop an inferiority com- 
plex because they are the victims of bullies as they 
are growing up. Other children do so because their 
parents have not encouraged them or belittle or 
overcriticize all their efforts. In some families one 
child may be compared unfavorably with another; 
this can lead to an inferiority complex. Some people 
have inferiority complexes because of their body 
image. Many people learn to raise their self-image 
during psychotherapy. 
See also COMPLEX; SELF-ESTEEM. 


infertility An inability to become pregnant and 
give birth to a child. Usually the diagnosis of infer- 
tility is made when a couple fails to conceive after 
at least one year of sexual intercourse without 
contraception; some reproductive endocrinologists 
make this diagnosis after six months. Infertility is 
often a cause of anxiety and stress for many cou- 
ples, particularly those who have delayed marriage 
and childbearing until their late thirties. This frus- 
trating and often anguishing problem affects about 
15 percent of all couples of childbearing age. 
According to William W. Hurd, assistant pro- 
fessor of obstetrics and gynecology, University of 
Michigan Medical Center, Ann Arbor, about one 
in 10 couples are considered “subfertile,” which 
means that their chances of having a baby with- 
out professional intervention are slim. The infer- 
tility rate increases dramatically with age; couples 
between ages 30 and 35 have a 33 percent chance 
of being subfertile, and the odds jump to 50 per- 
cent by the time they reach 40. The probability of 
becoming pregnant the “old-fashioned” way is less 
than 10 percent among couples age 40 and older. 
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Reasons why subfertility increases with time 
are largely based on changes that take place in a 
woman’s body as she ages. For example, older ova- 
ries produce less fertility-enhancing hormones. 
Additionally, middle-aged ova are not as receptive 
to sperm penetration, and they tend to be sponta- 
neously aborted once fertilized. During the 1980s, 
the number of American married couples unable 
to conceive diagnosed with an infertility problem 
rose from 15 percent to 20 percent. Infertility is 
touching an increasing number of young people 
whose reproductive systems have been damaged 
by chronic infections and sexually transmitted dis- 
eases such as gonorrhea and chlamydia. 

According to Dana A. Ohl, M.D., assistant pro- 
fessor of surgery, Section of Urology, University of 
Michigan Medical Center, Ann Arbor, anabolic ste- 
roids, which can lower sperm count drastically and 
sometimes irreversibly, will also leave an indelible 
mark on infertility statistics in the years to come; 
young men in high school who use steroids will 
find difficulty in impregnating their wives five to 10 
years from now. 

Infertility does not always mean that concep- 
tion is impossible. Many people with reproductive 
problems eventually have babies. According to the 
Center for Assisted Reproduction (CFAR), North- 
western University, Chicago, medicine has made 
great strides in the area of infertility in the last gen- 
eration. Forty years ago, physicians had neither the 
knowledge base nor the technology to offer infer- 
tile couples a lengthy list of options. Adoption was 
the principal and many times painful alternative. 
Doctors knew little then about the value of fertility 
drugs to stimulate ovulation or laparoscopy to view 
the pelvis and correct problems of the reproductive 
organs. They had not yet imagined the diagnostic 
and therapeutic value of in vitro fertilization (IVF), 
which moves the actual fertilization of the egg from 
the fallopian tubes inside the woman to a glass petri 
dish inside the laboratory. 

Today there are advances in at least seven areas 
that might affect fertility: ovulation, cervical, uter- 
ine and endometrial, tubal, pelvic and sperm. In 
diagnosing infertility, CFAR physicians look at the 
seven medical factors that, alone or in tandem, 
could prevent pregnancy. They want to know, for 
example, if the ovaries release an egg each month 


and, along with it, the necessary amount of hor- 
mones to allow for implantation. They also want 
to know if the male partner’s sperm is of sufficient 
volume, motility and quality to fertilize an egg. 

In approximately 40 percent of infertility cases, 
the problem is solely female; in another 40 per- 
cent it is solely male; in 17.5 percent of the cases, 
it involved both partners. In the remaining 3.5 per- 
cent of cases, infertility is never explained. 

While infertility problems were once considered 
the woman’s domain, today sperm production and 
motility, hormonal imbalances, anatomical factors, 
infections and inflammatory diseases are known to 
affect a man’s ability to father a child. Some men 
perceive their condition as a threat to their mascu- 
line identity, which they may associate with their 
sexual prowess. One of the best ways to get men to 
accept infertility is to encourage them to talk about 
their condition, both with their partners and with 
supports groups. For women, the inability to have a 
child can attack the depths of femininity. 

According to Ann Colston Wentz, M.D., CFAR, 
research has never established that stress causes 
infertility but rather that the reverse is true. When 
a couple is infertile, however, the partners become 
frustrated, anxious, hostile and angry. They ques- 
tion their own sexuality, and their infertility 
becomes one of the greatest stressors of their lives. 

However, according to Dr. Hurd, some research- 
ers have reported a correlation between stress 
reduction and increased fertility. When couples 
consciously stop trying for a while and replace their 
anxiety with relaxation, pregnancy rates have actu- 
ally been shown to increase. A study compared the 
effects of relaxation therapy on infertility. Research- 
ers took 100 people with unexplained infertility 
and did relaxation therapy on half of them. That 
half had a higher pregnancy rate than the half that 
did not have such therapy. 

The stress of infertility can also result in sexual 
problems, such as low or nonexistent sexual desire. 
Fortunately, for most couples, this is usually a situ- 
ational problem; when the infertility is resolved, 
the desire problem goes away. 

According to Sally A. Kope, M.S.W., a senior 
clinical social worker in the Department of Obstet- 
rics and Gynecology, University of Michigan Medi- 
cal Center, in couples facing ongoing infertility, 
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symptoms of overt depression can occur, including 
frequent crying, poor concentration and difficulty 
completing tasks. Such symptoms often resolve, 
however, as soon as the couple starts taking control 
of their future, even if it is the decision to stop try- 
ing so hard to have a baby. 

Couples interested in exploring how medical tech- 
nology can help them conceive should contact a local 
medical center for names of physicians who special- 
ize in infertility or reproductive endocrinology. 

See also PREGNANCY. 


Corson, Stephen L. Conquering Infertility: A Guide for Cou- 
ples. New York: Prentice Hall, 1990. 

Finn, Kristen Lidke. “Beating the Biological Clock: The 
Fertile Territory of Assisted Reproductive Technology.” 
Health Feature Service [University of Michigan Medi- 
cal Center Health News Service, Ann Arbor] (August 
1991). 

Hintz, Christine A. “... And Baby Makes Three.” North- 
western Perspective [Chicago] (Fall 1991). 


informed consent Agreement to a treatment plan 
for physical or emotional disorders. For example, 
one must give informed consent before undergo- 
ing electroshock treatment. If one is incompetent to 
sign a form indicating consent, another individual 
may do so. Elements of informed consent include 
the following: 


e Adequate and accurate knowledge and informa- 
tion must be given to the patient. 


e The patient has the legal capacity to consent. 
e Consent is voluntarily given without coercion. 


The term also refers to the right of the health 
care professional to release information learned 
during visits only with the consent of the patient. 

See also GUARDIANSHIP; LEGAL ISSUES. 


inhalants Breathable chemical vapors that produce 
mind-altering effects. More than 1,400 products, 
ranging from simple household items to industrial 
products, are potential inhalants and have a high 
potential for abuse. Products that have been abused 


include furniture polishes, fabric protector sprays, 
insecticides, insect repellents, hair sprays, deodor- 
ants and air fresheners. Many products come with 
warnings such as “Intentional use by deliberately 
concentrating and inhaling the contents can be 
harmful or fatal.” 

Historically, several substances have been abused 
for recreational purposes and psychological effects, 
such as nitrous oxide, ether and chloroform. Inhal- 
ant abuse by large populations was first reported in 
scientific literature in the early 1950s. Glue was the 
first widely reported inhaled substance. 

There are three main groups of inhalants that 
are abused: solvents, aerosols (gases) and nitrites 
and nitrous oxide. 


e Solvents are chemicals that can dissolve or break 
down another substance. Paint thinners or 
removers, degreasers, dry-cleaning fluids, gaso- 
line and glue are in this category, as well as office 
supply solvents such as rubber cement, correc- 
tion fluids and felt-tip-marker fluid. 


e Aerosols are chemicals that can be sprayed. 
These include medical anesthetic gases, such as 
ether, chloroform, halothane and nitrous oxide 
(“laughing gas”). Aerosols also include refriger- 
ant gases, propane cans and whipped cream dis- 
pensers, spray paint, butane (a compressed gas 
sold in canisters about the size of spray-paint 
cans that are used for refilling cigarette lighters) 
and Freon, the trade name for many gases used 
as refrigerants. 


e Nitrites are fragrant compounds or salts of nitrous 
acid. Organic nitrites include cyclohexyl, butyl 
and amyl nitrites and are commonly known as 
“poppers.” Volatile nitrites are often sold in small 
brown bottles labeled as “video head cleaner” 
“room odorizer,” “leather cleaner,” or “liquid 
aroma.” However, amyl nitrite is still used for 
medical purposes, such as in heart disease. It is 
the only nitrite approved for medical use. 


Inhaling volatile solvents and gases starves the 
body of oxygen because the lungs quickly absorb 
the vapors. The chemicals then pass into the blood- 
stream and are carried to the brain as well as other 
parts of the body. Intoxication or other physi- 
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cal and behavioral effects may occur as a result of 
exposure. 

Use of inhalants is highest during early adoles- 
cence; some young people may use inhalants as an 
accessible substitute for alcohol. Some try inhalants 
out of curiosity or because of peer pressure. Some 
who sniff believe that if they have a feeling of eupho- 
ria and feel high they will feel better about them- 
selves. Others sniff to escape boredom, depression, 
school problems or a troubled home life. According 
to the National Institute on Drug Abuse, chronic 
or long-term inhalant abusers are among the most 
difficult drug abuse patients to treat. Many suffer 
from cognitive impairment and other neurological 
dysfunctions and may experience many social and 
psychological problems as they grow older. 

The 2003 National Survey on Drug Use and 
Health revealed that approximately 23 million 
Americans ages 12 and older reported trying inhal- 
ants at least once during their lifetimes. The num- 
ber of new inhalant users was about one million in 
2002. As in prior years, these new users were pre- 
dominantly under age 18 (78 percent), and about 
half were male (53 percent). 

Sniffing, or breathing fumes directly from an 
inhalant substance, is done in several ways. The 
vapors of liquid solvents can be “sniffed” directly 
from an open container. People who abuse inhal- 
ants this way may also place liquid solvents into 
plastic bottles or soft-drink cans and inhale the 
fumes from the containers. “Huffing” or inhaling 
by mouth increases the concentration of the vapors 
and gives a greater effect. Users pour the solvent 
onto a piece of clothing and hold it over their 
mouths and noses for inhalation. Another popular 
method for using solvents is emptying the product 
into a bag and holding the bag opening firmly over 
the nose and mouth. Huffing is also the street term 
for any method of inhalant abuse. 


Effects of Inhalant Use 


Damaging, poisonous or toxic effects can occur 
from inhaling solvents, including nausea, sneez- 
ing, coughing, nosebleeds, bad breath, dizziness, 
loss of appetite and a feeling of fatigue. There may 
be confusion, slurred speech, a runny nose, tears, 
headache and blurred vision; hallucinations are not 
uncommon. 


SOME COMMON STREET TERMS 
ASSOCIATED WITH INHALANTS 





air blast inhalants 

buzz bomb nitrous oxide 

glading using inhalants 

huffer inhalant abuser 
bagging using inhalants 

climax isobutyl nitrate 

gluey sniffing or inhaling glue 


poor man’s pot inhalants 





Source: Office of National Drug Control Policy, Drug Policy 
Information Clearinghouse. 


Some symptoms of solvent abuse resemble alco- 
hol intoxication. Death can occur at any time, even 
during first-time use. Death can occur from heart 
failure because the heart’s rhythmic beat is dis- 
rupted and finally stops. Suffocation due to lack of 
oxygen in the lungs also can lead to death. 

Long-term use of glue as an inhalant causes the 
user to speak slowly, forget things and not think 
clearly because of toluene, the chemical found in 
glue. Brain scans of glue sniffers show that the cor- 
tex (the part of the brain that helps people think 
clearly) decreases in size. 

Inhalants can result in the user’s losing touch with 
surroundings, losing self-control, exhibiting bizarre 
and reckless behavior or becoming unconscious. 
Users can become dependent on inhalants and suffer 
painful symptoms or withdrawal if they stop using 
them. Anxiety, depression, headaches, abdominal 
pains and nausea, muscle cramps, shaking, trembling 
and sweating are common withdrawal effects. 


Treatment for Inhalation Abuse 


The number of admissions to treatment in which 
inhalants were the primary abused substance 
decreased from 2,883 in 1993 to 1,170 in 2003. The 
inhalant admissions represented 0.2 percent of the 
total drug/alcohol admissions to treatment during 
1993 and 0.1 percent of the treatment admissions in 
2003. During 2003, of those admitted, 74.3 percent 
were male and 68.8 percent were white. The average 
age of those admitted to treatment for inhalants dur- 
ing 2003 was 24 years, and nearly half of all admis- 
sions for inhalant use involved clients under age 20. 
See also ADDICTIONS; SUBSTANCE ABUSE. 
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inhibition The inner restraint that prevents indi- 
viduals from carrying out any mental or physical 
activity. As a psychoanalytic term, inhibition means 
unconsciously restraining instinctual impulses. 
People who have many inhibitions are often shy 
and withdrawn, whereas extroverted personalities 
are usually less inhibited. Some individuals who are 
extremely inhibited about certain areas of their life 
and activities may develop social phobias. These can 
be overcome with a variety of therapies, including 
behavioral therapy. Some people have inhibitions 
related to sexual activity; sex therapy helps some 
people in this area of life. 
See also PHOBIA; SEX THERAPY. 


inhibitory avoidance A term that describes learn- 
ing and remembering to avoid a formerly stressful 
response to an experience by inhibiting or not per- 
forming the previous behavioral response. The con- 
cept might also be referred to as active avoidance. 
Successful avoidance may reduce fear and help a 
person overcome reactions to phobias. 
See also COPING; FEAR; PHOBIA; STRESS. 


inkblot test See RORSCHACH TEST. 


inpatient hospitalization Mental health treat- 
ment provided in a hospital setting 24 hours a day. 
Hospitalization provides short-term treatment in 
cases where a person is in crisis and possibly is a 
danger to himself or herself or others, and it pro- 
vides diagnosis and treatment when the patient 
cannot be evaluated or treated appropriately in an 
outpatient setting. 


insanity The legal term for a severe mental illness 
that renders the person incapable of managing his 


or her own affairs in a competent manner. The def- 
inition of insanity and its legal aspects vary among 
states in the United States. Aspects of the definition 
may include guardianship, lack of responsibility 
for contracts or crimes and inability to distinguish 
between right and wrong. 

A person can be mentally ill or have an addiction 
problem but not be found legally insane as a defense 
for a felony. Most states require that it be proved 
that as a result of a mental disease (for example, 
schizophrenia, organic psychosis) or defect (men- 
tal retardation) an individual did not recognize the 
wrongfulness of the act or was unable to conform 
his or her behavior to the requirements of the law. 

See also GUARDIANSHIP; LEGAL ISSUES; MENTAL 
HEALTH. 


insanity defense See LEGAL ISSUES. 


insomnia Insomnia, the inability to sleep or stay 
asleep, is usually a symptom of other disorders. 
Among the most prevalent of the causes is a history 
of stress, recent grief or mental disorders such as 
anxiety or depression. According to a study reported 
in Canadian Family Physician (February 1992), insom- 
nia occurs in up to 35 percent of those patients who 
have depression, anxiety and mania. Certain pre- 
scription drugs (antihypertensives, antiasthmat- 
ics) along with caffeine, nicotine and alcohol are 
believed to account for another 12 percent of cases 
of insomnia. While alcohol helps some people fall 
asleep more easily, they awaken in about four hours 
with rebound insomnia. Other causes of insomnia 
include tolerance to, or withdrawal from, sedative- 
hypnotics, restless leg syndrome and sleep apnea. 

See also ANTIDEPRESSANT MEDICATIONS; ANXIETY; 
DEPRESSION; SLEEP. 


Harrison, Pam. “Insomnia Not a Diagnosis but a Com- 
plaint.” Canadian Family Physician 38 (February 1992). 


instinct An innate urge. Humans have needs for 
food, warmth, love and sex, but the instinct for sur- 
vival is probably the strongest. An instinct is differ- 
ent from a reflex, which is an involuntary response 
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to a stimulus, such as slowing down at the sound 
of a railroad train whistle. Sigmund Freud saw 
life as a contest between the two most important 
instincts, Eros—the life instinct, a positive creative 
force—and Thanatos—the death instinct, which is 
negative and destructive. 

See also FREUD, SIGMUND. 


insulin-shock therapy (insulin-coma therapy) A 
treatment for severe mental disorder, such as 
schizophrenia, consisting of intramuscular admin- 
istration of insulin, which results in a short-term 
hypoglycemia coma. The treatment is rarely used 
now because it has been replaced by electroconvul- 
sive (electroshock) therapy and psychoactive drugs, 
which are less dangerous and more effective. 
See also ELECTROCONVULSIVE THERAPY. 


integration A psychiatric term referring to the 
developmental process in which separate personal- 
ity characteristics, experiences, abilities and values 
are brought together. A “well-integrated person” 
is one who functions well in various relationships 
and at various levels. In the layperson’s language, 
such a person is “all together.” 


intelligence An ability to understand concepts and 
reason them out. Intelligence involves many factors, 
including speed of thought, learning and problem 
solving. It also includes the meaning of words, flu- 
ency with words, working with numbers, visualizing 
things in space, memory and speed of perception. 

Intelligence can be rated on a continuum, from 
highly gifted (IQ over 140) people on one end to 
mentally retarded people on the other. 

See also INTELLIGENCE TESTS. 


intelligence tests Tests planned to provide an esti- 
mation of a person’s mental capabilities. The result of 
standard tests is known as intelligence quotient (IQ). 
In recent years, there has been criticism of the use of 
intelligence tests as the basis for predicting whether 
a person can cope with certain jobs or pass certain 
examinations. Some say standardized tests are biased 


regarding gender and race. In any event, intelligence 
tests are useful in assessing effects of brain disease 
and in assessing the nature of a child’s problem so 
that effective remedial instruction can be initiated. 

There are many different tests; the most widely 
used is the Wechsler Adult Intelligence Scale 
(WAIS) and the Wechsler Intelligence Scale for 
Children (WISC). These are divided into sections 
relating to words and actions. Another test is the 
Stanford-Binet Test, the original of which was 
devised in 1905 by Alfred Binet (1857-1911), a 
French psychologist. Other tests focus on testing 
one particular aspect of intelligence. For example, 
the Goodenough-Harris test assesses performance 
by asking a child to draw a picture of a man. In 
scoring, details such as proportion of the body and 
details of clothing are counted. 

Scoring of intelligence tests is usually based on 
mental age (MA) in relationship to actual chrono- 
logical age (CA), as intelligence usually increases 
with maturity. 

See also MENTAL RETARDATION. 


intergenerational conflicts Intergenerational con- 
flicts result in particular threats to good mental 
health within the family. Because people live longer, 
it is not unusual to have family members represent- 
ing as many as three or four generations interacting. 
Having more than two of those generations living 
under one roof is less likely to occur today than in 
earlier times, but it is generally agreed that genera- 
tional conflicts are often due to living together in 
one residence. However, no matter how close or far 
apart the generations live, as long as they continue 
to meet and share holiday and other family celebra- 
tions, some areas of intergenerational conflict, often 
labeled as a generation gap, will persist. 

“Generation gap” refers to the inability to com- 
municate, viewing the same phenomenon with 
opposite conclusions, insensitivity to the feelings 
of others and criticism of one’s feelings and beliefs. 
In multi-generational families, the issue that most 
often involves all generations in areas of disagree- 
ment is behavior. 

Some young people often carry a stereotype of 
older adults as “living in the past,” overly conserva- 
tive and unable to understand either being young 
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or how much things have changed. While many 
young people admire and love older people and in 
specific instances (parents, relatives, friends, teach- 
ers) even use them as role models, the stress-filled 
intergenerational conflicts persist. 

A good deal of stress emanating from middle- 
aged and older adults toward the young is, in fact, 
due to the overpowering youth culture of the 1990s 
and early 2000s. In addition, older people’s view 
of the younger generation may be colored by their 
own feelings of self-achievement and life satisfac- 
tion. When they feel good about themselves, they 
are more likely to have higher expectations of the 
younger generation. 

See also BABY BOOMERS; COMMUNICATION; ELDERLY 
PARENTS; LISTENING; PUBERTY AND PUBERTY RITES. 


interpersonal psychotherapy An approach that 
focuses on one-on-one conversations, concentrat- 
ing on the patient’s life and relationships within the 
family, social and work environments. The goal is 
to identify and resolve mental health problems with 
insight as well as build on the person’s strengths. 


intimacy A very close association and friend- 
ship between individuals. Emotional intimacy can 
exist between lovers, friends, siblings or children 
and parents. There is evidence that intimacy can 
be linked to good health, but when a relationship 
turns sour and the intimacy disappears, it can be a 
threat to good mental health for many people. 


Good Health and Close Relationships 


Evidence suggests that when individuals have 
happy relationships, the likelihood of disease and 
complications from disease is far less, according to 
Len Sperry, M.D., Duke University Durham, North 
Carolina. A five-year study found that unmarried 
heart patients who did not have a confidant were 
three times more likely to die from cardiac dis- 
ease than those who were married or had a close 
friend. Similar findings were presented in a Cana- 
dian study of 224 women with breast cancer. Seven 
years after they had been diagnosed, 76 percent of 
the women with at least one intimate relationship 
survived. The explanation for this, Sperry says, is 


PRESERVE GOOD MENTAL HEALTH 
WITH INTIMATE RELATIONSHIPS 





e Do not plunge in. Relationships should develop 
slowly. 

e Autonomy is important; do not lose control of your 
own needs. 

e Do not expect perfection in yourself or the other 
person. 

e Set boundaries and recharge; use periods of distance 
to strengthen your sense of self. 

e Accept criticism, rejection and disappointment as a 
fact of life. 

e Maintain a life away from the relationship. 





that feeling cared about and important helps main- 
tain a person’s optimism in times of stress. These 
emotional boosts translate into a strong immunity 
that helps fight disease. 


The Stress and Fear of Intimacy 


Author of the book, Too Close for Comfort: Exploring 
the Risks of Intimacy, Geraldine Piorkowski, Ph.D., 
explored the theory that the fears and stresses of 
intimacy can be healthy when they are realistic 
and protective of the self. Piorkowski suggests that 
individuals reflect and learn from past experiences, 
schedule enough time to develop these relation- 
ships, be willing to share feelings with others, work 
at relationships but allow for failures and be on 
intimate terms with more than one person. 

Dr. Piorkowski comments, “There is a level of 
imperfect intimacy that is good enough to live 
and grow on. In good-enough intimacy, painful 
encounters occasionally occur, but they are bal- 
anced by the strengths and pleasures of the rela- 
tionship. There are enough positives to balance the 
negatives. People who do well in intimate relation- 
ships don’t have the perfect relationship, but it is 
good enough.” 


Cyberspace Relationships 
More and more people are developing relationships 
online. They meet in chat rooms, and, for more 
intimacy, carry on communication through e-mail 
and exchange photos via the Internet. There’s also 
an addictive quality to conversing online, which 
makes it easy to get too close too quickly. Some 
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people lie about themselves, thereby wasting the 
other person’s time and destroying their intimacy. 
There is also a real danger involved in cyberspace 
relationships: Pedophiles use chat rooms to find 
their next victims, marriages have ended and mur- 
ders have been committed—all in the name of 
intimacy. 


Piorkowski, Geraldine K. Too Close for Comfort: Exploring 
the Risks of Intimacy. New York: Plenum Press, 1994. 


introversion A personality characteristic marked 
by self-reliance and a preference for working or 
doing recreational activities alone. This is in con- 
trast to extroversion, a characteristic of a more 
outgoing character. Introverts may be preoccupied 
with their own inner thoughts and feelings rather 
than with other people. Introverts tend to be rather 
contemplative and sensitive people and may seem 
aloof to others. 


intrusive symptoms Experiences in which sur- 
vivors of traumatic situations relive the situation 
or become distressed by reminders of the trau- 
matic event or situation. Symptoms might include 
unwanted thoughts and images, nightmares and 
bad dreams, extreme distress when exposed to a 
trigger or reminder and a physiological response to 
triggers that might include rapid heartbeat, short- 
ness of breath and sweating. 
See also POST-TRAUMATIC STRESS DISORDER. 


involutional melancholia An obsolete term refer- 
ring to a depressive disorder that was commonly 
believed to affect people, particularly women, at 
mid-life and after. Today it is diagnosed as major 
depression. 

See also CLIMACTERIC; MENOPAUSE. 


iproniazid Known by the trade name Marsalid, 
this drug was one of the first in the monoamine 
oxidase (MAO) inhibitor class. It is no longer used 
in the United States. 


See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; MONOAMINE OXIDASE INHIBITORS. 


irrational beliefs Ideas that are unreasonable and 
unrealistic; such ideas are characteristic of some 
mental illnesses. For example, mentally ill persons 
frequently have unrealistic concepts such as a feel- 
ing that everyone is or should be paying attention to 
them or that they are being persecuted (paranoia). 
They may feel that they are being poisoned or that 
the government or other powerful organizations 
are eavesdropping or tapping their telephone. Some 
people who are not mentally well may develop fixa- 
tions and feel that they have personal relationships 
with movie stars, political figures or other celebri- 
ties. These fixed beliefs are considered delusions. 

Experiences and ideas that cannot be proved 
rationally are also present in the population that 
does not have mental disorders. According to a 
recent Gallup poll, one out of four Americans 
believes in ghosts, and 55 percent of Americans 
believe in the devil. One in four Americans feels 
that he or she has had a telepathic experience, and 
17 percent believe that they have been in touch 
with someone who has died. While only 18 percent 
of the population admits to being very or somewhat 
superstitious, another 16 percent admits to a slight 
level of superstition. Black cats crossing the path 
leads the list of experiences to be avoided, followed 
by walking under a ladder. 

See also DELUSION; SUPERSTITION. 


Gallup, George, Jr., and Frank Newport. “Belief in Psy- 
chic and Paranormal Phenomena Widespread among 
Americans.” Gallup Poll Monthly (August 1990). 


irritable bowel syndrome (IBS) A chronic disor- 
der of the colon. Most IBS symptoms are related 
to an abnormal movement pattern of the colon. 
In people who have IBS, the muscle of the lower 
portion of the colon contracts abnormally. An 
abnormal contraction, or spasm, may be related 
to episodes of crampy pain. Sometimes the spasm 
delays the passage of stool, leading to constipation. 
At other times, the spasm leads to more rapid pas- 
sage of feces, or diarrhea. 
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In the United States, population-based studies 
estimate the prevalence of IBS at 10 to 20 percent. 
Of people who have the disorder, approximately 
10-20 percent seek medical care. In Western coun- 
tries, women are two to three times more likely to 
develop IBS than men. 

Though IBS can cause a great deal of discomfort, 
it is not serious and does not lead to any serious dis- 
ease. However, for some people it can be disabling. 
Some people may be afraid to go to dinner parties, 
seek employment or travel on public transporta- 
tion. However, with attention to proper diet, stress 
management and sometimes medication prescribed 
by a physician, most people with IBS can keep their 
symptoms under control. 

Because doctors have been unable to pinpoint its 
organic cause, IBS has often been considered to be 
caused by emotional conflict or stress. Many indi- 
viduals who suffer from anxiety disorders, panic 
attacks or panic disorder also suffer from IBS. 

In addition to stress, there are other contributing 
factors. For example, eating causes contractions of 
the colon. Normally, this response may cause an urge 
to have a bowel movement within 30 to 60 minutes 
after a meal. In people with IBS, the exaggerated 
reflex can lead to cramps and sometimes diarrhea. 

Stress also stimulates colonic spasm in people 
with IBS. This process is not clearly understood, 
but scientists point out that the colon is partially 
controlled by the nervous system. Mental health 
counseling is sometimes helpful for alleviating the 
symptoms due to IBS. However, according to the 
American College of Gastroenterology, this does not 
mean that IBS results from a personality disorder. 


Self-Help Relief from IBS 

For many people, eating the proper diet helps lessen 
IBS symptoms. Before considering a change in diet, 
one should note whether any particular foods seem 
to cause distress; these facts should be discussed 
with a physician. If dairy products cause symptoms 
to flare up, one can try decreasing the amount con- 
sumed at any one time. Yogurt can be a satisfactory 
substitute. 

Dietary fiber, present in whole grain breads and 
cereals and in fruits and vegetables, also has been 
shown to be helpful in lessening IBS symptoms. 
High-fiber diets keep the colon mildly distended, 


which helps prevent spasms from developing. Some 
forms of fiber also keep water in the stools, thereby 
preventing hard, difficult-to-pass stools from form- 
ing. High-fiber diets may cause gas and bloating; 
however, over time, these symptoms may dissipate 
as the digestive tract becomes used to the increased 
fiber intake. 

Large meals may also cause cramping and diar- 
rhea in some people. Eating smaller meals more 
frequently, or eating smaller portions of foods at 
mealtimes (especially foods that are low in fat and 
rich in carbohydrates and protein), may also help 
alleviate symptoms. 


Pharmacologic Therapy 

Some doctors prescribe a combination of antispas- 
modic drugs and tranquilizers to help relieve symp- 
toms. The major concerns in drug therapy of IBS 
are dependency on the medication and the effects 
the disorder can have on lifestyle. In an effort to 
regulate colonic activity or minimize stress, some 
patients become dependent on laxatives or tran- 
quilizers. If this becomes the case, the physician 
should try to withdraw the drugs slowly. 

See also ANXIETY; GUIDED IMAGERY; MEDITATION; 
RELAXATION. 


Cunningham, Chet. The Irritable Bowel Syndrome (I.B.S.) 
and Gastrointestinal Solutions Handbook. Leucadia, Calif.: 
United Research Publishers, 1995. 

Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


isocarboxazid An antidepressant drug in the 
monoamine oxidase inhibitor (MAOI) class (trade 
name Marplan). It is effective in the treatment of 
major depression, dysthymic disorder and atypical 
depression. It is also useful in the treatment of panic 
disorder and the phobic disorders. All MAOIs can 
produce serious adverse reactions; patients should 
be supervised closely and must follow a special diet 
and avoid certain foods and medications that can 
cause a reaction. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; MONOAMINE OXIDASE INHIBITORS; TYRAMINE. 


isolation See LONELINESS. 


Janimine Trade name for imipramine hydrochlo- 
ride, a tricyclic antidepressant drug. Imipramine is 
the prototype of the tricyclic antidepressants and is 
effective in the treatment of depressive episodes of 
major depression and bipolar, dysthymic, panic and 
phobic disorders. 

See also ANTIDEPRESSANT MEDICATIONS; IMIPRA- 
MINE HYDROCHLORIDE. 


Japan, stress in See KAROSHI. 


jealousy An emotion that encompasses a contin- 
uum of envy, reduction in self-esteem and hostil- 
ity toward another. Jealousy is a feeling that some 
infants experience when a new sibling arrives. In 
adults, jealousy occurs when one’s mate has a rela- 
tionship with another individual, or in a divorce sit- 
uation when one partner feels abandoned because 
his or her partner has been attracted to another 
individual. Sexual jealousy, real or imagined, can 
trigger abuse of a spouse. Sexual jealousy is also 
referred to as the “Othello syndrome,” which may 
be a type of delusional disorder, and has been 
reported to respond to medication therapy. 
Homosexual jealousy may be more common 
among males than among female homosexuals, 
possibly because they are in a fairly closed commu- 
nity with some degree of social prejudice against it. 
See also EMOTIONS. 


Buunk, Bram, and Ralph B. Hupka. “Cross Cultural Dif- 
ferences in the Elicitation of Sexual Jealousy.” Journal 
of Sex Research 23, no. 1 (February 1987). 


jet lag A disruption of one’s body rhythms (cir- 
cadian rhythms) resulting from traveling through 
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several time zones within a short span of time. It 
takes many individuals several days to readjust 
their sleep schedule, appetite and ability to concen- 
trate well while recovering from jet lag. 

See also CIRCADIAN RHYTHMS. 


Wingler, Sharon. Travel Alone and Love It: A Flight Atten- 
dant's Guide to Solo Travel. Willowbrook, Ill.: Chicago 
Spectrum Press, 1996. 


job change Making the transition into a new 
position, whether continuing to work for the same 
company or for a new one. Both situations can be 
a challenge to good mental health, and both have 
pros and cons. Coming from the outside means the 
individual does not have to worry about managing 
coworkers or friends. However, when the individ- 
ual does not have a mentor or friend in a new com- 
pany, he or she has no one to rely on or explain 
corporate policies and politics. Starting out fresh 
also means not knowing what employees are good 
at, who the hard workers are and who sloughs off. 

Promotion, whether from within or without, 
can also significantly raise stress levels because it 
raises fear of incompetence and fear of failure. Usu- 
ally these fears and stresses will go away once the 
new position is mastered and evidence of success 
becomes visible. 


Job Change and Savings 

Changing jobs, traditionally confined to the young- 
est workers in the labor force, is growing more 
common among experienced managers and the 
result may be a serious depletion of retirement 
savings and anxieties about money, according to 
Challenger, Gray & Christmas Inc., an international 
outplacement firm that tracks workplace trends, in 
What's Next?: Challenger Workplace Outlook, 2001. 
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Challenger statistics show that jobless manag- 
ers and executives, average age 45, have had four 
or more jobs during their careers. With a new job 
every four or five years, there is not much time to 
build a nest egg, especially since many corporate 
retirement programs are based on a vesting sched- 
ule. For example, an employee with two years on 
the job may only receive 20 percent of the contri- 
butions into his or her retirement fund. 

The problem is exacerbated by the fact that many 
job switchers do not properly transfer employer- 
retirement savings when switching jobs. One recent 
poll found that more than two-thirds of job chang- 
ers take cash payouts on their 401k plans, which, 
when withdrawn before the age of 59%, result in as 
much as a 40 percent loss in one’s nest egg due to 
penalty fees and taxes. 

See also JOB SECURITY; WORKPLACE. 


Snyder, Don J. The Cliff Walk: A Memoir of a Job Lost and a 
Life Found. Boston: Little, Brown, 1997. 


job security Lack of job security is a major cause 
of instability and stress for workers throughout the 
world. This was not an issue or concern 30 to 40 
years ago. Then, many employers had implicit or 
explicit long-term employment contracts with their 
workers, contracts that emphasized management’s 
commitment and pledge to minimize the need for 
layoffs. Wages and job benefits increased over the 
years, and it was not unusual for the company to pay 
the total cost of employees’ health care and charge 
minimally for family coverage. This job security led 
workers to expect to remain in their jobs for many 
years; it was not unusual for workers to devote their 
entire working lives to one company, retiring with 
the traditional gold watch and company pension. 

During the later 1990s and 2000s downsizing, 
layoffs, mergers and other organizational changes 
have greatly altered the job security picture. 
Employers are no longer sharing their wealth; raises 
and employee benefits have been scaled back. Full- 
time jobs are harder to find. 

See also JOB CHANGE; LAYOFFS; WORKPLACE. 


journal keeping (journaling) Writing things is 
practical advice for dealing with confusion and 


problems. Writing can put the individual close to 
or further from his concerns. Writing and reading 
what has been written sometimes exposes one’s 
subconscious, suppressed feelings that can be dealt 
with more constructively when they are recognized. 
In this sense a diarist may get closer to himself and 
better understand self-motivations. 

Some mental health professionals say that 
symptoms such as anxiety, depression and apa- 
thy are actually masks for envy, jealousy and rage 
turned inward at the self. Writing may help to get 
to the core of such feelings by bringing some of the 
repressed thoughts and attitudes into the open and 
eliminating some of the restrictions that sap energy 
and limit productivity. Some diarists have found it 
useful to write a portrait of a person whom they 
envy or who has angered them. The portrait some- 
times reveals qualities of their own (which they 
see in the other person) that they wish to either 
develop or change. 

The cathartic effect of writing involves a distanc- 
ing from negative feelings and experiences. Once the 
feelings or experiences are described on paper, the 
writer frequently has a sense of being rid of them, 
of being ready to go on to something else. Simply 
the act of writing may also give a sense of con- 
trol, a way of giving some order and manageability 
to problems. List making in a diary has also been 
found to be a good way of setting goals and giving 
order to what may seem to be an enormous or cha- 
otic task. Keeping a journal has also been useful for 
the person who is attempting to control addictive 
or obsessive behavior. The diary not only improves 
self-understanding and serves as a way to record 
progress but also gives the individual something she 
can refer to when she wants a drink or a cigarette or 
is about to give in to a desire to overeat. 

Journal keeping is used by many support groups 
for overeaters, as well as those who wish to stop 
smoking or drinking. Writing in a journal or diary 
also serves the obvious purposes of recording the 
events and impressions of the day and of improving 
writing style. 

See also CONTROL; EATING DISORDERS; SUPPORT 
GROUPS. 


Adams, Kathleen. Journal to the Self. New York: Warner 
Books, 1990. 
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Jung, Carl (1875-1961) Swiss psychiatrist and 
founder of analytical psychology. In his early years, 
Jung was associated with the psychoanalytic school 
because it recognized the influence of the uncon- 
cious. However, he broke away from Sigmund 
Freud’s theories of infantile sexuality and instinc- 
tual impulses and, instead, believed that humans 
are motivated by moral and spiritual values more 
than psychosexual drives. In his theory of ana- 
lytic psychology, key concepts include the ego, an 
entity in which conscious and unconscious forces 
are integrated and individualized; the personal 
unconscious, including half-forgotten memories and 


experiences; and the collective unconscious. Jung 
viewed personality dynamics in terms of opposite 
forces, such as conscious and unconscious values, 
and introversion and extraversion. 

Jung advocated a form of therapy to help patients 
face and overcome difficulties by eliciting uncon- 
scious forces to solve problems and realize poten- 
tial. This process usually involves spirituality and 
studying dreams and drawings but does not utilize 
the Freudian method of free association. 


juvenile delinquency See CONDUCT DISORDER. 
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Kabat-Zinn, Jon, Ph.D. Founder and director of 
the Stress Reduction Clinic, University of Massa- 
chusetts Medical Center, Worcester, where he is 
also an associate professor of medicine. 

He is the author of popular books about mental 
health, including Mindfulness Meditation in Everyday 
Life (1993) and Full Catastrophe Living: Using the Wis- 
dom of Your Body and Mind to Face Stress, Pain and Ill- 
ness (1991). 

Dr. Kabat-Zinn is a proponent of mindfulness 
meditation, a more than 2,000-year-old Buddhist 
method of living fully in the present. This approach 
offers a unique way to cope with stress and illness 
because mindfulness meditation can help induce 
deep states of relaxation and, at times, directly 
improve physical symptoms. 

Other forms of meditation involve focusing on a 
sound or the sensation of breath leaving and enter- 
ing the body; anything else that comes up in the 
mind during meditation is seen as a distraction to 
be disregarded. Mindfulness, on the other hand, 
is “insight” meditation. It encourages one to note 
any thoughts and observe them nonjudgmentally, 
moment by moment, as they occur in one’s aware- 
ness. This practice of observing thoughts, feelings 
and sensations can help one become calmer and 
have a broader perspective on one’s life. It involves 
a significant commitment to oneself; it is a way of 
life. 

In his writings, Dr. Kabat-Zinn explains how to 
live in the moment by taking up such techniques 
as “non-doing,” trust and concentration. He shows 
readers meditation postures and describes ways to 
meditate, including visualizing mountains and lakes 
and concentrating on walking or standing. 

Like many mind/body techniques, mindfulness 
has just begun to be explored scientifically. Typi- 
cally, the training program for mindfulness medi- 


tation lasts eight weeks. Controlled studies are 
investigating whether mindfulness meditation can 
influence the healing process and help in treating 
many diseases. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; MEDITATION; RELAXATION. 


Kabat-Zinn, Jon. Full Catastrophe Living: Using the Wisdom 
of Your Body and Mind to Face Stress, Pain and Illness. New 
York: Delacorte, 1991. 

. Wherever You Go, There You Are: Mindfulness Medita- 

tion in Everyday Life. New York: Hyperion, 1994. 





karoshi Karoshi, or “death from overwork,” has 
become synonymous with stress in Japan. In an 
article in Alternative Therapies magazine (July 1995) 
C. Frank Lawlis, Ph.D., wrote “People [in Japan] 
are literally dying at their workstations. It appears 
that their entire physiological system collapses or 
shuts down.” 

Lawlis drew from a 1989 study by Chiyoda Fire 
and Marine Insurance, Ltd., one of the top insur- 
ance carriers in Japan. Chiyoda, which covers more 
than 100,000 Japanese corporations, conducted a 
major study on the health problems Japanese peo- 
ple are likely to encounter. One important conclu- 
sion of the study was that stress played a major role 
in 40 percent of the health problems. 

In 1997 Dr. Katsuo Nishiyama of Japan, published 
a paper in the International Journal of Health Services 
(February 4, 1997) in which he reviewed the history 
of karoshi and progress to stop the increase in the 
disease. The process of work intensification, he said, 
has resulted in night shift work, increased scheduled 
and unscheduled overtime and holiday work and 
formal and informal functions during off-work time. 
A low base pay forces people to work hard to get 
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extra benefits. Low allowances for overtime, night 
shifts and other additional hours drive workers to 
work longer hours and more nights and holidays. 

According to Nishiyama, three psychosocial 
components lead to excessive job strain: psycho- 
logical job demands, work control and work related 
social support. Workers in high demand, low con- 
trol and low social support jobs are at increased risk 
for developing and dying of cardiovascular disease. 
However, he suggests that karoshi should not be 
thought of as a solely Japanese phenomena. Work- 
ers in other countries who are exposed to a similar 
system of work organization and management phi- 
losophy also report stress related symptoms. Types 
of disorders thought to be stress related in the West 
include elevated blood pressure, digestive system 
disorders, work related musculoskeletal disorders, 
depression, anxiety and certain behaviors such as 
drug and alcohol use. 

See also ACCULTURATION; CULTURE-RELATED SYN- 
DROMES; WORKPLACE. 


kinesics The study of communication as expressed 
through facial expression and other body move- 
ments. Theories and techniques of studying this 
type of nonverbal communication were developed 
by Ray L. Birdwhistell (1918-94), who found that 
certain gestures and expressions were specifically 
male or female and also related to regional and 
national groups. Body language also changes with 
mood, health, age and degree of tension or relax- 
ation. Birdwhistell developed his theories with the 
use of photography and with a notation system of 
symbols called kinegraphs to describe gestures and 
expressions. 
See also BODY LANGUAGE. 


Birdwhistell, Ray L. Kinesics and Context. Philadelphia: 
University of Pennsylvania Press, 1970. 


kleptomania An overwhelming desire to steal or 
to pick up things that do not belong to oneself. An 
example is shoplifting, which accounts for count- 
less lost millions of dollars’ worth of merchandise 
from retail businesses around the world. Klep- 
tomania may be a form of compulsion, similar to 


compulsive gambling in some cases. Some klepto- 
maniacs are highly professional people and, when 
apprehended, have no explanation for their behav- 
ior. Some kleptomaniacs perform their compulsion 
frequently; others are very selective and only do 
it when they believe that they will not be caught. 
Many famous and highly respected people are 
arrested in the United States every year for petty 
thievery, some of which may be compulsive. 
See also OBSESSIVE-COMPULSIVE DISORDER. 


Klonopin Trade name for the benzodiazepine 
medication clonazepam. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


Kohut, Heinz (1913-1981) Austrian-born Amer- 
ican psychoanalyst. His work combined an interest 
in neurology, neuropathology and literature that 
led him to psychoanalysis. He developed a “self 
psychology” theory that challenged many of the 
theories of Sigmund Freud. Although Freudian in 
his training, Kohut differed with Freud’s concept of 
sex and aggression as the basis of human emotion 
and personality structure. Instead he explored his 
interest in the narcissistic personality, which he felt 
was caused by social and family pressures rather 
than Oedipus conflict. Those who have followed his 
teachings and applied his theories in working with 
patients are known as Kohutians. His major works 
include The Analysis of the Self (1971), The Restoration 
of the Self (1977) and The Search for the Self (1978). 

Kohut also differed from contemporary mental 
health practitioners and aroused criticism by being 
supportive to his patients rather than using the 
usual confrontational, challenging methods com- 
mon in the field. Kohut was born in Vienna; in the 
United States he worked at the University of Chi- 
cago hospitals and the Institute for Psychoanalysis 
of Chicago. 

See also FREUD, SIGMUND; NARCISSISM; PSYCHO- 
ANALYSIS; PSYCHOTHERAPIES. 


Korsakoff’s syndrome (psychosis) An organic 
syndrome that occurs in some chronic alcoholics, 
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in some individuals who have severe head trauma amnesia, confusion, confabulation (made-up sto- 
and in several other conditions, such as prolonged ries) and disorientation. 

infections, metallic poisoning or brain tumor. It was 

described in 1898 by Sergei Korsakoff (1854-1900), 

a Russian neurologist. Major symptoms include kundalini See yoca. 


labile A term used in medical reports and records 
meaning likely to undergo change, or unstable. In 
mental health, the term is sometimes used to refer to 
emotional instability. Blood pressure that has a ten- 
dency to fluctuate is sometimes described as labile. 


laboratory tests A variety of different tests are 
available to determine medical conditions (such as 
thyroid deficiency) that may contribute to depres- 
sion, anxiety and other conditions that may detract 
from good mental health. Tests involve analyzing 
chemicals in the blood and/or urine or measuring 
brain waves. 

The metabolism of the brain is separate from 
body metabolism to a great extent because of the 
existence of a physiological blood brain barrier 
that selectively allows chemicals to pass from the 
blood to the brain and back. There are presently 
no reliable tests for clinical use. Many tests used for 
research in mental illness have been advocated as 
useful, but none has been established as clinically 
useful to diagnose mental illness. 

Tests of certain chemicals in cerebrospinal fluid, 
blood or urine, in response to the administration of 
challenges by single doses of hormones or chemicals 
that react in the brain, are producing new knowl- 
edge about some of the biochemical factors in some 
mental illnesses. 

Neurological tests such as electroencephalo- 
grams, CAT (computerized axial tomography) scans 
and MRI (magnetic resonance imaging) are used to 
rule out neurological causes. “High-tech” research 
instruments, such as PET (positron emission tomog- 
raphy) scanning, allow for measurement of chemi- 
cal changes in the human brain, while magnetic 
resonance spectroscopy (MRS) is able to measure 
chemical changes in certain brain regions. 
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Illness such as manic-depression, major depres- 
sion, panic disorder and obsessive-compulsive dis- 
order have shown changes from normal function 
in PET scans. 

See also BLOOD TESTS; ELECTROENCEPHALOGRAM. 


lactate-induced anxiety See SODIUM LACTATE 
INFUSIONS. 


Landau-Kleffner syndrome See DEVELOPMENTAL 
DISORDERS. 


latency (latency stage) A term relating to the 
stage of psychosexual development when sexual 
interest is repressed and sublimated. During this 
period, the child controls his or her energies and 
drives in socially acceptable ways, such as school 
work and group activities. For example, the child 
focuses attention on peer activities with members 
of his or her own sex. During this period, the child 
learns basic patterns of relating to people and the 
environment that will carry over when adult rela- 
tionships are established. This stage lasts approxi- 
mately from the fourth or fifth year until the onset 
of puberty. 


latent content See DREAM ANALYSIS; DREAMING. 


laughter A reaction of amusement and joy. 
Laughter is an involuntary sign indicating instant 
pleasure. As we laugh at a comic situation or 
funny story, we retreat temporarily from the real- 
ity of the seriousness of the adult world. A good 
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laugh can help individuals relieve worries and 
stress. An ability to laugh easily is related to one’s 
sense of humor. Often, a good sense of humor 
can help individuals deal with difficult situations 
in a sensible, more relaxed manner. Being able to 
maintain one’s sense of humor can help one cope 
better with a chronic disease, for example. Some 
individuals suffering from depression lose their 
ability to laugh and see any humor in their lives 
or around them. 

At times, laughter may also be a sign of defense 
against feelings of self-consciousness or embarrass- 
ment. An ability to laugh at oneself can be helpful, 
if not overdone. Some individuals find it difficult to 
laugh at themselves because they cannot acknowl- 
edge that they have either made a mistake or have 
done something “stupid.” 

There may be some physiological benefits from 
laughter. A good hearty laugh increases heartbeat, 
respiratory activity and oxygen exchange and may 
enhance the body’s ability to fight inflammation. 
Laughter, like exercise, may also stimulate the 
brain to produce endorphins, which may increase 
one’s sense of physical and mental well-being. 

The late Norman Cousins (1912-90), former edi- 
tor of the Saturday Review and later a member of the 
faculty of the medical school at the University of 
California at Los Angeles, used laughter’s curative 
power to help himself recover from a degenerative 
disease of the body’s connective tissue. 

The following are a few excerpts from Cousins’s 
Anatomy of an Illness, in which he described the ben- 
efits of laughter: 


I made the joyous discovery that ten minutes of 
genuine belly laughter had an anesthetic effect 
and would give me at least two hours of pain-free 
sleep... . Exactly what happens inside the human 
mind and body as the result of humor is difficult to 
say. But the evidence that it works has stimulated 
the speculations not just of physicians but of phi- 
losophers and scholars over the centuries. 


While fighting ankylosing spondylitis, Cousins 
checked out of the hospital and spent weeks watch- 
ing Marx Brothers movies and other comedies. He 
attributed his recovery to the positive feelings that 
laughter aroused in him. 


Excessive giggling or totally inappropriate laugh- 
ter or smiling may be symptoms of a form of schizo- 
phrenia (hebephrenic). 

See also COUSINS, NORMAN; HUMOR; SCHIZO- 
PHRENIA. 


Peter, Laurence J. The Laughter Prescription: The Tools of 
Humor and How to Use Them. New York: Ballantine 
Books, 1982. 

Provine, Robert R. “Laughter.” American Scientist 84, no. 1 
(January—February 1996). 

Roach, Mary. “Can You Laugh Your Stress Away?” Health 
(September 1996). 


lay analyst Any nonmedical individual who per- 
forms psychoanalysis; such a person is trained in 
the theory and practice of psychoanalysis but does 
not have a medical degree. 

See also PSYCHOANALYSIS. 


layoffs Layoffs, or reductions in force (RIFs), have 
become common occurrences for many employers. 
The potential for this occurring affects everyone 
and is a threat to good mental health. In the 2000s 
there seems to be no job security, and the large 
organization that took care of its workers is a thing 
of the past. 

During the recession years of the 1980s, job 
reduction was blamed on national and interna- 
tional business conditions. In the 2000s more and 
more companies are reducing their workforces in 
order to save money (after merger or acquisition) 
or to realize productivity gains. 

Layoffs also are due to plant closings, work slow- 
downs and corporate downsizings. Being laid off is 
different from being fired, though the individual 
will probably feel the same stress. When workers 
are fired, it is because their performance is lacking; 
when layoffs occur, performance is rarely cited. 

Typically, there are five emotional stages that 
follow a termination, and they are not unlike those 
felt at the time of any major loss: 


Stage One—Denial: It must be some mistake, this can’t 
be happening to me. 

Stage Two—Self-Blame: I must have done something 
wrong. How did I screw up? 
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Stage Three—Anger: Why did management do this to 
me? 

Stage Four—Depression: It’s not worth getting out of 
bed in the morning. 

Stage Five—Acceptance: What happened may be for 
the best. 


On virtually every indicator of mental and phys- 
ical health, job loss due to layoffs has a negative 
impact. People who lose their jobs are often anx- 
ious, depressed, unhappy and, in general, dissatis- 
fied with their lives. They have lowered self-esteem, 
are short-tempered and are fatalistic and pessimis- 
tic about the future. Thus, job loss is clearly hard on 
one’s health, and it is important to get control over 
one’s life and one’s stress after a job loss. 

See also JOB SECURITY; SELF-ESTEEM. 


L-dopa See LEVODOPA. 


lead poisoning Lead poisoning is very harmful to 
young children. If they accidentally eat paint chips 
containing lead, they may develop severe learning 
disabilities. However, if detected early enough, lead 
poisoning can be treated, Lead encephalopathy 
is a brain disorder seen in children who eat lead- 
containing paint. Symptoms include convulsions, 
mania, delirium and coma. (Lead encephalopathy 
can also occur in adults who inhale tetraethyl lead 
in gasoline fumes.) 


learned helplessness A term developed during 
the 1970s by Martin Seligman (1942- ) to refer to 
a feeling of helplessness and stifling of motivation 
caused by exposure to aversive events over which 
the individual has no control, sometimes leading to 
depression. 

When individuals believe they have no control 
over their situation, they feel powerless and helpless. 
Having no ability to gain praise or positive reinforce- 
ments, they become passive and nonassertive. Under 
these circumstances, tendencies toward depression 
increase. The situation develops sooner or later in 
individuals who experience their efforts having no 
positive effect on a negative or painful situation. 


This researcher said that self-initiated behavior is 
learned and that hindrance to initiation contributes 
to the helpless feeling the individual develops over 
time. However, there is emerging evidence that the 
development of learned helplessness or resistance 
to this development in experimental animals may 
be controlled by a genetic trait and modified by 
drugs used to treat depression. 

See also LEARNED OPTIMISM. 


learned optimism An attempt to identify habits of 
thinking that lead to negative feelings and giving up 
(learned helplessness), coined by Martin Seligman 
(1942- ) and reverse them so that when under 
stress or facing a failure, an individual may persist or 
fight back and not “give up.” Examples of such nega- 
tive beliefs are: (1) If I fail, it is always my fault. (2) If 
I fail in one area, I will fail in others. (3) If I fail now, 
I will continue to fail. Seligman attempts to show 
how reversal of these responses can produce learned 
optimism. Seligman expounded on this theory in 
his book Helplessness: On Depression, Development, and 
Death (San Francisco: W. H. Freeman, 1975). 
See also LEARNED HELPLESSNESS. 


learning disabilities A group of psychological and 
neurological disorders that interfere with learning 
or make learning impossible. Children with learn- 
ing disabilities are often taunted by their peers, 
which further reduces their sense of self-esteem and 
motivation. Learning disorders are generally diffi- 
cult to diagnose; after diagnosis, children should be 
observed and taught by specialists in their educa- 
tion. Such disabilities include problems in learning 
caused by defects in speech, hearing and memory 
but do not include disabilities due to emotional or 
environmental deprivation or to poor teaching. 

There are some specific learning disabilities. For 
example, dyslexia is difficulty reading; dyscalculia 
is an inability to perform mathematical problems; 
and dysgraphia refers to writing disorders. Specific 
learning difficulties in children of normal intel- 
ligence may be caused by forms of minimal brain 
dysfunction, which may be inherited. 

Children with minimal or borderline mental 
retardation generally have difficulty learning. 
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See also DEVELOPMENTAL DISORDERS; HYPERACTIV- 
ITY; MENTAL RETARDATION. 


Grey House Publishing. The Complete Learning Disabilities 
Directory. Lakeville, Conn.: Grey House Publishing, 
1994, 

Hall, David. Living with Learning Disabilities: A Guide for Stu- 
dents. Minneapolis: Lerner Publications, 1993. 


legal issues Many legal issues are involved in 
mental health care. As consumers become more 
aware of the standard of care required for mental 
health disorders, increasing attention is focused 
on issues including clients’ rights, confidentiality 
between therapists and patient, competency of the 
mentally ill, the insanity defense, competency to 
stand trial, malpractice by health care practitioners 
and sexual misconduct by a therapist. Dying with 
dignity is also considered a legal issue, as a living 
will and a durable power of attorney are legal docu- 
ments that can be enforced by courts of law. 


Clients’ Rights and Civil Rights 


In 1986 the Protection and Advocacy Bill for Men- 
tally Ill Individuals was enacted in the United 
States, which covers areas such as access to records 
and protection from abuse and neglect. Many states 
have laws stating rights of patients while hospital- 
ized for psychiatric illnesses. The only right one loses 
under such circumstances is the right to liberty. 


Confidentiality 

Confidentiality is the duty of a mental health practi- 
tioner to keep certain information from disclosure. 
This duty is usually governed by state laws but is 
also covered under many codes of ethics followed 
by health care workers. Confidentiality assures that 
client information is not used for personal gain or 
curiosity and that it is shared only among other 
individuals involved in the care of that client. 

The concept of privileged communication involves 
statements between certain individuals, such as 
husband-wife, priest-penitent or psychiatrist-client, 
whom the law protects from disclosure. Some states 
have strict confidentiality laws relating to psychi- 
atric hospitalizations; some states recognize nurse- 
client privilege. 


Exceptions to confidentiality and professional 
privilege include allegations of child abuse, threats 
voiced to a therapist by a client toward himself or 
against a third person and a client’s waiver of confi- 
dentiality and privileges by filing of a lawsuit or for 
medical insurance reimbursement. In most states, 
information regarding child abuse must be disclosed 
to proper authorities. In some cases, nonreporting 
of such information may be a criminal offense. 

Mental health practitioners have a duty to use 
reasonable care to protect possible victims if they 
believe that their patients have intentions to kill or 
otherwise harm themselves or others. This protec- 
tion may take the form of notifying police or other 
authorities. 

Clinical information must be disclosed if an indi- 
vidual is in a court of law for a hearing on involun- 
tary commitment or a guardianship proceeding. In 
addition, when a client brings a lawsuit in which 
his or her own mental status is an issue, medical 
information from a health care practitioner may 
be brought before the court. In such an event, the 
individual waives the right to confidentiality. 


Insanity Defense 


In some cases, a pretrial order may require that the 
defendant’s mental condition at the time the crime 


TESTS FOR INSANITY (M’NAGHTEN RULE) 





The individual suffered from a mental condition that 
affected his reason, and he was unaware of the nature 
and quality of his act or that his act was wrong. 


Irresistible impulse rule 

The individual either met the M’Naghten test or in 
response to an irresistible impulse also lacked criminal 
responsibility even though he or she knew the wrong- 
fulness of the act. 


Durham rule 
The acts were the product of a mental disease or 
defect. 


American Law Institute 

The individual was suffering from a mental illness at 
the time of the act and was unable to appreciate the 
wrongfulness of the act or was unable to conform 
behavior to requirements of law. 
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was committed be assessed. Several tests are used 
to determine “sanity.” 


Competency to Stand Trial 
Competency to stand trial refers to the mental con- 
dition of a defendant at the time of a criminal trial. 
If an individual is judged not competent to stand 
trial, he or she will be given immediate mental 
health treatment, with the main goal to restore 
competency. Such treatment may include medica- 
tion, individual and group therapy and education 
about courtroom proceedings. 

The rules for competency vary from state to 
state; however, a widely used assessment includes 
whether the client has an ability to assist the attor- 
ney with the defense, an ability to understand the 
nature and consequences of the charge and an abil- 
ity to understand courtroom procedures. 


Least Restrictive Alternative 


Least restrictive alternative is a concept emphasized 
during the 1960s which says that less treatment 
rather than more is the most desirable objective, 
with the minimum level of restrictions on the 
patient’s freedom. 

This concept led to housing mentally retarded 
individuals within communities rather than segre- 
gating them in institutions. 


McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1991. 


lesbianism Female homosexuality. The term is 
derived from the name of the Greek island of Les- 
bos, home of the poetess Sappho. Women who 
practice lesbianism (lesbians) prefer women as sex- 
ual partners, although some lesbians also have or 
have had heterosexual partners. Lesbians as well as 
homosexual men are referred to as part of the “gay 
community.” 

Lesbian sexual expression includes caressing, 
kissing, mutual masturbation and oral-genital con- 
tacts. Tribadism is the term for a practice in which 
one woman lies above the other, simulating coitus 
while the genitals are mutually stimulated. Masters 
and Johnson were among the first to write about 


sexual dysfunctions in homosexuals and included 
some lesbians in their study of anorgasmia. 

Many lesbians have taken an active role in the 
“gay liberation” movement during the 1970s and 
1980s, encouraging homosexuals to meet and dis- 
cuss important issues and provide a political orga- 
nization to work toward legal change and fight 
job discrimination. The National Gay Task Force 
is the clearinghouse for these groups and provides 
information on local organizations. The most well- 
known lesbian organization is the Daughters of 
Bilitis (founded in 1956). 

Lesbian couples have become parents (comoth- 
ers) through artificial insemination and adoption. 
Lesbian relationships have been depicted in art, 
for example, in Rubens’s Jupiter and Callisto, and in 
films, such as Bergman’s Persona (1967). 

See also HOMOSEXUALITY. 


Harris, Mary B., and Pauline H. Turner. “Gay and Lesbian 
Parents.” Journal of Homosexuality 12, no. 2 (Winter 
1985/6): 101-113. 

McDaniel, Judith. The Lesbian Couples Guide: Finding the 
Right Woman and Creating a Life Together. New York: 
HarperPerennial, 1995. 

Slater, Suzanne. The Lesbian Family Life Cycle. New York: 
Free Press, 1995. 


leukotomy, leucotomy (prefrontal lobotomy) A 
surgical procedure on the brain in which certain 
nerve pathways in the prefrontal lobes are severed 
from the rest of the brain as therapy to reduce vio- 
lent behavior and treat severe resistant forms of 
depression, psychosis and obsessive-compulsive 
disorder. However, since the advent of better meth- 
ods of psychotherapy and improved pharmacologic 
means, this treatment is rarely used. 

More specific procedures involving less brain tis- 
sue destruction and side effects have been developed 
in a neurosurgical procedure called cingulotomy. 


levodopa (trade names: Dopar, Larodopa) Le- 
vodopa is beneficial in both Parkinson’s disease and 
postencephalitic parkinsonism. All major Parkin- 
son’s symptoms may be ameliorated, particularly 
bradykinesia, rigidity and, to a lesser extent, tremor. 
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Balance, posture, gait and handwriting improve 
promptly; mood may be elevated. Although all 
intellectual functions may improve initially, this 
effect is often transient. Mental deterioration and 
dementia may develop during long-term therapy. 
It has not been established whether mental changes 
reflect progression of degenerative disease or are a 
direct effect of levodopa. 
See also PARKINSON'S DISEASE. 


American Medical Association. Drug Evaluations Annual, 
1991. Chicago: AMA, 1991. 


libido A term derived from the Latin words for 
“desire, lust” commonly used for sexual desire or 
“love energy.” An active libido is generally consid- 
ered a sign of good mental health, particularly in 
younger, healthy individuals. In some individu- 
als, libido wanes with age but not necessarily so in 
every case. 

Sigmund Freud used the term to relate to 
human drives including the sexual instinct, love- 
object seeking and pleasure. To Freud, libido was 
one of two vital human instincts, the drive toward 
self-preservation and the drive toward sexual grati- 
fication. According to Freud, when an individual 
represses libido because of social pressures, ongo- 
ing repression leads to personality changes and to 
anxieties. 

Freud’s original concept was expanded by Carl 
Jung to relate to term to the general life force that 
provides energy for all types of activities, including 
sexual, social, cultural and creative. 

Loss of libido is one of the most frequent prob- 
lems sex therapists encounter. It is one of the more 
difficult problems to treat, as the cause is often an 
underlying physical, emotional or psychological 
problem and not correctable by simple behavioral 
approaches. 

Loss of libido occurs in men and women during 
many illnesses, including depression, alcoholism 
and drug addiction. Stress and overwork can cause 
loss of libido, as can certain medications or loss of 
an appropriate partner. 

See also DEPRESSION; FREUD, SIGMUND; SEX THER- 
APY. 


Librium Trade name for chlordiazepoxide hydro- 
chloride, a widely prescribed sedative-tranquil- 
izer containing a benzodiazepine derivative. It is 
used to reduce anxieties and tension and to treat 
or prevent withdrawal symptoms during alcoholic 
withdrawal and detoxification treatment. It should 
not be taken with alcohol or other central nervous 
system depressants. Physical and psychological 
additive effects and dependency can develop. Over- 
doses can result in drowsiness, confusion, reduced 
reflexes and possibly coma. 

See also ANTIANXIETY MEDICATIONS; BENZODIAZ- 
EPINE DRUGS. 


life change events See GENERAL ADAPTATION SYN- 
DROME; LIFE CHANGE SELF-RATING SCALE; SELYE, 
HANS. 


life change self-rating scale The original life 
change rating scale was developed as a predictor 
of illness based on stressful life events by authors 
Thomas H. Holmes and Richard H. Rahe and pre- 
sented at the Royal Society of Medicine in 1968. 
Many variations of this type of rating scale have 
been used to help individuals determine their com- 
posite stress level over the course of the past year. 

To take this test, mark any of the changes listed 
on page 269 that have occurred in your life in 
the past 12 months. Your total score indicates the 
amount of stress you have been subjected to in the 
one-year period. Your score may be useful in pre- 
dicting your chances of suffering illness in the next 
two years due to physiological effects of serious 
mental health challenges. 


What Your Score Means 


A total score less than 150 may means you have a 
27 percent chance of becoming ill in the next year. 
If your score is between 150 and 300, you have a 
51 percent chance of encountering poor health. If 
your score is more than 300, you are facing odds of 
80 percent that you will become ill, and as the score 
increases, so does the chance that the problem will be 
serious. To avoid these consequences, pay attention 
to the amount of relaxation and stress relief you get. 
See also RELAXATION; STRESS. 
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LIFE CHANGE SELF-RATING SCALE 








Event Value 
Death of spouse 100 
Divorce 73 
Marital separation 65 
Death of close family member 63 
Personal injury or illness 53 
Marriage 50 
Fired from work 47 
Marital reconciliation 45 
Retirement 45 
Change in family member’s health 44 
Pregnancy 40 
Sex difficulties 39 
Addition to family 39 
Business readjustment 39 
Change in financial status 38 
Death of close friend 37 
Change to different line of work 36 
Foreclosure of mortgage or loan 30 
Change in work responsibilities 29 
Son or daughter leaving home 29 
Trouble with in-laws 29 
Outstanding personal achievement 28 
Spouse begins or stops work 26 
Starting or finishing school 26 
Change in living conditions 25 
Trouble with boss 23 
Change in residence or school 20 
Change in recreational habits 19 
Change in church or social activities 19 
Change in sleeping habits 16 
Change in eating habits 15 
Vacation 13 
Christmas season 12 
Minor violation of the law 11 


Your total score: 





*Adapted from Holmes and Rahe, “Life Change Measure- 
ments as a Predictor of Illness,” proceedings, Royal 
Society of Medicine, 1968. 

Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
Challenges. New York: Facts On File, 2000. 


light therapy See SEASONAL AFFECTIVE DISORDER. 


limbic system A system of brain structures with 
two main divisions, the orbitofrontal amygdala divi- 
sion, which is involved in emotional associations 
and appetites, and the hippocampal-cingulate divi- 
sion, serving regulatory and attentional activities. 


listening Hearing with thoughtful attention is a 
skill necessary for good communication between 
individuals. It is an active process in which one gives 
complete attention to both what the other is saying 
and how they are saying it. According to Deborah 
Tannen, author of Talking from 9 to 5: How Women’s 
and Men's Conversational Styles Affect Who Gets Heard, 
Who Gets Credit and What Gets Done at Work, “Listen- 
ing taps two important areas, gathering informa- 
tion and developing relationships.” Active listening 
can reduce the stress of communication not only in 
business but in one’s personal life as well. 

By using nonverbal gestures such as a nod of the 
head or a smile, active listeners can convey concern 
and reinforce or encourage the other’s verbaliza- 
tions. Listeners contribute by asking good ques- 
tions, providing feedback on what they hear and 
seeking consensus or pointing out differences of 
opinion within a group. A person feels listened to 
when more than just their ideas get heard; as a con- 
sequence, they feel valued and will contribute a lot 
more to the conversation. 





LISTENING SKILLS FOR BETTER MENTAL HEALTH 





e Focus on the speaker; use eye contact. Keep 
interruptions, such as phone calls and other 
conversations, down to a minimum. 

e |t helps to question the speaker. You can gently guide 
a conversation, show that you are interested in what 
he or she is saying and indicate what you might want 
to learn. 

e Do not judge the person speaking; concentrate on 
the information he or she is presenting. 





See also BODY LANGUAGE; COMMUNICATION. 


Nichols, Michael P. The Lost Art of Listening. New York: 
Doubleday, 1995. 

Tannen, Deborah. Talking from 9 to 5: How Women’s and 
Men's Conversational Styles Affect Who Gets Heard, Who 
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Gets Credit and What Gets Done at Work. New York: Wil- 
liam Morrow, 1994. 


literacy See ILLITERACY. 


lithium carbonate (trade names Carbolith, Cibalith, 
Duralith, Eskalith, Lithane, Lithizine, Lithonate, 
Lithotabs) A therapeutic agent that counteracts 
mood changes and is considered to be a specific 
antimanic drug for the prophylaxis (prevention) 
and treatment of bipolar disorder. Acute hypo- 
manic and manic episodes respond to lithium, but 
combined therapy with an antipsychotic agent may 
be preferred to control behavior initially. Lithium 
may be effective in maintenance therapy for major 
depression, although antidepressants are preferred. 
Lithium carbonate is also used in preventing cluster 
headache in some people. 

Lithium has little effect on otherwise healthy 
patients except for mild sedation, and it has an 
antiadrenergic or anticholinergic action. In normal 
individuals, lithium produces mild subjective feel- 
ings of lethargy, inability to concentrate and pos- 
sibly a decrease in memory function; slow waves in 
the electrocardiogram increase. 

Lithium salts were used during the 1940s as a 
sodium chloride substitute for cardiac patients on 
salt-free diets, but its use was stopped when severe 
side effects and deaths were reported. Then, in 
the late 1940s, Australian researchers noted that 
lithium had certain tranquilizing properties; lith- 
ium safely quieted manic patients to whom it was 
administered. However, because of known toxic 
effects of lithium, interest in it dropped for almost 
a decade. In the 1950s and 1960s some European 
studies led to increased acceptance of lithium in 
European psychiatric practices as safe and effec- 
tive therapy for manic-depressive illness. In the 
1970s lithium began to be used in American prac- 
tice after the need for careful monitoring a blood 
levels to overcome side effects was understood. 
Recent studies from Europe have shown that 
lithium therapy may reduce the risk of suicide in 
patients with bipolar disorder or recurrent major 
depression. 


CHECKLIST FOR PATIENTS TAKING LITHIUM 





e Take medication regularly as prescribed. 

e Obtain regular blood tests for lithium levels. 

e Have the physician take blood tests for lithium levels 
12 hours after the last dose. 

e Inform the physician if other medications are being 
taken, as they can change lithium levels. 

e Notify the physician whenever there is a change in 
diet, since it may cause the lithium level in the body 
to change. 

e Advise the physician about any changes in frequency 
of urination, diarrhea, vomiting, excessive sweating 
or illness; further adjustments in dosage may be 
necessary. 

e If planning to become pregnant, advise the physician. 

¢ It takes time for mood swings to be completely con- 
trolled by lithium; be patient and continue taking the 
medication until advised otherwise by the physician. 





Source: Roesch, Roberta. Encyclopedia of Depression. New York: 
Facts On File, 1990. 


See also ANTIDEPRESSANT MEDICATIONS; BIPOLAR 
DISORDER; HEADACHES; MANIC-DEPRESSIVE DISORDER; 
NOREPINEPHRINE; TRICYCLIC ANTIDEPRESSANT MEDICA- 
TIONS. 


living will See END OF LIFE ISSUES; LEGAL ISSUES. 


lobotomy A surgical procedure on the brain in 
which certain nerve pathways from the frontal 
lobes are cut in an attempt to change behavior. 

See also LEUKOTOMY. 


locus coeruleus A small area in the brain stem 

containing norepinephrine neurons that is consid- 

ered to be a key brain center for anxiety and fear. 
See also ANXIETY; BRAIN. 


logotherapy An approach to the spiritual and 
existential aspects of mental disorders, developed 
by Victor Frankl, a German-born American psychi- 
atrist and neurologist (1905-97). 

See PSYCHOTHERAPIES. 
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loneliness A state of mind and a unique set of cir- 
cumstances, not to be confused with being alone. 
An element in loneliness is the lack of control or 
choice in being alone. For example, a happily mar- 
ried woman who moves to a new city because of 
her husband’s career may feel lonely. She will be 
cut off from her previous network of acquaintances 
and very much on her own while he is welcomed 
by his new colleagues and absorbed in his new posi- 
tion. On the other hand, those who have chosen 
lifestyles and careers that require isolation and inde- 
pendence sometimes profit from, rather than resent, 
solitude. Lifelong conditioning may also make soli- 
tude attractive and even essential to some people. 
For example, only children, who have had to rely 
on their inner resources since childhood, are dispro- 
portionately present among astronauts and writers. 

The potential for loneliness is strong in adoles- 
cence, when teenagers long to be part of their peer 
group and are deeply wounded by slights and rejec- 
tions. Conditions such as mental or physical handi- 
caps and language or ethnic barriers sometimes 
produce isolation that results in loneliness. 

Loneliness sometimes results from a sense of 
loss, a feeling that the past was better than the pres- 
ent. A 1990 Gallup poll showed that loneliness is 
most common among the widowed, separated and 
divorced. Over half of this group felt lonely “fre- 
quently” or “sometimes,” compared with 29 per- 
cent of the married participants. Adults who had 
never married fell in between. According to the 
survey, women are more likely to be lonely than 
men, possibly not because they genuinely have 
less companionship but because they place more 
importance on friendship and are more willing to 
confess to being lonely. 

Money played a role in the Gallup survey as a 
preventive for loneliness. The survey showed 27 
percent of adults with incomes over $50,000 are 
“frequently” or “sometimes” lonely, compared with 
46 percent of those whose incomes were under 
$20,000. 

Lonely people behave in different ways. Some 
fit the shy, retiring stereotype often assigned to 
the lonely. Others compensate for their feelings 
by trying to become the life of the party, throwing 
themselves into frenetic activity or by accumulating 
possessions. 


Loneliness is often a factor in depression, drug 
addiction and alcoholism. 
See also DEPRESSION. 


Padus, Emrika. The Complete Guide to Your Emotions and 
Your Health: Hundreds of Proven Techniques to Harmonize 
Mind and Body for Happy, Healthy Living. Emmaus, Pa.: 
Rodale Press, 1992. 

Wilson, Marlene. You Can Make a Difference! Boulder, 
Colo.: Volunteer Management Associates, 1990. 


longitudinal study A study in which the same 
group of individuals are observed and characteristics 
are noted at two or more different points in time. 
For example, in a longitudinal study of a group 
of depressed patients taking the same drug, their 
responses to the drug therapy will be measured at 
two or usually more points in time. Much research 
on pharmacologic treatment of mental health dis- 
orders is based on longitudinal studies. They are 
often submitted as evidence of drug efficacy when 
applications for approval of drug products are sub- 
mitted to the U.S. Food and Drug Administration. 


lorazepam Generic name for the benzodiazepine 
medication Ativan. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


love object The person in whom one invests 
affection, devotion and usually sexual interest. 


LSD See LYSERGIC ACID DIETHYLAMIDE. 


L-tryptophan An essential amino acid found in 
eggs, turkey, milk, beans and wheat that human bod- 
ies use to manufacture proteins. The human brain 
uses L-tryptophan to manufacture serotonin, an 
amine transmitter. When the diet does not include 
an adequate amount of L-tryptophan, brain sero- 
tonin levels fall; some have speculated that this may 
contribute to depression and some anxieties. Dur- 
ing the 1970s and 1980s many individuals obtained 
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L-tryptophan as an over-the-counter medication 
in tablet, capsule and powder form as a sleep aid 
and relaxant. The product was withdrawn from the 
market in 1989 when the Food and Drug Admin- 
istration found that there may be a link between 
consumption of L-tryptophan supplements and an 
outbreak of a rare blood disorder (eosinophilamy- 
algia syndrome), which was found to be related to 
a toxic contaminant. L-tryptophan is now available 
again as L-tryptophan, tryptophan, and 5-hydoxy 
L-tryptophan. 
See also ANTIDEPRESSANT MEDICATIONS. 


Kahn, Rene S., and Herman G. M. Westenberg. “L-5- 
Hydroxytryptophan in the Treatment of Anxiety Dis- 
orders.” Journal of Affective Disorders 8 (1985). 


Ludiomil Trade name for the tricyclic antidepres- 
sant medication maprotiline. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH; TRICYCLIC ANTIDEPRESSANT 
MEDICATIONS. 


lumbar puncture See BRAIN. 


lump in the throat Many individuals have expe- 
rienced this unpleasant sensation at some time as 
part of an anxiety reaction. It feels like there is 
something to swallow, but the sensation does not go 
away upon swallowing. It may often feel difficult to 
swallow. Some individuals have this feeling before 
a stressful event, such as a public appearance, and 
are concerned that they not be able to speak appro- 
priately. Relaxation and breathing techniques can 


help overcome this feeling. The medical term for 
lump in the throat is globus hystericus. 
See also ANXIETY; STRESS. 


lunacy An obsolete term meaning insanity. The 
term “lunacy” derives from the word luna, meaning 
“moon” in Latin. Ancients believed that phases of the 
moon could bring on mental illness and that as the 
moon waxed and waned, mental illnesses came and 
went. Until the 20th century, individuals with men- 
tal problems were referred to as lunatics, and mental 
hospitals were referred to as lunatic asylums. 
See also INSANITY. 


lysergic acid diethylamide (LSD) LSD is a very 
potent, odorless and colorless chemical hallucino- 
gen that was first synthesized in the late 1930s. 
Effects of LSD can last from two to 12 hours and 
may include impaired judgment of time, distorted 
visual perceptions and hallucinations. LSD causes 
dilated pupils, elevated body temperatures and high 
blood pressure. Psychological reactions include sus- 
picious behavior, fear, confusion, anxiety, loss of 
control and flashbacks. Flashbacks are common 
over a period of several years after the drug was 
consumed. 

LSD is also known as acid and microdot and is 
usually found in liquid form, which is placed on a 
sugar cube or on blotter paper and then digested. 

See also FLASHBACKS; HALLUCINATIONS AND HAL- 
LUCINOGENS. 


Media Resource Guide on Common Drugs of Abuse. Fairfax, 
Va.: Public Relations Society of America, National 
Capital Chapter, 1990. 


magic An ability to exert control over human 
affairs and the forces of nature. Practitioners of 
magic may be known as witch doctors, wizards, 
diviners, wise women, witches, sorcerers or magi- 
cians. Magic may also fall within the bounds of 
religious practice and may include contact with 
supernatural forces. Historically, the mental health 
of those who practice magic, as well as those who 
believe in it, has been challenged or questioned by 
less believing individuals. 

The ability to practice magic has often been 
thought to be inborn or hereditary. Magical arts 
are often acquired secretly in an individual man- 
ner with the aspiring magician progressing ever 
higher in his art in his own way rather than being 
taught in the usual manner. The ability to practice 
magic is thought by some to be amoral. Magical 
spells may be used to create or destroy; they may 
also have a preventive, protective nature. An evil 
spell may be cast without the victim’s knowledge 
to keep her from hiring a more powerful sorcerer. 
For victims of magic who are aware of the spell, it 
may become a self-fulfilling prophecy, since in civ- 
ilizations in which magical beliefs are strong, sim- 
ply the knowledge of being bewitched is enough to 
make the victim weaken and, sometimes, die. In 
such cases it is the power of suggestion that is the 
strong force at work. 

Early humans and the classical civilizations 
believed in and practiced magic. Christianity has 
both used and rejected magical beliefs and prac- 
tices. Early Christians gained power by claims that 
their mystical ceremonies and rituals were superior 
to those of pagans. Later Christianity rejected magic 
as a vestige of paganism and an attempt to inter- 
fere with God’s will. During the Middle Ages vari- 
ous temples and secret societies preserved magical 
beliefs and practices. The scientific, rational philos- 
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ophies of the 17th and 18th centuries caused magic 
to fall into disrepute. In the 19th century, Aleister 
Crowley and a fraternal group, the Hermetic Order 
of the Golden Dawn, revived interest in magic. An 
interest in magic resurged again with the religion 
of neo-pagan witchcraft, which forbids the use of 
magic for other than beneficial purposes. 

Throughout history, magic has been used as 
an explanation for things that cannot be seen or 
answered logically. Individuals seeking answers 
become believers. 


“Magic,” In Harper’s Encyclopedia of Mystical and Paranormal 
Experience, edited by Rosemary Ellen Guiley. San Fran- 
cisco: Harper, 1991. 


magical thinking The conviction that thinking 
equates doing. It is characterized by a lack of real- 
istic relationship between cause and effect. This 
occurs most often in children’s dreams in some cul- 
tures and in some seriously ill patients. 


magnetic resonance imaging (MRI) See BRAIN 
IMAGING. 


mainstreaming An educational technique that 
involves placing students who are handicapped 
or exceptional in other ways as much as possi- 
ble with normal students in an environment that 
offers as few restrictions as possible. Mainstream- 
ing programs allow for a flexible assessment of 
each child’s needs with the consultation of a vari- 
ety of support personnel, such as school psychol- 
ogists, to give each child an individual program 
that will suit his needs and specific disabilities and 
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talents. This concept also calls for frequent assess- 
ment of a child’s progress in consultation with his 
parents. 

See also MENTAL RETARDATION. 


major affective disorders A term referring to dis- 
orders characterized by noticeable and persistent 
mood disturbances, such as depression, mania or 
bipolar disorder. These disorders may be episodic 
or chronic. 

See also AFFECTIVE DISORDERS; BIPOLAR DISORDER; 
BRAIN CHEMISTRY; DEPRESSION; MANIC-DEPRESSIVE DIS- 
ORDER. 


major depression The term used to indicate a 
clinical depression that meets specific diagnostic 
criteria regarding duration, functional impairment 
and involvement of several physical and mental 
symptoms. 

See also ANTIDEPRESSANT MEDICATIONS; BRAIN 
CHEMISTRY; DEPRESSION. 


malingering Purposeful pretense of physical or 
psychological symptoms for a particular reason, 
such as to obtain time off from work or to avoid a 
family affair. This differs from factitious disorders, 
in which one pretends illness for no reason other 
than to gain attention. This also differs from hypo- 
chondriasm, in which the person is obsessed with 
her own physical condition and believes that she 
has symptoms. 
See also MUNCHAUSEN’S SYNDROME. 


managed care A term covering many varieties 
of health insurance, including health maintenance 
organizations (HMOs) and preferred provider orga- 
nizations (PPOs). The premise on which HMOs is 
based is that insurance companies provide specified 
services for a prepaid fee for an enrolled population. 
In many cases, employers and employees share the 
costs for coverage of employees and their families. 
HMOs and other forms of managed care are also 
available to retirees as a supplement to Medicare. 
Enrollment in managed care plans rose significantly 


after a 1973 federal law paved the way for insurance 
companies to finance and deliver health care. In 
1996 about 60 percent of Americans were enrolled 
in some sort of managed care health plans, up from 
36 percent in 1992. The increase is due in large part 
to employers shifting their workers away from the 
traditional, and considerably more expensive, “fee 
for service” health insurance plans. 

Critics of HMOs claim limitation of choices 
regarding doctors, while proponents claim higher 
quality and closer monitoring of care. Some man- 
aged care plans have physicians as their employ- 
ees, while other plans compensate physicians on a 
“capitation,” or the number of patients which they 
serve, basis. 

As health care costs spiraled upward, health plans 
became the subject of criticism for enacting limits 
on what managed care would cover. In most cases, 
managed care plans limit the number of mental 
health visits for which a patient may be covered. 

In the 2000s HMOs were touted for bring- 
ing affordable health coverage to a wide range of 
consumers, as well as criticized for cutting costs 
by limiting treatment options and patient choice. 
Doctors and patients increasingly are seeking new 
ways to regulate the managed care industry by 
giving patients new rights, including the ability to 
sue their health plans. Controversy continues over 
how to protect patients without further driving up 
already expensive health care costs. 


mania A mental disorder characterized by periods 
of elation, overactivity or irritability. Mania usu- 
ally occurs in conjunction with moods of depres- 
sion, and when the two occur at intervals in the 
same individual, the disorder is known as manic- 
depressive illness. 

A manic individual will show an abnormal 
increase in activity and believe that he is capable of 
achieving any goal. There may be a grandiose sense 
of knowing more than others around, extravagant 
spending of money, little need for sleep, increased 
appetite for food, alcohol and sex or inappropri- 
ate bursts of laughter or anger. Severe mania may 
result in violence, and hospital admission is often 
required. Relatively mild symptoms are known as 
hypomania. 
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The first appearance of manic attacks is usually 
before age 30 and may last for a few days or several 
months. When attacks begin after age 40, they may 
be more prolonged. Mania often runs in families 
and may be genetically transmitted. 

Treatment of mania includes the use of antipsy- 
chotic drugs; relapses are prevented with the use 
of lithium. 

See also ANTIDEPRESSANT MEDICATIONS; ANTIPSY- 
CHOTIC MEDICATIONS; LITHIUM CARBONATE. 


manic-depressive disorder A mental disorder 
characterized by disturbances of moods, including 
depression, mania (unipolar) or a swing between 
the two states (bipolar disorder). In the manic 
state, the individual is excessively elated, agitated 
and hyperactive and has accelerated thinking and 
speaking. 

In the manic phase, overactivity may be due 
largely to extra amounts of the neurochemical 
dopamine in parts of the brain. 

Depression is more common than mania, affect- 
ing about one in 10 men and one in five women at 
some time in their lives. Mania (unipolar or bipolar) 
affects only about eight per 1,000 people, men and 
women equally. More than 80 percent of patients 
recover from this disorder. 

Severe manic-depressive illness often requires 
hospitalization. Antidepressant drugs or electro- 
convulsive therapy are sometimes used in treating 
depression. Antipsychotic drugs are used to control 
the symptoms of mania. To prevent relapse, lith- 
ium is often used. When taking lithium as advised 
by their physician, many people who have manic- 
depressive illness can lead healthy, well-balanced 
lives. In 1980 the American Psychiatric Association 
changed this term to bipolar disorder. 

See also AFFECTIVE DISORDERS; ANTIDEPRESSANT 
MEDICATIONS; BIPOLAR DISORDER; LITHIUM CARBON- 
ATE; MANIA. 


manic episode See MANIA; MANIC-DEPRESSIVE DIS- 
ORDER. 


MAO inhibitors See MONOAMINE OXIDASE INHIBITORS. 


MAOIs See MONOAMINE OXIDASE INHIBITORS. 


maprotiline An antidepressant drug (trade name: 
Ludiomil). The pharmacologic and clinical profiles, 
as well as efficacy, resemble those of imipramine. 
This drug principally blocks the neuronal uptake of 
norepinephrine; it has relatively weak serotonergic 
activity. 

See also ANTIDEPRESSANT MEDICATIONS; TRICYCLIC 
ANTIDEPRESSANT MEDICATIONS. 


marijuana A mixture of dried stems, seeds and 
flowers of the hemp plant, Cannabis sativa. It is the 
most commonly abused illicit drug in the United 
States. According to the 2002 National Survey on 
Drug Use and Health (NSDUH), 94.9 million Amer- 
icans (40.4 percent) reported having used mari- 
juana or hashish in their lifetime, 25.8 million (11 
percent) had used it in the past year, and 14.6 mil- 
lion (6.2 percent) had used it in the past month. In 
2002 3.1 million Americans used marijuana on a 
daily or almost daily basis over a 12-month period. 
This was the same number as in 2003. However, 
the number of youths aged 12 to 17 using mari- 
juana daily or almost daily declined from 358,000 
in 2002 to 282,000 in 2003, and it continued to 
decline through 2005. 

According to Initiation of Marijuana Use: Trends, 
Patterns and Implications, the younger an individual is 
when he or she first uses marijuana, the more likely 
that person is to use cocaine and heroin and become 
drug dependent as an adult. Adults who used mari- 
juana before age 15 were six times more likely to be 
dependent on an illicit drug than adults who first 
used marijuana at age 21 or older. The report found 
that among adults age 26 or older who used mari- 
juana before age 15, some 62 percent reported life- 
time cocaine use, 9 percent reported lifetime heroin 
use and 54 percent reported nonmedical use of psy- 
chotherapeutics. By comparison, among marijuana 
users who reported first smoking the drug after age 
20, some 16 percent used cocaine, 1 percent used 
heroin and 21 percent used psychotherapeutics 
nonmedically in their lifetime. 

Typically, marijuana is smoked in hand-rolled 
cigarettes (referred to as joints), cigars (blunts), pipes, 
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*Difference between estimate and the 2005 estimate is statistically significant at the .05 level. 


Source: SAMHSA. 2005 National Survey on Drug Use and Health. Available online. 
URL: http://www.oas.samhsa.gov/NSDUH/2k5NSDUH/2k5results.htm. Accessed December 4, 2006. 
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or water pipes (bongs). The potency and intoxicating 
effects of marijuana are due to the active ingredient, 
delta-9-tetrahydrocannabinol (THC). According to 
the Office of National Drug Control Policy (ONDCP), 
marijuana is produced in all 50 states, and the pri- 
mary foreign sources for marijuana used in the United 
States are Mexico, Canada, Colombia and Jamaica. 
In 2003 almost 40 percent of users bought it. 
Most users (56.9 percent) got the drug free or shared 
someone else’s marijuana. In either case, most users 





obtained it from friends. More than half of users who 
bought their marijuana purchased it inside a home, 
apartment or dorm. Almost 9 percent of youths aged 
12 to 17 who bought marijuana obtained it inside a 
school building, and 4.6 percent bought it outside on 
school property. 


How Marijuana Affects Health 


There are various detrimental health effects from 
use of marijuana, possibly including frequent respi- 
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ratory infections, impaired memory and learning, 
increased heart rate, anxiety and panic attacks. As 
soon as the drug enters the brain, effects can last 
from one to three hours. The THC causes the user 
to feel high by stimulating brain cells to release 
the chemical dopamine. As the euphoric feeling 
diminishes, the user may feel sleepy or depressed 
and may also develop feelings of distrust, anxiety 
or panic. 

Use of the drug affects one’s ability to shift atten- 
tion from one activity to another and causes dam- 
age to short-term memory. THC alters the way 


information is processed by the hippocampus. THC 
disrupts coordination and balance by binding to 
parts of the brain that regulate balance, posture, 
reaction time and coordination of movement. 
Marijuana contains irritants and carcinogens, 
and its use can lead to cancer of the lungs and parts 
of the respiratory tract. Marijuana users typically 
inhale more deeply and hold their breath longer 
than tobacco smokers, increasing the exposure 
of their lungs to carcinogenic smoke. Those who 
smoke marijuana regularly may experience the 
same respiratory problems as tobacco smokers, 
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Source: National Institute on Drug Abuse. “Marijuana Abuse.” Available online. URL: http://www.drugabuse.gov/ResearchReports/marijuana/ 


Marijuana3.html. Downloaded on February 21, 2007. 
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including daily cough, symptoms of chronic bron- 
chitis and frequent chest colds. 

When long-term marijuana users try to quit 
using the substance, they may experience cravings 
and other symptoms of withdrawal. Some report 
irritability, difficulty sleeping and anxiety. Users 
may also display increased aggression on psycho- 
logical tests, peaking about a week after their last 
marijuana use. 


Effects of Marijuana on Pregnancy 
According to the Drug Policy Information Clear- 
inghouse, research has shown that infants exposed 
to marijuana in utero display altered responses to 
visual stimuli and increased tremulousness, which 
may indicate problems with neurological devel- 
opment. Other studies have shown that during 
infancy and preschool years, marijuana-exposed 
children have more behavioral problems than non- 
exposed children. Marijuana-exposed children per- 
form visual perception, language comprehension, 
sustained attention and memory tasks more poorly 
than unexposed children do. 


Marijuana Use and Accidents 
Marijuana is the second most frequently found 
substance in drivers involved in fatal automobile 
crashes (after alcohol). Alcohol and marijuana are 
also frequently found together, resulting in a seri- 
ous increase in the level of impairment. According 
to estimates derived from the U.S. Census Bureau 
and Monitoring the Future data, approximately 
600,000 of the nearly 4 million U.S. high school 
seniors drive under the influence of marijuana. 
Approximately 38,000 seniors reported that they 
had crashed while driving under the influence of 
marijuana in 2001. 

Workers who smoke marijuana may have more 
problems on the job than their nonuser coworkers. 
Several studies have associated workers’ marijuana 
use with increased tardiness, absenteeism, accidents, 
workers’ compensation claims and job turnover. 


Medical Use of Marijuana 


Although some studies indicate positive effects that 
marijuana can have for people facing debilitating 
conditions such as cancer and AIDS, its medical use is 
controversial. According to the National Institute on 


Drug Abuse, the main active ingredient in marijuana, 
THC, produces effects that may be useful for treat- 
ment in some medical conditions. THC is the main 
ingredient in an oral medication used to treat nau- 
sea in cancer chemotherapy patients and to simulate 
appetite in patients with wasting due to AIDS. How- 
ever, adverse effects of marijuana smoke on the respi- 
ratory system may offset the usefulness of smoked 
marijuana in some individuals. Additionally, little is 
known about the chemicals in marijuana other than 
THC and their possible harmful effects on patients 
who have medical conditions. Marinol (dronabinol), 
a capsule that contains THC and is taken orally, was 
approved by the U.S. Food and Drug Administration 
(FDA) in 1985 for treatment of nausea and vomit- 
ing associated with cancer chemotherapy. In 1992 
the FDA approved the marketing of Marinol for the 
treatment of anorexia associated with weight loss in 
AIDS patients. The FDA has also approved nabilone, 
a substance chemically related to marijuana, which 
is used to prevent the nausea and vomiting that may 
occur after cancer treatments when other medicines 
have failed. Marinol and nabilone are available in the 
United States by prescription. 

Meanwhile, research is under way to examine 
the effects of smoked marijuana and extracts of 
marijuana on appetite stimulation, certain types of 
pain and spasticity due to multiple sclerosis. 

Marijuana is a Schedule 1 substance under the 
Controlled Substances Act. Schedule 1 drugs are 
classified as having a high potential for abuse, no 
currently accepted medical use in treatment in the 
United States and a lack of accepted safety for use 
of the drug under medical supervision. 

See also ADDICTION; SUBSTANCE ABUSE. 


SAMHSA. Initiation of Marijuana Use: Trends, Patterns, and Im- 
plications. July 2002. Available online. URL: http://www. 
oas.samhsa.gov/mjinitiation/toc.htm. Downloaded on 
February 21, 2007. 


marital rape See RAPE, RAPE PREVENTION AND RAPE 
TRAUMA SYNDROME. 


marital therapy Therapy for individuals in a trou- 
bled marriage. This may involve couples therapy or 
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therapy for the individuals alone. The therapy may 
be aimed at overcoming specific problems, such as 
coping with the other’s depression, or at saving a 
marriage that might end in divorce. Marital therapy 
may involve only psychological counseling or sex- 
ual therapy or a combination of both. 

See also BEHAVIOR THERAPY; DIVORCE; FAMILY 
THERAPY; MARRIAGE; SEX THERAPY. 


Marplan Trade name for the monoamine oxidase 
antidepressant medication known as isocarboxazid. 

See also ANTIDEPRESSANT MEDICATIONS; MONO- 
AMINE OXIDASE INHIBITORS. 


marriage Lifelong emotional and legal commit- 
ment to another individual. Some form of marriage 
has been present in all cultures, and most societies 
have considered marriage necessary for a satisfying 
adult life. Romance, mutual selection and compati- 
bility are generally considered less important in other 
cultures than in the modern Western world. In some 
societies, couples are promised to each other as chil- 
dren or even before birth. Family or tribal relation- 
ships and economic considerations quite often take 
precedence over individual wishes. Some arranged 
marriages result in lifelong loving relationships, 
while others lapse into marriages of convenience 
and for procreation, with one or more of the spouses 
acquiring other romantic and sexual partners. 

Marriage ceremonies may be lengthy and complex 
or very simple. Most marriage ceremonies involve, or 
are followed by, a meal or the ceremonial consump- 
tion of food. Ceremonies are frequently a blend of 
religious observance and superstition or folk culture. 

Monogamy, the marriage of one man with one 
woman, is the common form of marriage in the 
Western world. Polygyny, the union of one man 
and several wives, is practiced in some African 
tribes and Islamic cultures. In Tibet, one woman 
may have several husbands who are brothers. The 
Catholic church and other religious groups consider 
members of religious orders married to their divine 
being. Many religious groups have prohibitions 
against marrying outside the group. Most cultures 
prohibit incest to some degree. 

In her early 1980 work, Outrageous Acts and 
Everyday Rebellions, feminist Gloria Steinem issued a 


veiled warning that the reason that women are not 
attracted to gambling is that the uncertainties and 
precariousness of marriage satisfy most women’s 
gambling instincts. However, in the face of recent 
reports showing the statistical difficulty of acquir- 
ing a husband and of career possibilities opened up 
by the women’s movement, women still seem to 
favor marriage as a way of life. 

Opposites may attract, but they probably will 
not marry or stay married, according to research- 
ers. People do tend to marry within their own social 
and educational groups, although tendencies to 
marry within religious groups are crumbling. This 
may be due in part to the fact that modern Ameri- 
can life brings people of differing religions together 
but somewhat segregates by social and educational 
status. People who “marry down” in social, finan- 
cial or educational terms quite often acquire a more 
physically attractive or personable spouse than if 
they married at their level. 


Dissolution of Marriage Rising 


Marriage has undergone great stress and strain in the 
last 30 years. From a romantic commitment that was 
entered into for life and was almost a social require- 
ment in the 1950s, traditional marriage became a 
subject that aroused feelings of rebellion and disdain 
in the late 1960s and 1970s as divorce became more 
common and socially acceptable and premarital sex 
became more common. Young people experimented 
with communal arrangements or simply lived 
together without benefit of marriage vows. 

Because so many traditional monogamous mar- 
riages have resulted in divorce, many individuals 
have experimented with alternative marital-sexual 
relationships. Recently the possibility of marriages 
between homosexual couples has become an issue. 

Open Marriage. This emphasizes equality and 
flexibility in female roles in the marriage and includes 
an agreement not to be emotionally, socially or sexu- 
ally exclusive. The concept was espoused by Nena and 
George O’Neil in their book Open Marriage (1972). 
Disadvantages of this system include possibilities for 
jealousy and fear of losing one’s spouse. Although this 
system attracted attention, it was largely discarded as 
generally unworkable for most couples. 

Group Marriage. A term for “multilateral” 
marriage. This involves a group of individuals with 
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some type of marriage ties to one another. For 
example, each person may be married to at least 
two others in the group. Sexual activities with 
each of one’s spouses occur on a rotation schedule. 
Group sex is uncommon. 

Swinging. A married couple’s sharing sexual 
activities with another couple or couples. A pair may 
switch partners with another married couple, or a 
married couple may engage in sexual activities with 
a single female, single male or an unmarried couple. 
Recreational swingers are primarily interested in 
sexual activities without close friendships or involve- 
ment with their sexual partners. “Utopian” swing- 
ers seek sex activity as well as close interpersonal 
relationships. 

Swinging first gained public attention during 
the 1950s (then known as “wife swapping”). There 
have been magazines and clubs devoted to swing- 
ing. Major reasons for dropping out of swinging are 
jealousy, the threat to marriage and the threat of 
sexually transmitted diseases and even acquiring 
the HIV virus or AIDS. 

Child Marriage. A marriage between an adult 
(usually male) and a minor female is known as 
child marriage. Historically, some parents permit- 
ted daughters to marry older men in order to pro- 
vide support. 

Fear of marriage is known as gamophobia or 
gametophobia. In the late 1980s and early 1990s 
many young people developed a fear of commit- 
ment and have thus avoided marriage until their 
late 30s. Marriage later in life brings with it the 
stress of the “biological clock” for women and 
increased anxieties about becoming mothers before 
they are too old. 

See also DIVORCE; LOVE; REMARRIAGE; RESOURCES; 
STEPFAMILIES. 
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and Divorce. San Diego: Greenhaven Press, 1997. 

Simpson, Eileen B. Late Love: A Celebration of Marriage after 
Fifty. Boston: Houghton Mifflin, 1994. 

Stack, Steven. “Marriage, Family and Loneliness: A 
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Steinem, Gloria. “Night Thoughts of a Media Watcher.” In 
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Marsalid See IPRONIAZID. 


masked depression A depression that a person 
hides behind a facade of appearing to be well. 
These individuals outwardly do what they think 
is expected of them while inwardly feeling hope- 
less and even suicidal. They may have little facial 
animation and appear to have a fixed expres- 
sion, showing little emotion. The terms “depres- 
sive equivalents,” “affective equivalents,” “hidden 
depression” and “missed depression” are also used 
for this situation. Many health care professionals 
feel that “borderline depression” may be catego- 
rized as masked depression. 

See also DEPRESSION; MANIC-DEPRESSIVE DISORDER. 


masochism A desire to be abused either physically 
or emotionally. It is often used to refer to achieve- 
ment of sexual excitement by means of one’s own 
suffering. The condition can be life threatening if 
individuals increase the degree of their masochis- 
tic acts. The term was derived from the name of 
the 19th-century Austrian novelist Leopold von 
Sacher-Masoch. 
See also SADISM; SADOMASOCHISM. 


massage therapy Massage therapy is a form of 
body therapy in which the practitioner applies 
manual techniques—the kneading, stroking and 
manipulation of the soft tissues of the body, skin, 
muscles, tendons and ligaments—with the inten- 
tion of positively affecting the mental health and 
physical well-being of the client. Massage therapy 
helps many people relieve stress and body aches 
caused by tension and anxieties. 

A professional massage increases blood flow and 
relaxes muscles. Massage therapy can provide any- 
thing from soothing relaxation to deeper therapy 
for specific physical problems. It can aid in recovery 
from pulled muscles or sprained ligaments. Mas- 
sage therapy can also ease many of the uncom- 
fortable stresses of childbearing, the discomforts of 
back pain and exhaustion, as well as the pains of 
certain repetitive stress injuries related to on-the- 
job activities. 
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According to the American Massage Therapy 
Association (AMTA), once the massage is underway, 
many beneficial reactions are set in motion. Massage 
therapy can hasten the elimination of waste and 
toxic debris stored in muscles, increase the inter- 
change of substances between the blood and tissue 
cells and stimulate the relaxation response within 
the nervous system. In addition, responses to mas- 
sage therapy can help to strengthen the immune 
system, improve posture, increase joint flexibility 
and range of motion and reduce blood pressure. 


Types of Massage 

The most universally understood Western form of 
massage is Swedish, also called Esalen. It consists 
of many types of strokes: gliding the hand across 
the skin, kneading, lifting, squeezing and grasping 
the muscles, gentle pushing, friction, vibration, jos- 
tling, rocking and percussion (hacking, chopping 
and rapid pounding). 

Eastern massage, sometimes referred to as shiatsu 
or acupressure, involves pressing at certain points 
along invisible energy meridians that run through 
the body; the practitioner looks for tight spots, knots 
or anything that interferes with the flow of energy. 

Deep tissue massage uses slow strokes and deep 
finger pressure to combat aching muscles. Sports 
massage is a combination of stretching and Swedish 
or deep-tissue massage performed before or after 
strenuous exercise. 

Reflexology, or the massaging of the hands, feet 
and ears, is based on the belief that specific areas 
govern all parts of the body. For example, the tips 
of the toes correspond to the head, while the inside 
arch of the foot reflects the spine. The theory is that 
by stimulating the nerve endings of the different 
organs in the body, changes can be affected. 


Choosing a Massage Therapist 
According to the American Massage Therapy Asso- 
ciation (AMTA), a qualified massage therapist should 
have a solid foundation in physiology and be knowl- 
edgeable about the inner workings of the body. Thera- 
pists from an accredited school have usually completed 
500 hours of training, including classes in anatomy, 
first aid and cardiopulmonary resuscitation. 

The American Massage Therapy Association, 
founded in 1943, is the largest and oldest national 


organization representing the profession. Mem- 
bership in the AMTA is limited to those who have 
demonstrated a level of skill and expertise through 
testing and/or education. All AMTA therapists must 
agree to abide by the AMTA Code of Ethics. 

According to the AMTA, their membership 
increased from under 5,000 in 1986 to more than 
47,000 in 2006. 


Experiencing a Massage 
Most massage therapists work in small, semi-dark 
rooms, with soft music of the client’s choice play- 
ing. Some therapists offer a choice of scented can- 
dles. The massage therapist leaves the client alone 
to undress and lie down on a padded massage table. 
During the massage, the entire body is draped in a 
sheet; only the portion currently being worked on 
is exposed. Quiet is an essential feature of the mas- 
sage experience. While conversation with the ther- 
apist may be limited, a person should speak up if 
experiencing discomfort, feeling hot or cold, desir- 
ing more or less pressure or wanting more atten- 
tion paid to a certain area of the body. 

Massage is “productive down time.” During the 
massage, the body becomes very heavy and sinks 
into the table. As the therapist’s hands locate areas 
of tension, the individual consciously tries to let go 
and relax these areas. He or she lets go of a desire 
to control movement and allows the therapist to 
move limbs into whatever position is required. 

Patricia Deer, Ph.D, a certified massage therapist 
and owner of Energy Breaks, Chicago, says that 
a good neck and shoulder massage may contrib- 
ute toward better mental performance, as well as 
relief of stress. One study reported that people who 
received 15-minute seated massages during their 
workday showed brain-wave patterns consistent 
with greater alertness. Those people were also able 
to complete arithmetic problems twice as fast and 
with half the errors as they did before the massage. 
“Employers are increasingly recognizing the bene- 
fits of ‘mini-tune-ups’ for people who sit at desks or 
computers for much of the day,” says Deer. 


Massage Therapy and Hospitalized Patients 
Some acute care and long-term facilities are insti- 
tuting therapy programs to support their patients’ 
health, healing and quality of life. Researchers at 
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the University of Colorado conducted a project 
to uncover and elucidate a range of patient out- 
comes of a therapeutic massage program within 
an acute care setting. Narrative data were coded 
into eight categories (pain, sleep, tension/anxiety, 
body awareness, physical functioning, psychologi- 
cal support, enhancing healing and value). Selected 
patient responses were included to elaborate the 
meanings of these categories. The most frequently 
identified outcomes were increased relaxation (98 
percent), a sense of well-being (93 percent) and 
positive mood change (88 percent). More than two- 
thirds of the patients attributed enhanced mobility, 
greater energy, increased participation in treatment 
and faster recovery to massage therapy. The study 
supported the value of the hospital-based massage 
therapy program and uncovered a range of benefits 
of massage therapy. Recommendations for further 
study were indicated. 

See also ACUPRESSURE; BODY THERAPIES; COMPLE- 
MENTARY AND ALTERNATIVE MEDICINE; MIND/BODY 
CONNECTIONS; REFLEXOLOGY; RELAXATION; ROLFING; 
SHIATSU; STRESS. 


Shulman, Karen R., and Gwen E. Jones. “The Effective- 
ness of Massage Therapy Intervention on Reducing 
Anxiety in the Workplace.” Journal of Applied Behav- 
ioral Science 32, no. 2 (June 1996): 160-173. 

Smith, Marlaine C., et al. “Benefits of Massage Therapy 
for Hospitalized Patients: A Descriptive and Qualita- 
tive Evaluation.” Alternative Therapies 5, no. 4 (July 
1999): 64-71. 


mass hysteria Mass hysteria, also known as epi- 
demic anxiety, is a condition in which many peo- 
ple are simultaneously affected by extreme, often 
unfounded anxiety. Mass hysteria was recognized 
during the latter part of the Middle Ages, when 
whole groups of people were affected by similar 
anxieties—for example, dance manias involving 
raving, jumping and convulsions. Some thought 
they had been bitten by a tarantula (a spider) and 
would jump up and run out to dance in the street. 
This activity became known as tarantism in Italy 
and St. Vitus’s Dance in the rest of Europe. 
Another example of mass hysteria occurred dur- 
ing the 16th century when individuals imagined 


themselves as a wolf and then acted like one. In 
the 1950s, there was also a mass hysteria incident 
in the state of Washington involving the pitting 
of auto windshields. Groups of people feared that 
the pitting (a normal phenomenon) had developed 
from radioactive material in the air. 

See also ANXIETY; EPIDEMIC ANXIETY. 


masturbation Sexual self-stimulation for grati- 
fication and pleasure and usually to orgasm. The 
usual method is massaging the penis or clitoris with 
the hand. In previous generations, parents warned 
young people against masturbation, suggesting that 
doing so would lead to acne, impotence, insanity 
or worse consequences. Thus, many people who 
believed that they were going against cultural mores 
developed anxieties and guilt about the practice. 
Now it is considered normal behavior, particularly 
among teenagers and those without sexual part- 
ners. Masturbation can be done on oneself and can 
also be performed on another person. 

Sex therapists during the latter part of the 20th 
century use masturbation as a technique to instruct 
clients in learning to know what pleases them so 
that they can later instruct a partner. 

Compulsive masturbation is an obsessive urge to 
masturbate without sexual feeling or satisfaction. 
Such an individual may substitute masturbation for 
lack of social satisfaction, to compensate for shy- 
ness or an inability to establish relationships with 
the opposite sex or to relieve anxieties. 

See also “SAFE SEX;” SEX THERAPY; SEXUAL DYS- 
FUNCTION. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


mathematics anxiety Stress related to the prac- 
tical applications of mathematics in everyday life, 
such as counting small change or reading time- 
tables. Additionally, math anxiety occurs because 
mathematics is an abstract science and many people 
have difficulties understanding abstractions. 
Simply balancing a checkbook causes many indi- 
viduals to perspire and experience a more rapid 
heartbeat. Many students who are good in all other 
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subjects experience feelings of discomfort in math 
classes. There is no clearcut explanation for this. 
The individual may be unsure of his or her abilities 
regarding adding and subtracting, or there may be a 
fear of making a mistake. In a school setting, making 
a mistake when called upon can be embarrassing. 


Medicaid A federal-state medical assistance pro- 
gram authorized in 1965 to pay for health care 
services used by people defined as medically needy 
or categorically needy. The latter type of persons 
are low-income aged, blind, disabled, first-time 
pregnant women or families with dependent chil- 
dren. Medically needy persons are any of the above 
whose incomes are above eligibility limits for the 
categorically needy but who have high medical 
expenses that reduce their resources below estab- 
lished limits. 
See also MEDICARE. 


Medicare A nationwide, federally administered 
health insurance program authorized in 1965 
to cover the cost of hospitalization, medical and 
mental health care and other related services. Eli- 
gible persons must be over age 65, receive Social 
Security, or suffer from end-stage renal disease. 
Medicare consists of two separate but coordinated 
programs: hospital insurance (Part A) and supple- 
mentary medical insurance (Part B). Health insur- 
ance protection is available to insured persons 
without regard to income. 

Medicare intermediaries or carriers are fiscal 
agents (typically Blue Cross plans or commercial 
insurance firms) under contract to the Health Care 
Financing Administration for administration of spe- 
cific Medicare tasks. These tasks include determin- 
ing reasonable costs for covered items and services, 
making payments and guarding against unneces- 
sary use of covered services for Medicare Part A 
payments. Intermediaries also make payments for 
home health and outpatient hospital services cov- 
ered under Part B. 

See also MEDICAID. 


Health Care Financing Administration. Medicare and You 
2000. Washington, D.C., 2000. 


meditation A learned technique to relieve stress 
and improve mental health involving deep relax- 
ation brought on by focusing attention on a par- 
ticular sound or image and breathing deeply. One 
directs thoughts away from work, family, relation- 
ships and the environment. During meditation, the 
heart rate, blood pressure and oxygen-consumption 
rate decreases, temperature of the extremities rises 
and muscles relax. 

Meditation also has been shown to reduce a 
number of medical symptoms and improve health- 
related attitudes and behaviors. People with heart 
disease, hypertension, cancer, diabetes and chronic 
pain have reported feeling more self-confident, more 
in control in their lives and better able to mange 
stress after mastering the meditation technique. 
Meditation has been used successfully by individu- 
als who have panic attacks and panic disorder. 

Meditation may bring out increased efficiency 
in the body by eliminating unnecessary expendi- 
tures of energy. Individuals who practice medita- 
tion sometimes report a beneficial surge of energy 
marked by increased physical stamina, increased 
productivity on the job, the end of writer’s or art- 
ist’s “block” and the release of previously unsus- 
pected creative potential. 


Learning to Meditate for Better Mental Health 


Meditation is a very self-disciplined routine that 
provides a way to learn more about one’s thoughts 
and feelings. Simple procedures can be learned eas- 
ily. The basics include sitting in a quiet room with 
eyes closed, breathing deeply and rhythmically 
with attention focused on the breath. Also, there 
may be a focus on either a special word, or “man- 
tra,” such as “peace” or “om,” which one repeats 
over and over again; others find steadily watching 
an object, such as a candle flame for a 20-minute 
period once or more daily, equally effective. 
Meditation relies on the close links between 
mind and body. When one meditates, the alpha 
brainwaves indicate that the body is relaxed and 
free from physical tension and mental strain. Bio- 
feedback monitoring has indicated that meditation 
encourages the brain to produce an evenly balanced 
pattern of alpha and theta brain wave rhythms. 
This means that the body is relaxed and the mind 
is calm yet alert. The “relaxation response” sets 
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in—the physical opposite of the tension that results 
from stress. 

Individuals who meditate frequently report that 
they are more aware of their own opinions after 
beginning meditation. They are not as easily influ- 
enced by others as they were previously and can 
arrive at decisions more quickly and easily. They 
may be more self-assertive and more able to stand 
up for their own rights effectively. Additionally, 
researchers have shown that the meditating person 
may become less irritable in his or her interpersonal 
relationships within a relatively short period of time 
after beginning meditation. 


Types of Meditation 

Modern meditation techniques are derived from 
spiritual practices in Eastern cultures dating back 
more than 2,000 years. Traditionally, the benefits 
of the techniques have been defined as spiritual in 
nature, and meditation has constituted a part of 
many religious practices. In the latter part of the 
20th century, however, simple forms of meditation 
have been used for stress management with excel- 
lent results. Contributing to the rising interest is the 
fact that these meditation techniques are related to 
biofeedback (which also emphasizes a delicately 
attuned awareness of inner processes) and to the 
muscle relaxation and visualization techniques 
used in behavior therapy. 

There are two basic types of meditation: con- 
centration and insight. Concentration types, such 
as transcendental meditation, often use a special 
sound or silently repeated phrase to focus attention 





SITUATIONS IN WHICH MEDITATION 
MAY IMPROVE MENTAL HEALTH 





e tension or anxiety 

e chronic fatigue 

e insomnia and hypersomnia 

e abuse of alcohol or tobacco 

e excessive self-blame 

e chronic sub-acute depression 

e irritability, low tolerance for frustration 
e strong tendencies to submissiveness 

e difficulties with self-assertion 

e prolonged bereavement reactions 


and to screen out extraneous thoughts or stimuli. 
Insight-oriented meditations, such as mindfulness 
meditation, accept the thoughts and feelings that 
arise from moment to moment as objects of atten- 
tion and acceptance. The goal of mindfulness is an 
increased awareness of what is happening in one’s 
mind and body at that particular moment. Recogni- 
tion and acceptance of present reality provides the 
basis for changes of attitudes and conditions. 

See also BEHAVIOR THERAPY; BENSON, HERBERT; 
BIOFEEDBACK; COMPLEMENTARY AND ALTERNATIVE 
MEDICINE; GUIDED IMAGERY; KABAT-ZINN, JON; PANIC 
ATTACKS AND PANIC DISORDER; RELAXATION; STRESS; 
TRANSCENDENTAL MEDITATION. 
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megalomania Exaggeration of one’s own abilities 
or importance. Megalomania may become a delu- 
sion that one is someone famous. It may also take the 
form of becoming involved in some grandiose activ- 
ity, such as renting an amusement park for a party. 
Although megalomania is not considered a mental 
disorder by itself, it may be an aspect of mania or 
manic behavior in manic-depressive illness. 

See DELUSION; MANIA; MANIC-DEPRESSIVE DISORDER. 


melancholia An old term meaning depression. It is 
derived from the Greek word meaning “black bile.” 
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Ancients believed that an excess of black bile caused 

low moods. The term “melancholia” is used cur- 

rently to refer to certain symptoms that occur during 

severe depression, such as loss of pleasure in most 

activities and lack of reaction to pleasurable stimuli. 
See also AFFECTIVE DISORDERS; DEPRESSION. 


memory An ability to retain, remember and call 
up information presented through the senses. For 
example, memories of smell, touch and taste are 
placed in several places in the brain, awaiting a sim- 
ilar stimulus, such as the smell of a familiar food, to 
reactivate the memory. 

Verbalizing the memory involves finding the 
right words, which then calls into play the entire 
left side of the brain, where words are stored. All 
parts of the brain are required for comprehension 
and storage of memory. 

Minor memory difficulties may be caused by 
depression, grief, fatigue, stress, illness, medication, 
alcohol or just simply trying to remember too much 
at once. Minor memory difficulties do not mean 
that the person is not mentally well. 

Individuals have recall in various steps. Imme- 
diate recall involves remembering from a few sec- 
onds to a few minutes; an example is remembering 
a phone number long enough to write it down. 
Short-term recall involves memory from a few 
minutes to a few days. Long-term memory refers to 
memory from a few days to a few years. 

According to Sid Gilman, M.D., professor and 
chairman of the Department of Neurology at the 
University of Michigan Medical Center, Ann Arbor, 
memory is a cell-to-cell transmission of informa- 
tion across a synapse that has both electrical and 
chemical properties. This interaction and transmit- 
ting across cell walls takes place in a split second. 

Many individuals are less able to remember 
certain types of information as they get older. The 
term “age-associated memory impairment” (AAMI) 
is used to describe minor memory difficulties that 
come with age. When the person is relaxed, he or 
she will be able to remember the forgotten mate- 
rial with no difficulty. There is no treatment for 
AAMI, but written reminders, lists, using associa- 
tion to remember names and allowing more time 
to remember may be helpful. 


According to Stanley Berent, Ph.D., neuropsy- 
chologist at the University of Michigan, Ann Arbor, 
individuals should seek professional help for mem- 
ory difficulties if they feel uncomfortable, anxious 
or fearful because of the loss, if they feel out of 
touch with reality because they cannot remember 
what day of the week it is or where they are or 
if they feel that forgetting things is upsetting their 
role as a parent or grandparent. 

See also ALZHEIMER’S DISEASE; DEMENTIA. 


Kra, Siegfried J. Aging Myths: Reversible Causes of Mind and 
Memory Loss. New York: McGraw-Hill, 1985. 

Mark, Vernon H. Reversing Memory Loss; Proven Methods for 
Regaining, Strengthening, and Preserving Your Memory. 
Boston: Houghton Mifflin, 1992. 


menarche The first menstruation, usually occur- 
ring when a girl is between 11 and 17, which marks 
the onset of female puberty. It is a time characterized 
by changes in body shape and increased interest in 
young men and sexual matters. Many young women 
do become sexually active during these years, and 
many pregnancies result in unwed mothers. 
See also MENSTRUATION. 


meninges See BRAIN. 


menopause Cessation of menses (menstrual peri- 
ods). Because menopause occurs at mid-life, when 
women have many psychosocial concerns as well 
as those of their bodies, it is often a time filled with 
stress, conflict and challenges. In past generations, 
the “change of life” was considered to be a time 
when women would be naturally irritable and even 
irrational. Many of women’s complaints around the 
time of menopause were written off by doctors as 
being “all in their head.” Now, however, it is rec- 
ognized that other issues in a woman’s life at this 
time contribute to her mental health in addition to 
changes in hormonal levels. 

Menopause occurs in the United States between 
age 50 and 51; in the United Kingdom, about a year 
earlier. Menopause is brought on when a woman’s 
ovaries stop producing eggs (ovulating) and monthly 
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bleeding from the uterus ceases. During the climac- 
teric, a time period when gradual hormonal changes 
occur before and after menopause itself, the ovaries 
gradually produce less estrogen and progesterone. 
Women face many health care controversies around 
the time of menopause. A major one is the issue of 
hormone replacement therapy. Hormone replace- 
ment therapy helps many women who have hot 
flashes and vaginal dryness. However, differences of 
opinion regarding hormone replacement therapy by 
experts leave many women feeling confused and in 
search of additional opinions. The number of edu- 
cational programs featuring speakers on the topic of 
menopause and hormone replacement therapy is 
testimonial to the interests and confusion pertain- 
ing to the subject. 

Women develop many mental health concerns 
around the time of menopause. One is a feeling 
that they are no longer attractive to men; another 
is a feeling of loss because they are no longer able 
to bear children. They may be divorced, widowed, 
facing a husband’s (or their own) retirement, deal- 
ing with grown children who have returned home 
or anticipating financial difficulties due to an infla- 
tionary economy. All of these factors contribute to 
a woman’s mental outlook; when irritability and 
depression occur, they should not be confused with 
effects of hormonal changes. 

Physiological problems interfere with women’s 
feeling of mental well-being, too. Hot flashes plague 
many women, and they feel embarrassment when 
they occur. Vaginal dryness that occurs along with 
diminishing estrogen levels contributes to painful 
sexual intercourse and hence reduced interest in 
sexual activity. What a husband or lover may inter- 
pret as lack of interest may actually be physical dis- 
comfort and fear of painful intercourse. 

See also CLIMACTERIC. 


Kahn, Ada P., and Linda Hughey Holt. Menopause: The 
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menstruation (menstrual period) Uterine bleed- 
ing that commonly occurs approximately once a 
month between puberty and menopause. Histori- 


cally, for many women the onset of menstruation 
(menarche) has been filled with anticipation, won- 
der, awe and sometimes fear. Menstruation marks 
the beginning of physical adulthood for women, as 
bearing children becomes possible after menarche. 
Many young women become pregnant shortly after 
the onset of menstruation, with, in many cases, 
unwanted children. 

Menstruation consists of periods of bleeding 
(menstrual periods) that occur in most (but not 
all) women every 28 days. Although the blood 
flow usually lasts about four to five days, it can last 
fewer or more and still be considered within the 
range of normal. 

Menstruation is the removal of products from 
the uterus that are prepared each month as a uter- 
ine lining to provide for a potential pregnancy. At 
the same time, the ovary ripens an egg (ovum) each 
month and releases it (ovulation) so that it can be 
fertilized and implanted in the uterus. If fertilization 
does not occur, the uterus empties and these cycli- 
cal preparations begin again. Blood loss during each 
period averages about 25 cc (about one ounce) but 
can vary from a third of an ounce to almost two 
ounces. 

Menstruation usually begins two weeks after 
ovulation if the egg is not fertilized. Duration 
between two menstrual periods can vary from 
three to five weeks. When a woman experiences 
irregular ovulation, irregular menstruation may be 
the only symptom she notices. 

Menstruation is caused by cyclic fluctuation of 
the hormones estrogen and progesterone. During a 
“typical” menstrual cycle, ovarian estrogen is pro- 
duced in response to stimulation from the pituitary 
hormones FSH (follicle stimulating hormone) and 
LH (luteinizing hormone). Estrogen builds up the 
uterine lining. At midcycle, ovulation occurs in 
response to an “LH surge,” and the ovary forms 
a small cyst called a corpus luteum in the area of 
cells (called a follicle) that had surrounded the egg 
or ovum. These cells produce progesterone, which 
causes structural changes in the uterine lining. 

If the ovum is fertilized and implants in the uter- 
ine lining, menstruation does not occur; hence, 
a missed menstrual period is a common signal of 
pregnancy. If the ovum is not fertilized, the uterine 
lining is sloughed off approximately two weeks after 
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ovulation, resulting in a few days of vaginal bleed- 
ing. An artificial menstrual flow can be induced by 
giving a woman estrogen and progesterone; this is 
commonly done in the form of birth control pills or 
hormone replacement therapy. 

Premenstrual Syndrome (PMS). Many women are 
more irritable or depressed just before and during a 
menstrual period. Some notice annoying bloating, 
fluid retention, breast tenderness and headaches. 
Most women cope successfully with these symptoms 
by getting a little extra rest, limiting or decreasing 
salt intake and recognizing the temporary nature 
of these annoyances. Women who have excessive 
premenstrual symptoms should bring them to the 
attention of a physician. Therapy used may involve 
vitamin supplements, progesterone injections, the 
drug bromocriptine, antidepressants or tranquiliz- 
ers and oral contraceptives. 

Some women who have migraine headaches 
find that their onset is associated with their men- 
strual periods. Newer prophylactic (preventive) 
therapies for migraine headaches can help many 
women with this problem. 


Mental Health Concerns about Menstruation 


Fear of menstruation is known as menophobia. 
Some uninformed young women may become 
anxious about menstruation because they have not 
learned about their bodies. Because blood flow is 
usually a signal of physical injury, and a common 
fear among young children, adolescent girls may 
become alarmed at the first sight of monthly bleed- 
ing with the onset of menstruation. Some women 
who fear menstruation reflect anxiety felt by their 
mothers and generations of women before them; 
they feel shame if men around them are aware that 
they are menstruating. 

In some cultures, menstruating women are 
excluded from society during their periods. Over 
centuries, concerns regarding menstruation have 
included the notions that sexual intercourse dur- 
ing menstruation is harmful to both men and 
women’s health and that deformed children may 
result from intercourse during this time. Anxiet- 
ies surrounding menstruation can be overcome 
with education, information and reassurance that 
monthly periods are a normal part of the female 
life cycle. 


Protecting one’s clothing and hiding the fact 
that a woman is having her menstrual period have 
been concerns among women for generations. At 
one time “sanitary supplies” were sold only in drug 
stores and wrapped in plain wrapping paper. Women 
were embarrassed to ask their husbands, fathers or 
brothers to buy these supplies for them. The most 
common ways of disposing of menstrual fluid is the 
use of externally worn sanitary napkins (in Brit- 
ain, known as sanitary towels) or internally worn 
tampons. Commercially prepared sanitary napkins 
developed during the early 20th century after gen- 
erations used cloth bandages, towels, and absorbent 
rags, washed and reused. Today sanitary napkins are 
available in many sizes and styles, to accommodate 
all body sizes and types of menstrual flow. 

Internally worn tampons can be used by young 
women from the start of menstruation. Many moth- 
ers of young daughters are concerned that use of a 
tampon interferes with “virginity.” Physicians say 
that virginity is intact until one’s first act of sexual 
intercourse. The hymeneal ring, a tissue between 
the internal and external genital organs, is usually 
large enough to admit a tampon, which has been 
slightly lubricated for easier insertion. Many young 
women find tampons a neater way to deal with 
menstruation and a way to avoid external irrita- 
tion of the genital area with a napkin or pad. Many 
women of all ages use tampons or napkins for dif- 
ferent rates of menstrual flow at different times. In 
fact, some women, during periods of heavy flow, 
use a tampon and a napkin at the same time. 

During the 1980s concern about a condition 
called toxic shock syndrome—a serious infectious 
disease—caused many women to stop using tam- 
pons. However, with proper attention to hygiene 
and frequent replacement of tampons, women need 
not fear toxic shock syndrome. In addition, some of 
the materials used in tampons have been changed 
by the manufacturers, making them safer for use. 


Sexual Intercourse during Menstruation 


For aesthetic reasons, many couples abstain from 
sexual intercourse during a woman’s menstrual 
period. Some men and women find sexual activ- 
ity distasteful during this time, while some women 
enjoy the closeness and support of their mate. 
There is no medical reason to avoid intercourse; the 
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woman will not be injured by the thrusting of the 
penis, and the man will not “catch” anything from 
the woman. If a couple desires to have sexual inter- 
course during menstrual bleeding, preparations, 
such as putting a heavy towel under her buttocks, 
will prevent soiling the bedclothes with blood. Some 
women report that sexual activity during men- 
struation—particularly leading to orgasm—actually 
relieves cramps and menstrual discomforts. 


Menstruation and Psychotropic Drugs 


In many women the menstrual cycle influences 
the pharmacokinetics of psychotropic medications. 
According to Margaret F. Jensvold, director of the 
Institute for Research on Women’s Health, Wash- 
ington, D.C., physicians should select medication 
doses with regard for the menstrual cycle. In an 
article in Psychiatric News (October 4, 1991), Jens- 
vold advised that premenstrual or menstrual symp- 
toms should not be confused with drug effects, and 
she suggested that the issue of constant or periodic 
dosage is understudied. Jensvold referred to some 
case reports of women with bipolar disorder whose 
symptoms recurred relative to their menstrual 
cycles. One woman ona constant lithium dosage had 
premenstrual recurrence of bipolar symptoms and 
a premenstrual serum level drop premenstrually. 
With an increased dose for a week premenstrually, 
her serum levels remained constant and prevented 
the premenstrual recurrence of bipolar symptoms, 
giving her good control of the symptoms. 

Another case was reported of a woman with 
bipolar disorder who became hypomanic early in 
each menstrual cycle and depressed in the latter 
part of the cycle, with relief at onset of menses. 
Her serum lithium levels were lowest while she 
was hypomanic, highest when she was depressed 
and intermediate when she was feeling well and 
calm (euthymic). 

There may be a subgroup of women who have 
bipolar disorder whose mood and lithium levels 
vary with the menstrual cycle. However, it raises 
the question of whether lithium levels varied with 
the menstrual cycle or with the pathological state. 
To address that question, a study in 1990 looked at 
six women taking birth control pills and six women 
not taking birth control pills; all were asymptom- 
atic. Lithium levels after a single dose were the 


same through all phases of the menstrual cycle on 
or off birth control pills. 

Bipolar disorder is equally common in women and 
men, but rapid cycling bipolar disorder (more than 
three mood switches per year) is much more com- 
mon in women. In a study of 52 people with rapid 
cycling bipolar disorder, 92 percent were women. 
There was not one woman whose rapid cycling was 
related to her menstrual cycle. In another case, in 
1983, moods of women with bipolar illness cycled 
with their menstrual cycles but sometimes became 
out of synchronization with their cycles. 

These reports suggest that for a subgroup of 
women with bipolar disorder, their illness may 
cycle relative to the menstrual cycle and they may 
show changes in lithium levels relative to their 
menstrual cycle. Once such a pattern is identified, a 
clinician can adjust treatment across the menstrual 
cycle to give a woman better control. However, this 
does not apply to all women with bipolar disorder. 
Changes in bipolar disorder do not always occur 
in relation to the normal menstrual cycle. It is still 
unclear why the mood cycle goes out of synchro- 
nization with the menstrual cycle at times. Clini- 
cians should consider each woman an individual 
case and determine how individual differences in 
the menstrual cycle affect medications. 

See also HEADACHES. 
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mental health Mental health refers to an individu- 
al’s ability to negotiate the daily challenges and social 
interactions of life without experiencing undue emo- 
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tional or behavioral incapacity; mental health is more 
than just the absence of mental disorders. It can be 
affected by many factors, ranging from exogenous 
stresses that are difficult to manage to biologic defects 
or organic diseases that impair brain function. 

Many approaches have been proposed to reduce 
the impact of mental health problems. Stress, 
whether stemming from life events, chronic strain 
or environmental pressures, is associated with bio- 
logic changes linked to cognitive, emotional and 
behavioral dysfunctions. Healthful habits, such as 
good nutrition and adequate amounts of exercise 
and relaxation techniques, may be useful in help- 
ing to relieve stress. Because people with low levels 
of control over their environment (actual or per- 
ceived) appear to be at greater risk, interventions 
have also been directed at increasing individuals’ 
resources and coping skills through education and 
social support. For those needing more aggressive 
attention, medical interventions are available that 
include use of psychotherapies, antidepressant 
drugs and a variety of other techniques such as bio- 
feedback and meditation. 

Developmental delays in childhood and specific 
skill disorders have also been linked to learning 
and adjustment problems in adolescence and early 
adulthood. Early interventions with parents and 
children that address prenatal care, parental skills 
and remedial help in early school programs may 
help prevent developmental problems and their 
progression to mental health problems. 


Mental Health Parity Act (MHPA) The Mental 
Health Parity Act signed into law on September 26, 
1996, requires that annual or lifetime dollar lim- 
its on mental health benefits be no lower than any 
such dollar limits for medical and surgical benefits 
offered by a group health plan or health insurance 
issuer offering coverage in connection with a group 
health plan. 

The MHPA applies to most group health plans 
with more than 50 workers. However, MHPA 
does not apply to group health plans sponsored by 
employers with fewer than 51 workers. 

The law does not apply to benefits for substance 
abuse or chemical dependence. 

See also MANAGED CARE. 


mental illness An illness that affects or is mani- 
fested in a person’s brain. It may affect how the 
person thinks, behaves and interacts with other 
people. The term encompasses many psychiatric 
disorders that vary in severity. 

Since the 1980s research has led to advance- 
ments in diagnosis and treatment of many men- 
tal illnesses. Where once mentally ill people were 
hospitalized because they were disruptive or feared 
to be harmful to themselves or others, today most 
people who suffer from a mental illness, including 
those disorders that can be extremely debilitating, 
such as schizophrenia, can be treated effectively 
and lead full lives. 

Mental illnesses are described and categorized in 
the book Diagnostic and Statistical Manual of Mental Dis- 
orders, 4th ed., published by the American Psychiat- 
ric Association. Among the most commonly known 
psychiatric disorders are depression, manic depres- 
sion, bipolar disorder, anxiety disorders, generalized 
anxiety disorder, specific phobias, social phobia, 
panic disorder, agoraphobia, obsessive-compulsive 
disorder, schizophrenia and other psychotic disor- 
ders (such as delusional disorder), substance abuse 
and disorders related to substance abuse, delirium, 
dementia (including Alzheimer’s disease), eating 
disorders, sleep disorders, attention-deficit/hyper- 
activity disorder, learning disorders, sexual disor- 
ders, dissociative disorders and personality disorders 
(such as borderline personality disorder and antiso- 
cial personality disorder). 

Mental illness is not a weakness or defect in 
character. Mental illnesses are real illnesses that 
require and respond well to treatment. 

See also AGORAPHOBIA; ALZHEIMER'S DISEASE; 
ANXIETY DISORDERS; BIPOLAR DISORDER; DEPRESSION; 
DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL DISOR- 
DERS; PHARMACOLOGICAL APPROACH; SCHIZOPHRENIA. 


mental retardation A particular state of function- 
ing, characterized by limitation in both intelligence 
and adaptive skills, that begins in childhood. As 
defined by the American Association on Mental 
Retardation, mental retardation is characterized by 
significantly subaverage intellectual functioning, 
which exists concurrently with related limitations 
in two or more of the following applicable adaptive 
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skill areas: communication, home living, commu- 
nity use, health and safety, leisure, self-care, social 
skills, self-direction, functional academics and 
work. Mental retardation manifests before age 18. 

The American Association on Mental Retarda- 
tion is an international multidisciplinary association 
of professionals. The Association has had responsi- 
bility for defining mental retardation since 1921. 
The AAMR promotes progressive policies, sound 
research, effective practices, and universal human 
rights for people who have intellectual disabilities. 

The Arc of the United States represents more 
than seven million children and adults with mental 
retardation and related developmental disabilities 
and their families. With chapters across the United 
States, the Arc is active in legislative lobbying as 
well as providing resources for the public. 


mentor An older, more experienced and higher- 
ranking individual in an organization or field who 
promotes the career of a younger, lower-ranking 
person with assistance and advice. Mentors serve 
as teachers and role models and have been shown 
to be a key element in the rise to success. Although 
they are not necessarily close friends of their pro- 
teges, friendships may develop. They serve to make 
the protege comfortable in the field or corporate 
structure. A mentor may also use his or her influ- 
ence directly to promote the protege’s career. For 
this reason, mentors are rarely in a direct line of 
authority over the protege because of the problems 
of jealousy and resentment from colleagues. The 
mentor offers support to the protege in terms of 
professional decisions or crisis. 

Most mentor relationships grow somewhat spon- 
taneously out of work situations and usually start 
with requests for advice or help. Frequently neither 
side is precisely aware when the relationship started. 
A mentor is usually drawn to a younger employee 
because of his or her talent, ambition and interest 
in the field or organization. Although the benefits to 
the protege are obvious, there are also definite ben- 
efits to the mentor, most obviously a sense of gen- 
erosity and satisfaction. A mentor may also be at a 
point in her career when she has reached the pinna- 
cle but feels the need for further accomplishment. In 
acquiring a protege, a mentor also gains support for 


her ideas or programs within the organization. She 
may also accumulate information from the lower- 
ranking person about problems or other matters 
within the organization that could not be acquired 
through more formal methods. 

Mentor relationships may also benefit the orga- 
nization. For example, proteges are integrated 
into the organization in a way that enhances for- 
mal training and are groomed for higher positions. 
Relationships with mentors provide for longevity 
and lower employee turnover and promote com- 
munication and understanding among the different 
levels in an organization. 

With all of their benefits, there are also prob- 
lems inherent in the mentor-protege relationship. 
For example, a male-female relationship may turn 
into a romance or at least give the appearance of 
doing so. Even without this element, the relation- 
ship may promote envy or charges of favoritism. A 
mentor-protege relationship is inherently tempo- 
rary, since the object for the protege is advance- 
ment in the organization; but one of the two may 
hang on and become dependent on the relationship 
in a destructive way. The protege may also expe- 
rience difficulties if the relationship is interrupted 
because the mentor is transferred or becomes ill or 
unable to function for some other reason. Either 
side may also fall in the corporate opinion if one 
makes a blunder or performs poorly. 


Collins, Nancy W. Professional Women and Their Mentors. 
Englewood Cliffs, N.J.: Prentice-Hall, 1983. 


meperidine The generic name for an analgesic 
(pain-relieving) drug (trade name: Demerol). It has 
effects similar to those of morphine and is widely 
used in anesthetic premedication, in balanced anes- 
thesia and with caution in obstetric analgesia. The 
dosage of meperidine should be reduced when 
antipsychotic agents, sedative-hypnotics or other 
drugs that depress the central nervous system are 
given concurrently. There can be adverse reactions 
in individuals who use meperidine at the same time 
as monoamine oxidase inhibitors. 


meprobamate The generic name for an antianxi- 
ety drug (trade names: Equanil, Meprospan and 
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Miltown). While useful in treatment of anxiety, it 
is less effective than the benzodiazepine drugs. 
See also BENZODIAZEPINE DRUGS. 


Meprospan Trade name under which the anti- 
anxiety drug meprobamate is marketed. 
See also ANXIETY; MEPROBAMATE. 


mercury poisoning Inhalation of mercury vapor 
is a common cause of mercury poisoning that may 
result in shortness of breath and alter brain and kid- 
ney damage. Mercury poisoning in the brain may 
cause uncoordination, tremors, excitability and, in 
severe cases, impairment of vision and a type of 
irreversible dementia. Mercury encephalopathy is a 
type of brain damage that can occur. 

The expression “mad as a hatter” arose because 
many hatmakers often suffered from mental con- 
fusion, slurred speech and tremors as a result of 
inhaling poisonous mercury-laden vapors while 
making felt hats. 

Treatment of mercury poisoning includes use of 
agents to help the body excrete the mercury rap- 
idly; in some cases dialysis (to purify the blood) is 
performed. 

See also DEMENTIA. 


mescaline A hallucinogenic drug obtained from 
the Mexican peyote (peyotl) cactus. Effects of the 
drug generally last for four to eight hours and 
include changes in thought and mood, a sense of 
being in touch with the unknown and an altered 
sense of time. Frightening experiences or thoughts 
may lead an individual to panic and injury. Use of 
mescaline can be addictive. 

See HALLUCINATIONS AND HALLUCINOGENS; PEYOTE; 
SUBSTANCE ABUSE. 


metabolic syndrome Weight gain and increased 
appetite occurs during drug treatment for some 
mental health disorders. Obesity and depression 
often overlap; some of the brain circuits involved 
in obesity are also thought to be dysregulated in 
depression. Mood changes can be a side effect of obe- 


sity treatments, and weight gain can be a side effect 
of antidepressant medications. Both disorders can 
result in the metabolic syndrome, possibly increas- 
ing consequences of cardiovascular problems. 

Obesity, insulin resistance and type 2 diabetes 
mellitus appear to be significantly elevated in some 
patients taking certain medications. For example, 
excessive weight gain is observed with clozapine, 
olanzapine, chlorpromazine and thioridzaine and 
is less consistently noted with risperidone or que- 
tiapine. Patients at high risk should be identified 
early during treatment with antipsychotic drugs and 
should receive lifestyle counseling. Research is ongo- 
ing to reduce drug-induced metabolic dysfunction 
and to understand aspects of metabolic syndrome 
other than weight gain and appetite stimulation. 

Marked weight gain also occurs during treat- 
ment with many tricyclic antidepressants. Selective 
serotonin reuptake inhibitors (SSRIs) may induce 
weight loss during the first few weeks, but some of 
them may induce weight gain over the long term. 

See also ANTIDEPRESSANTS; OBESITY; SELECTIVE 
SEROTONIN REUPTAKE INHIBITORS. 


Baptista, Trino, Soaira De Mendoza, Serge Beaulieu, et al. 
“Metabolic Syndrome and Related Disorders.” JOUR- 
NAL 1, no. 4 (September 2004): 290-307. 


methadone A synthetic pain-killing narcotic that 
resembles morphine. It is used to relieve withdrawal 
symptoms in individuals undergoing a supervised 
morphine or heroin detoxification program, as it 
causes only mild symptoms when withdrawn. It is 
also used to treat severe chronic pain. 


methamphetamines Stimulants available by pre- 
scription for limited medical purposes such as nar- 
colepsy and certain cases of obesity. In some cases 
these drugs are diverted from the legitimate market. 
The most common forms are white powders, pills or 
“rock.” This class of stimulants is swallowed, injected 
into veins or inhaled through a tube into the nose. Ice 
is a rock form of methamphetamines that is ingested 
via smoking, which magnifies the drug’s effects. 
These stimulants affect the central nervous sys- 
tem to produce feelings of increased alertness and an 
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enhanced sense of well-being. Best known for their 
appetite suppressant abilities, stimulants also increase 
blood pressure and respiratory rates. Some individu- 
als use these drugs to stay awake for long periods 
of time. Significant adverse effects include dizziness, 
headaches, blurred vision, loss of coordination, ner- 
vousness, irritability and tremors. Acute anxiety and 
paranoia are not uncommon. The “crash” follow- 
ing amphetamine use can lead to suicidal behavior. 
Street names include speed, uppers, pep pills, ben- 
nies, dexies, meth, crystal, black beauties and crank. 


Use and Withdrawal 


According to the National Household Survey on 
Drug Abuse, an estimated 8.8 million people in the 
United States (4 percent of the population) have 
tried methamphetamine at least once in their lives. 
The number of admissions for methamphetamine 
substance abuse rose from 14,554 in 1992 to 66,052 
in 2000, according to the Treatment Episode Data 
Sheet. 

In early 2004 a study was published indicating 
that people who recently stopped abusing the drug 
may have brain abnormalities similar to those seen 
in people with mood disorders. Those findings sug- 
gested that practitioners could have higher success 
rates for methamphetamine users receiving addic- 
tion treatment by also providing therapy for depres- 
sion and anxiety in appropriate individuals. If left 
untreated, mood disorders may undercut success in 
therapy and contribute to relapse. 

According to Dr. Nora D. Volkow, director of the 
National Institute on Drug Abuse (NIDA), National 
Institutes of Health, which funded the study: 


Methamphetamine abuse is a grave problem that 
can lead to serious health conditions including 
brain damage, memory loss, psychotic-like behav- 
ior, heart damage, hepatitis, and HIV transmission. 
Currently no medication exists to treat abuse or 
addiction to amphetamines or amphetamine-like 
compounds; however, drug counselors and other 
health professionals have successfully used behav- 
ioral interventions to treat addictions. Treatment 
outcomes may improve if associated mental condi- 
tions are addressed concurrently with addiction. 


Researchers at the University of California Los 
Angeles, the University of California Irvine, and 


NIDA’s Intramural Research Program used posi- 
tron emission tomography (PET), a technology to 
image brain activity, to compare glucose metabo- 
lism in the brains of 17 methamphetamine abusers 
who had stopped using the drug four to seven days 
before their participation in the study and of 18 
nonabusers. The methamphetamine abusers aver- 
aged a 10-year history of drug abuse that included 
consuming an average of four grams of metham- 
phetamine per week and had used the drug at least 
18 of the preceding 30 days. 

“In order to develop more effective therapies for 
treating methampetimine users, it is imperative to 
understand the underlying pathology in the brain,” 
said the study’s principal investigator, Dr. Edythe D. 
London, senior research scientist at the UCLA Neu- 
ropsychiatric Institute. “Treatment of methamphet- 
amine addicts typically focuses on drug craving,” 
London said. “Our Positron Emission Tomography 
(PET) images for the first time pinpoint abnormal 
brain activity that has been closely linked to symp- 
toms of depression and anxiety. Targeting these 
complicating conditions as part of a more compre- 
hensive treatment program may improve success 
rates of methamphetamine addiction therapy.” 

Respondents to questions underwent a PET 
scan to measure how their brains used glucose 
while they performed an attention task. On the 
day of the scan, participants rated their symptoms 
of depression and anxiety. The abusers also rated 
their cravings for the drug within 48 hours of the 
scan. Scientists found that methamphetamine 
abusers reported higher ratings of depression and 
anxiety than nonabusers. The PET scans indicated 
that the two groups showed significant differences 
in glucose metabolism in specific brain regions. In 
methamphetamine abusers, glucose metabolism 
was lower in brain regions linked to depressive 
disorders, depressed mood and sadness. It was 
higher in brain regions linked to anxiety and drug 
cravings. 

See also ANXIETY; DEPRESSION; SUBSTANCE ABUSE. 
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MHPG test See 3-METHOXY-4-HYDROXYPHENYL- 
GLYCOL. 


mid-life crisis A term given to life stresses that 
occur at or around middle age. Men and women 
both may experience mid-life crises. In a sociologi- 
cal sense, these occur as individuals realize that they 
have reached the prime of their lives and begin to 
question whether or not they have achieved their 
goals, reset goals and, in some cases, turn their lives 
in new directions. In physiological terms, mid-life 
crises occur as people realize that they no longer 
have the physical strength and stamina that they had 
when they were younger. For women, menopause 
marks the end of their childbearing years. Many men 
and women begin to fear that they are losing their 
attractiveness and sex appeal. Many turn to cosmetic 
surgery to relieve aging lines, give more character 
to their chins or remove excess body fat. Some peo- 
ple focus more on their body shape and embark on 
strenuous courses of exercise at health clubs and 
gyms in an effort to retard effects of aging. 

The term “mid-life crisis” is really a misnomer 
for many psychological stresses that occur in the 
45-60 age range. Such stressors include children 
growing up and leaving home, married children 
returning home with their own children, facing job 
loss, facing forced retirement, divorce, widowhood, 
loss of a sex life because of lack of a partner, seeking 
a new partner and adjusting to a second marriage 
and a set of secondhand problems with another’s 
children or parents and caring for aging parents. 
While some blame psychological distress in women 
on decreasing hormonal levels, these psychosocial 
factors should not be discounted. 

See also CLIMACTERIC; EMPTY NEST SYNDROME; 
MENOPAUSE; STRESS. 


Kahn, Ada P., and Linda Hughey Holt. Midlife Health: A 
Woman's Practical Guide to Feeling Good. New York: Avon 
Books, 1989. 


migraine headaches See HEADACHES. 


migration Migration has a profound impact on an 
individual’s mental health. Leaving one’s country 


sets in motion a mourning process similar to that 
which occurs after losing a person. 

Sigmund Freud stated: “Mourning is regularly 
the reaction to the loss of a loved person, or to the 
loss of some abstraction which has taken the place 
of one, such as one’s country, liberty, an ideal, 
and so on.” The loss of one’s country resembles 
the death of a person, and depending on the age 
at the time of loss, it may even more closely paral- 
lel a developmental loss, particularly the emotional 
detachment from parents in late adolescence. 

The mourning process may include three stages. 
The first is dominated by separation anxiety, grief 
and efforts to recover the object. Retrieval has been 
given up in the second stage, when the focus is no 
longer on the lost object. It is accompanied by pain, 
despair and even depression. The third phase her- 
alds reorganization, which may include maintain- 
ing values and pursuing goals that have developed 
in association with the lost object. 

As early as 421 B.c., Euripides, in Medea, wrote: 
“There is no sorrow above the loss of a native land.” 
At first sight, loss of country might appear clearer 
and less complicated in the event of involuntary emi- 
gration; however, it is no less true of the voluntary 
emigrant. The latter may, through a reversal mecha- 
nism, feel abandoned. The feeling of abandonment 
may be reinforced at times by relatives and friends 
who feel abandoned themselves and resent the per- 
son leaving. Although the newcomer may appear to 
adjust to a new life in the new country more and 
more, at the same time he or she may be longing for 
the old country and idealize it as a result. 

He may have fantasies of “bringing it back,” in 
this case taking himself back to it. The disillusion- 
ment may be intense when the immigrant decides 
to return to live in his homeland and finds that the 
country he left is no longer there. His relationship 
with the country is fixated at the time of his emi- 
gration. Subtle external signs of this fixation may 
include dated use of the language. Return to the 
homeland may be the moment of truth when dis- 
avowal of the loss no longer works, and depression 
may follow. 


Culture Shock 


Another aspect of migration is culture shock, which 
can be described as the result of a sudden change 
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of an average, expectable environment to a strange 
and unpredictable one. The impact of the violent 
encounter with the new environment, combined 
with the mourning process set in motion by the 
loss, causes a threat to the newcomer’s identity. 
The sense of the continuity of the self, as well as 
the sense of self-sameness, is threatened. Con- 
comitantly, the consistency of one’s own inter- 
personal interactions is disrupted. No longer is 
there the same confirmation of one’s identity in 
interaction with the environment. One’s national 
identity is hardly thought of as an issue while in 
one’s own country, but an American in a hostile 
country would be likely to be acutely aware of his 
nationality. National symbols such as the flag and 
national anthem would take on added significance. 
But even in a more friendly foreign country, one’s 
sense of national identity is heightened and may be 
threatened. Many environmental clues that nor- 
mally confirm one’s identity are absent and have 
been replaced by unfamiliar phenomena, includ- 
ing language, architecture, manner of dress, food, 
music and smell. 

One means of coping is to try to translate the 
unfamiliar into the familiar. For example, an indi- 
vidual from a forested country may look at tall 
buildings in a city and say that tall buildings look 
like the forest. A similar mechanism may have been 
at work when early settlers chose an area that was 
physically like the one they left, thus reducing the 
psychologically “unsettling” effect of beginning a 
new life in a strange environment. 

The country and its physical environment—the 
nonhuman aspect—constitute a separate object the 
person relates to, and a separate object that needs 
to be mourned when it is left behind. Common 
usage confirms its object status; one speaks of one’s 
fatherland or motherland. In 63 B.c., Cicero already 
recognized this when he said, “Our country is the 
common parent of all.” The process of mourning 
one’s country may be the focal point in the migra- 
tion process and may be parallel to—or at times 
interchangeable with, depending on the develop- 
mental level—the late-adolescent developmental 
process of decreasing dependency and preoccupa- 
tion with idealization of the parents of childhood. 
Idealization of the lost object, be it a dead parent or 
a lost country, is common. 


Certain cultural or basic aspects of the native 
country, such as food, may be glorified. Social gath- 
erings with compatriots, at which traditional foods 
are eaten, have a quality of the funeral meal after 
the death of a mother or father, at which siblings 
gather and reminisce about that parent. In this case, 
they reminisce about the beloved country. These 
gatherings thus become part of a lifelong mourning 
process. 

Returning to visit the lost country turns one into 
a visitor, in many ways similar to visiting the paren- 
tal home when one is no longer a child. Moreover, 
just as an adolescent may begin to see his own fam- 
ily more clearly when he gets to know other fami- 
lies, the immigrants may see his native country in 
a different light once he becomes familiar with the 
new country. 

It is tempting to use the image of adoption, par- 
ticularly when birth mother and country of birth so 
closely parallel each other. Yet in some ways, what 
happens is more like entering a stepfamily. Unlike 
an adoptive family that may be eagerly await- 
ing the arrival of the adopted child, a stepfamily 
is more likely to have strong ambivalent feelings 
about the new arrival. The latter is also true of the 
receiving country, which may be quite ambivalent 
about new arrivals. 

See also NOSTALGIA. 


De Vryer, Miepje A. “Leaving, Longing, and Loving: A 
Developmental Perspective of Migration.” Journal of 
American College Health 38 (September 1989). 

Silove Errick, Ingrid Sinnerbrink, and Annette Field. 
“Anxiety, Depression and PTSD in Asylum Seekers: 
Associations with Pre-Migration Trauma and Post- 
Migration Stressors. British Journal of Psychiatry 170, 
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milieu therapy A complex approach to the care 
of individuals using environment or aspects of the 
environment in ways to promote mental health and 
change behaviors of clients involved. It includes a 
structuring of the physical and social environment 
of a mental health treatment program so that every 
interaction and activity is as therapeutic as possible 
for the patient. Milieu therapy is used in a variety 
of community and institutional settings. 
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Milieu therapy revolves around the idea that an 
individual’s mental health difficulties in relating 
to others often contribute to the development of 
problems in responding and adapting to the envi- 
ronment. An increasing awareness of basic psycho- 
social principles can aid the individual in making 
more positive adaptations. 

Milieu therapy stresses the patients’ responsibili- 
ties not only in their own care but also in the care 
of their peers. Whether milieu therapy is used in a 
facility depends on the resources of the facility, type 
of client population and their length of stay. Milieu 
programs are generally characterized by commit- 
ment, democracy, engagement, communalism and 
humanitarianism. 

See also BEHAVIOR THERAPY. 


Miltown A trade name under which the antianxi- 
ety drug meprobamate is marketed. 
See also ANXIETY; MEPROBAMATE. 


mind/body connections Links between the 
mind, brain and other organ systems. Research 
studies have demonstrated that both psychological 
and physical stress have effects on health. Increas- 
ingly, physicians are recognizing that behavior 
therapy and complementary therapies, such as 
guided imagery, relaxation, biofeedback and hyp- 
nosis, are useful adjuncts in the comprehensive 
care of many patients, many of whom have men- 
tal health concerns. 

The term “mind/body medicine” relates to many 
treatments and approaches ranging from medita- 
tion and relaxation training to social support groups 
planned to engage the mind in improving physical 
as well as emotional well-being. 

According to Herbert Benson, M.D., author of 
The Relaxation Response, “too often in the practice of 
modern medicine, the mind and body are consid- 
ered to be separate and distinct, which is not in our 
best interests. Because of specialization, patients are 
no longer treated as whole persons. Instead, we are 
separated into groups of organs and specific symp- 
toms are not considered in context.” 

In The Mind/Body Effect, Dr. Benson emphasizes 
the need for practicing behavioral medicine, which 


ADVANTAGES OF MIND/BODY THERAPIES 
FOR BETTER MENTAL HEALTH 





e Can be used along with standard medical practices 

e Financial cost of procedures is low 

e Physical and emotional risk is minimal; potential 
benefit is great 

e Many can be taught by paraprofessionals 

e No high-tech interventions 

e May improve quality of life by reducing pain and 
symptoms for people with chronic diseases 

e May help control or reverse certain underlying 
disease processes 

e May help prevent disease from developing 





incorporates the principles of medicine, physiol- 
ogy, psychiatry and psychology. Patients should 
be viewed in their entirety with the realization 
that what happens in their mind has direct bear- 
ing on the state of their physical health. Dr. Ben- 
son also makes it clear that psychological factors 
often induce physical ailments. He indicates that in 
extreme cases, fear and a sense of hopelessness can 
even induce death. 

Many conditions have been found to respond to 
such techniques of behavior and complementary 
therapies when they are used alone or in combina- 
tion with standard medical and surgical treatments; 
these conditions include high blood pressure, coro- 
nary artery disease, cancer, chronic pain, temporo- 
mandibular joint (TMJ) syndrome, headaches and 
irritable bowel syndrome. 

See also BEHAVIOR THERAPY; BIOFEEDBACK; COM- 
PLEMENTARY AND ALTERNATIVE MEDICINE; GUIDED 
IMAGERY; HEADACHES; HIGH BLOOD PRESSURE; HYP- 
NOSIS; IRRITABLE BOWEL SYNDROME; KABAT-ZINN, 
JON; MEDITATION; PAIN; PSYCHONEUROIMMUNOLOGY; 
RELAXATION; SIEGEL, BERNIE; SOCIAL SUPPORT SYSTEM; 
SUPPORT GROUPS; TEMPOROMANDIBULAR JOINT SYN- 
DROME; WEIL, ANDREW. 
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mindfulness meditation See COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; KABAT-ZINN, JON; MEDITA- 
TION; MIND/BODY CONNECTIONS. 


Mini-Mental State Examination (MMSE) The MMSE 
is a method for assessing the cognitive status of 
an individual. It is frequently used with elderly 
patients. Evaluation of cognitive functioning is 
important in clinical settings because of the high 
prevalence of cognitive impairment in medical 
patients. The MMSE can help health professionals 
detect impairment, follow the course of an illness 
and monitor response to therapy. MMSE has also 
been used to screen for cognitive disorders and to 
follow cognitive changes during clinical trials. 

The MMSE is a method to grade cognitive men- 
tal status and assess for orientation, immediate and 
short-term recall, language and the ability to follow 
simple verbal and written commands. The total score 
places the individual on a scale of function so that 
care can be appropriately prescribed and provided. 


Sample Mini-Mental State Examination 


In the section on orientation, the individual may 
be asked 


e What is the day of the week? 
e What year was last year? 
e What is the street name? 
e What building are we in? 


In the section on memory, the first part tests the 
ability to remember three words immediately. The 
individual will be given the names of three objects 


to remember, such as table, ball and pen. Then the 
individual will be asked to repeat the three words. 

The section on attention and calculation tests the 
ability to concentrate on a tricky task. The patient 
will be asked to count backward. For example, 
start at 50 and count backward by 5. The patient 
also may be asked to spell a word, such as “lunch,” 
backward. 

The final part of the test helps assess spoken and 
written language and the ability to write and copy. 
The person being tested is shown two everyday 
items, such as a hammer and a crayon, and asked 
to name them. The patient will then be asked to say 
aloud a tongue-twister sentence such as “pass the 
peas, please.” Then the person will be given a piece 
of paper and asked to carry out three steps: 


e Take this paper in your hand. 
e Fold it in half. 
e Place it on this chair. 


A card is then shown with an instruction for a sim- 
ple task, such as “clap your hands.” 

The next stage of the test is to write a sentence on 
a piece of paper. The sentence needs to make sense. 
An acceptable sentence might be “It is a lovely day 
today” or “My name is John.” 

Finally, the ability to copy a design of two inter- 
secting shapes is assessed. 

Copies of the complete test are available from 
the Psychological Assessment Resources (PAR) 
Web site: http://www.parinc.com. 

See also AGING; ALZHEIMER'S DISEASE. 


Folstein, M., S. Folstein, and P. McHugh “Mini-mental 
State: A Practical Method for Grading the Cognitive 
State of Patients for the Clinician.” Journal of Psychiatric 
Research 12, no. 3 (November 1975): 189-198. 


Minnesota Multiphasic Personality Inventory 
(MMPI) One of the most frequently used clinical 
psychology personality inventories used by mental 
health professionals. It is a self-rating assessment or 
test that helps identify personal, social and behav- 
ioral problems and determine personality types. 
The MMPI can provide some useful information for 
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therapists in diagnosing and planning treatment for 
people who have mental health concerns and sub- 
stance abuse problems. 

The MMPI is also used in many other settings, 
including the criminal justice and corrections sys- 
tem, to identify suitable candidates for high-risk 
public safety positions such as nuclear power plant 
workers, police officers, airline pilots, firefighters 
and seminary students. It is also used in marriage 
and family counseling and in college and career 
counseling. 

The original MMPI was developed at the Univer- 
sity of Minnesota and introduced in 1942 by Starke 
Rosecrans Hathaway (1903-84), a U.S. psycholo- 
gist and John Charnley McKinley (1891-1950), a 
U.S. psychiatrist. The results of the questionnaire 
point toward nine personality scales: hypochon- 
dria, depression, hysteria, psychopathic deviate, 
masculine-feminine interest, paranoia, psychasthe- 
nia, schizophrenia and hypomania. The taker of the 
test indicates agreement or disagreement with 550 
statements. The results are scored by an examiner or 
by computer to determine the individual’s personal- 
ity profile as well as any tendency to fake responses. 

The current standardized version for adults 18 
and over, the MMPI-2, was released in 1989, and 
a subsequent revision of certain test elements was 
done in 2001. The MMPI-2 has 567 questions and 
takes approximately 60 to 90 minutes to complete. 
There is a short form of the test that includes only 
the first 370 items from the long-form MMPI-2. 
The test asks takers to answer “true” or “false” to a 
series of statements and does not identify the sub- 
ject’s strengths and abilities. 

There is also a version of the inventory for ado- 
lescents aged 14-18, known as the MMPI-A, that 
contains 478 adolescent-specific questions, includ- 
ing some related to family issues, eating disorders 
and chemical dependency. The MMPI-A_ helps 
therapists in identifying problems, making diagno- 
ses, and planning treatment for youths. It is used 
by school, clinical and counseling psychologists to 
identify the root causes of potential problems at an 
early stage, make referrals and provide information 
to share with parents, teachers and others in the 
adolescent’s support network. 

Cultural and language differences in those taking 
the test may affect performance and may influence 


test results. Those administering the test should be 
informed before the testing begins if the test taker is 
not fluent in English or has a unique cultural back- 
ground. 

The MMPI is only one aspect of mental health 
assessment and should not be used alone as the 
sole basis for a diagnosis or decision about hiring. A 
comprehensive review of educational, psychologi- 
cal, medical and other relevant records should be 
used to interpret the results of psychological tests. 
There is some controversy regarding use of the 
MMPI in personnel evaluations. 

The MMPI is copyrighted, and clinicians must 
pay a fee for each use. 

See also CULTURE-RELATED SYNDROMES; PERSONAL- 
ITY; PERSONALITY DISORDERS; STRESS. 


minorities and mental health Minorities often 
get separate and unequal treatment for mental 
health concerns, according to the surgeon general’s 
report issued in 2001. Among the causes of these 
disparities between U.S. whites and minorities are 
economic barriers including lack of health insur- 
ance, mistrust of doctors and language problems. 
Expanding the participation of racial and ethnic 
minorities in mental health research and improv- 
ing their access to quality mental health care were 
among the goals discussed at a 2005 meeting hosted 
by the American Psychiatric Association (APA). 

According to the surgeon general’s report, the 
disparity in mental health care for minority popula- 
tions presents serious consequences to public health. 
The same themes were discussed at the 2005 APA 
meeting. Some of the recommendations discussed 
were expanding the role of minorities in mental 
health research and publishing best-practice guide- 
lines for mental health services for nonwhite popu- 
lations. Another recommendation called for APA to 
strengthen its relationships with congressional staff 
to increase the likelihood that Congress will pass 
legislation on minority mental health issues. 

Racial and ethnic minorities do not share in the 
hope afforded by scientific advances in understand- 
ing and treating mental disorders. A disproportion- 
ate number of minorities with mental illnesses do 
not fully benefit from or contribute to the opportu- 
nities of our society. Preventable disabilities from 
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mental illnesses affect all Americans. As the minor- 
ity groups become more populous, they continue to 
experience inequality of income and of economic 
opportunities. They face a social and economic 
environment of inequality that includes greater 
exposure to racism and discrimination, violence 
and poverty, all of which contribute to weakening 
their mental health status. 

Poverty greatly raises the risk of serious mental 
disorders, making some minority groups particu- 
larly vulnerable. Blacks and Hispanics have about 
triple the poverty rate of whites. 

African-Americans are less likely than their 
white counterparts to seek treatment. When they 
do seek treatment, they are more likely to use 
emergency rooms for mental health care and are 
more likely than whites to receive inpatient care. 
About 25 percent of African-Americans do not have 
health insurance, and many who do are more likely 
to receive care from a primary health care provider 
rather than a mental health specialist. Blacks are 
overrepresented in populations at high risk for 
developing mental illness, such as the homeless, 
prisoners and children in foster care. 

For certain disorders (e.g., schizophrenia and 
mood disorders) errors in diagnosis are made more 
often for African Americans than for whites. How- 
ever, research suggests that when receiving care for 
appropriate diagnoses, African Americans respond 
as favorably as do whites. 

According to Mental Health: Culture, Race and Eth- 
nicity, a supplement to Mental Health: A Report of the 
Surgeon General (2001), although 10 percent of U.S. 
soldiers in Vietnam were black and 85 percent were 
white, more black (21 percent) than white (14 
percent) veterans suffer from PTSD. Investigators 
attributed this difference to the greater exposure 
of blacks to war-zone trauma, which increases risk 
not only for PTSD but also for many health-related 
and psychosocial adversities. African-American and 
white veterans used Veterans’ Administration (VA) 
mental health care equally, but African Americans 
proved less likely to use supplemental care outside 
the VA system. 

The rate of mental illness among Hispanics tends 
to be similar to that among non-Hispanic whites. 
However, Hispanic women tend to suffer from 
depression more often than Hispanic men. Young 


Hispanics have higher rates of depression, anxiety 
disorders and suicide. The study found that His- 
panics born in the United States are more likely to 
suffer from mental illness than are those born in 
Mexico or living in Puerto Rico. Hispanics seem to 
have the highest percentage (37 percent) without 
any health insurance. This group also faces major 
language barriers in mental health care, as commu- 
nication is vital for proper treatment. Few mental 
health providers identify themselves as Spanish- 
speaking, and about four in 10 Hispanics say they 
do not have strong skills in English. 

Asian Americans and Pacific Islanders are only 
25 percent as likely as whites and 50 percent likely 
as African Americans and Hispanics to seek outpa- 
tient care and are less likely than whites to receive 
inpatient care. When they do seek care, they are 
more likely to be misdiagnosed as “problem-free.” 
Cultural stigmas associated with mental illness, 
more than location, language or other barriers, stop 
many Asian Americans and Pacific Islanders from 
seeking help. 

Native Americans and Alaska natives appear to 
suffer disproportionately from depression and sub- 
stance abuse and are overly represented in inpatient 
care compared with whites, with the exception of 
private psychiatric hospitals. American Indians 
and indigenous Alaskans living in rural communi- 
ties have limited mental health treatment options. 
These groups have a suicide rate 50 percent higher 
than that of the general U.S. population. 


Research 

In 2001 David Hatcher, then surgeon general, 
offered recommendations to combat disparities in 
minority access to mental health care. These mea- 
sures included boosting research specific to minori- 
ties, tailoring treatments to people from various 
cultures who speak difference languages, integrat- 
ing mental health care with primary medical care 
and increasing mental health services in isolated 
areas. 

There is not a large background of research on 
the mental health of minorities because until the 
past few years studies did not include the race of 
subjects and many studies included only white 
subjects. Lack of research into mental health issues 
surrounding Native Americans makes it difficult 
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to design and evaluate appropriate mental health 
care. 

According to the National Comorbidity Survey, 
data indicate that some racial or ethnic groups are 
likely to develop mental disorders but are more 
likely than whites to have them persist. Research- 
ers used data from a subsample of the National 
Comorbidity Survey, carried out in 1992. Persis- 
tence was defined as the onset of a disorder at 
least two years prior to the interview. Researchers 
found few differences among three groups: Hispan- 
ics, non-Hispanic blacks and non-Hispanic whites. 
Over a 12-month period, researchers found few 
differences among the three groups studied. His- 
panic blacks had significantly lower prevalence 
of substance use disorder and any mental disor- 
der compared with non-Hispanic whites. For life- 
time prevalence, both Hispanics and non-Hispanic 
blacks had a lower prevalence of anxiety substance 
abuse and any mental disorder compared with 
non-Hispanic whites. 

Aaron Levin, in Psychiatric News (May 20, 2005) 
offered some explanations for the lower prevalence 
of psychiatric disorders among minority popula- 
tions. People who have suffered may somehow be 
better able to manage despite their difficulties, may 
have tolerance for abnormal behavior or may avoid 
coming into contact with the mental health system 
and seek help from ministers or other nonmedi- 
cal sources. Lack of access to quality mental health 
treatment may be a cause of as well as a remedy for 
the persistence of mental disorders. 


Centers for Disease Control, Office of Minority Health. 
“Fact Sheet: Eliminate Disparities in Mental Health.” 
Available online. URL:  http://www.cdc.gov/omh/ 
AMH/factsheets/mental.htm. Downloaded on Febru- 
ary 21, 2007. 

Levin, Aaron. “Does Resilience Protect Minorities from 
Mental Illness?” Psychiatric News. Available online. 
URL: http://pn.psychiatryonline.org/cgi.content/full/ 
40/10/48. Downloaded September 3, 2005. 


minor tranquilizers Drugs used to reduce low 
levels of anxiety. An example is the benzodiazepine 
class of drugs. 

See also SUBSTANCE ABUSE. 


miscarriage Spontaneous loss of a pregnancy 
before the fetus is capable of surviving outside 
the uterus; it is also known as spontaneous abor- 
tion. Many women who experience miscarriage 
experience symptoms of grief and depression for a 
period of time after the event. A woman will feel 
the loss, even though the child was never born and 
she never saw the child. Family and friends seem 
less sympathetic toward women who have suffered 
miscarriages than those whose babies are stillborn 
or die in early infancy. Many are encouraged to 
try to achieve another pregnancy very soon. Those 
who do often overcome their depressed feelings; 
but with those for whom another pregnancy is dif- 
ficult to achieve, regrets about the lost pregnancy 
may linger. Women who experience miscarriage 
can mentally accept the situation better when they 
understand the physiology involved in the process. 
Early miscarriages are usually the result of defects 
in the fetus. Later miscarriages, which occur in the 
middle trimester, are more likely to be caused by 
an incompetent cervix, uterine abnormalities, tox- 
emias or preexisting chronic material disease. 

Normal exercise does not usually induce miscar- 
riage. Most women who have been tennis players, 
hikers or swimmers are advised by their obstetri- 
cians to continue exercising throughout their preg- 
nancy (or until the last two months). Women who 
miscarry after some strenuous activity may feel 
guilty and believe that they induced the miscar- 
riage. Usually this is not the case. 

Habitual abortion is a term used when a woman 
has miscarried three or more consecutive times. 
The first sign of the possibility of miscarriage is 
vaginal bleeding, with or without cramping. Not all 
vaginal bleeding indicates miscarriage. Some bleed- 
ing may be associated with implantation, or it may 
come from the vagina, vulva or cervix. If bleeding 
occurs from the uterus without any dilation of the 
cervix, and usually without pain, the situation is 
termed threatened abortion. Treatment includes 
rest and waiting to see what happens. With appro- 
priate medical care, cases of threatened abortion 
can be salvaged, and many women have healthy 
babies who were in the “threatened” stage during 
pregnancy. 

In a later miscarriage, when the placenta and 
embryo are totally evacuated, the term used is 
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complete abortion. When placental tissue remains 
in the uterus, the term is incomplete abortion, and 
the tissue must be removed by curettage. Late mis- 
carriage may be the most difficult fora woman (and 
the infant’s father) to accept. If she has had good 
medical care and has taken good care of herself, she 
should not feel that anything she did or did not do 
induced the miscarriage. 
See also POSTPARTUM DEPRESSION; PREGNANCY. 


mitral valve prolapse (MVF) A heart defect that 
has sometimes been linked with anxiety. In this 
condition, the mitral valve does not close suffi- 
ciently and blood is forced back into the atrium as 
well as through the aortic valve. About 40 percent 
of normal adults have MVP.* The condition can 
lead to a feeling of palpitations, anxiety and diffi- 
cult breathing. Research to study the relationship 
between anxiety disorders and mitral valve pro- 
lapse has unequivocally demonstrated that MVP 
is not a precursor to, cause of or even related to 
panic and agoraphobia. While there is some symp- 
tom overlap, the overwhelming majority of MVP 
reactors do not develop panic or anxiety. However, 
individuals who have an anatomic vulnerability of 
their mitral valves may develop prolapse as a result 
of increased demands placed on their cardiovascu- 
lar systems by anxiety. 
See also PANIC ATTACKS AND PANIC DISORDER. 


*Marks, Isaac M. Fears, Phobias and Rituals. New York: 
Oxford University Press, 1987. 


modeling A behavioral therapy technique in 
which the individual learns by observation without 
reinforcement from a therapist. The troubled indi- 
vidual watches someone else perform a particular 
action, such as riding up and down in an elevator 
(in the case of an elevator phobic person), and then 
gradually becomes able to perform the action with- 
out fear. In a traditional learning sense, modeling is 
a form of social learning; children learn appropri- 
ate culturally acceptable behaviors in this way from 
their parents. 

See also BEHAVIOR THERAPY; ANXIETY AND ANXIETY 
DISORDERS in BIBLIOGRAPHY. 


money Money is such a practical matter and so 
consistently present in daily life that many people 
never identify their real feelings about it and what 
it symbolizes. For some, money arouses feelings of 
envy, possibly one reason that those who have it 
may be reluctant to discuss it and those who lack 
it may pretend that they are well off. Parents may 
be reluctant to reveal financial matters to their chil- 
dren, which may lead them to fantasize that they 
are quite well off or in serious financial straits or 
simply lead to the impression that money is a taboo 
subject. 

Western tradition offers two conflicting messages: 
self-denial, generosity, spirituality and antimateri- 
alism; and the opposite spectrum, the capitalistic, 
materialistic, hardworking influence of the Protes- 
tant work ethic. The practical solution seems to be 
that it is good to have money but not to flaunt it or 
overly discuss it. 

In 1913 Sigmund Freud wrote, “Money ques- 
tions will be treated by cultured people in the same 
manner as sexual matters, with the same incon- 
sistency, prudishness and hypocrisy.” As the end 
of the 20th century approaches, society has lost a 
good deal of reluctance to discuss sex openly and 
honestly, but issues involving money are still han- 
dled carefully. For example, a question about the 
price of a friend’s coat or furniture might be asked 
indirectly or with elaborate apologies or not asked 
at all, even though owning clothes and furniture is 
really not as personal and private a matter as sexual 
activity. 

Money may not bring happiness, but it is 
strongly associated with powerful forces of love, 
freedom and power. To some extent, fear of suc- 
cess may be a fear of giving up love. Some people 
associate being on their own financially with giving 
up a childlike, dependent role in which someone 
cares for them and loves them to such an extent 
that they may sabotage or ignore their own abili- 
ties in favor of letting someone else be the boss or 
handle their finances. Shopaholics, people who are 
addicted to purchasing and spending, often try to 
overcome depression and buy love for themselves 
to compensate for not being loved or for actual 
abuse early in their lives. 

Money buys freedom from daily cares and from 
the fear of economic disaster. However, it may 
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make some people feel constricted and unworthy 
to the extent that they may embark on spending 
sprees because they feel undeserving of inherited 
wealth or even money that they themselves have 
earned. 

Immortality, the ultimate power, is frequently 
associated with money. In addition to the power 
that money bestows in normal day-to-day life, a 
man or woman who is wealthy enough to endow 
social institutions, build a lavish home and pass 
money along to heirs really does seem to live 
beyond physical death. 

The very rich are a minority and may experience 
the same feelings of isolation and alienation that 
other minorities experience. Middle- and upper- 
middle-class children sense that both rich and poor 
children are different and may reject them for that 
reason. Marriage among the wealthy is often rid- 
dled with divorce and extramarital affairs, possibly 
because the marriages are frequently entered into 
for financial rather than emotional reasons. If both 
spouses are affluent, each may go his or her own 
way and never have to form the cooperative team 
of middle-class life. By “marrying down” a wealthy 
person may acquire a more attractive spouse than 
he might reasonably expect if only relying on his 
own personal qualities; but day-to-day living may 
make some of the challenges this type of relation- 
ship difficult. 

Children of the wealthy may experience a con- 
flicted type of upbringing in which one or both par- 
ents may be absent or preoccupied a good deal of 
the time. The child may be looked down upon if 
she seems less than likely to live up to the larger- 
than-life achievements and reputation of her fam- 
ily. Further complicating the life if the “poor little 
rich girl”—or boy—is that when help with psycho- 
logical problems is sought, it may be less effective 
because of a variety of difficulties than for a person 
of average background. Mental professionals may 
be somewhat envious or intimidated when deal- 
ing with a wealthy family. A “fast track” life is not 
conducive to consistent treatment. Additionally, 
the patient or his family has the resources to shop 
around for a therapist who tells them what they 
want to hear, since the truth is often as difficult for 
other family members as for the patient to accept. 

See also SHOPAHOLISM. 


Damon, Janet. Shopaholics. Los Angeles: Price Stern Sloan, 
1988. 

Krueger, David, ed. The Last Taboo. New York: Brunner/ 
Mazel, 1986. 


monoamine oxidase inhibitors (MAOIs) A class 
of antidepressant drug that reduce excessive emo- 
tional fluctuations and may stabilize brain chemistry 
by inhibiting action of monoamine oxidase, which 
in turn inactivates norepinephrine. The more mood 
is elevated, the more norepinephrine becomes avail- 
able in the sympathetic nervous system. Examples 
of MAOIs include isocarboxazid, phenelzine sulfate 
and tranylcypromine sulfate. Persons taking MAOIs 
should avoid foods containing tyramine. 

Tricyclic antidepressants are a newer form of anti- 
depressant medication, but MAOIs are in widespread 
use, too. Recently the MAOI selegiline, administered 
by a patch, was approved for the treatment of depres- 
sion by the FDA under the trade name EMSAM. 

See also ANTIDEPRESSANT MEDICATIONS; NOREPI- 
NEPHRINE; SYMPATHETIC NERVOUS SYSTEM. 


mood disorders According to the American Psy- 
chiatric Association’s Diagnostic and Statistical Man- 
ual of Mental Disorders, mood disorders include 
disorders that have a disturbance in mood as the 
predominant feature. Mood episodes include major 
depressive episode, manic episode, mixed episode 
and hypomanic episode. Also categorized as mood 
disorders are major depressive disorder, dysthymic 
disorder and bipolar disorder. 

See also AFFECTIVE DISORDERS; BIPOLAR DISORDER; 
DEPRESSION; DYSTHYMIC DISORDER; MANIA. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. Washington, D.C. 
1994. 

Fawcett, Jan, Bernard Golden, and Nancy Rosenfeld. New 
Hope for People with Bipolar Disorder. Roseville, Calif.: 
Prima Publishing, 2000. 


moods Emotions that determine how a person 
feels. Examples of moods include sad, glad, angry, 
or happy. Moods can be characterized as follows: 
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dysphoric: An unhappy or sad mood, such as 
depressed, anxious or irritable. 

elevated: A more cheerful than usual mood. 

euphoric: A feeling of extreme well-being; this 
occurs in manic-depressive disorder. This type of 
mood is beyond what most people rate as simply 
“feeling good.” 

euthymic: Feeling good; absence of depressed or 
elated mood, and feeling able to cope with life. 

irritable: A feeling of internal tension and being eas- 
ily annoyed and provoked to anger. 


See also AFFECTIVE DISORDERS; DEPRESSION; MANIC- 
DEPRESSIVE DISORDER. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. Washington, D.C. 
1994. 

Justice, Blair. Who Gets Sick: How Beliefs, Moods and Thoughts 
Affect Your Health. Los Angeles: J. P. Tarcher, 1988. 
Kals, W. S. Your Health, Your Moods and the Weather. Garden 

City, N.Y.: Doubleday, 1982. 


morals Accepted and excepted norms of behavior 
and social values within a culture. Mental health 
professionals believe that a child's moral sense is 
at first simply a response to authority and to his 
feelings that what he is told about right and wrong 
is quite fixed and almost sacred. At early stages a 
child is unable to comprehend that others have the 
feelings that he has and is unable to discipline him- 
self or anticipate the outcome of his actions. Moral 
development continues through childhood as the 
child gradually comes to recognize that others feel 
pain and deprivation as he does until he actually 
develops an ability to put himself in the situation of 
others and to supply his own set of rules to govern 
his behavior. The development of the capacity to 
feel guilty for wrongdoing parallels this tendency to 
internalize feelings of morality. 

According to a 1989 Gallup poll, the American 
public is becoming more concerned with morals. As 
part of a survey of social values, participants were 
asked to rate the importance of following a strict 
moral code. The number of participants who felt 
that it was very important to follow a strict moral 
code climbed from 47 percent in 1981 to 60 per- 


cent in 1989. Of the women surveyed, 66 percent 
thought that a strict moral code was important, as 
compared with 54 percent of the men. 

The survey did not attempt to define specific 
areas of morality, which are outgrowths of cultural 
values and may actually be in conflict in the same 
culture. Even as basic an issue as preservation of life 
is open to moral conflict. For example, controversy 
has arisen over the right of terminally ill patients to 
die and to request painless methods of euthanasia 
from physicians. Advocates and opponents of birth 
control and abortion continue to argue the sanctity 
of life against the mental and physical welfare of 
the mother and the environment and social prob- 
lems presented by added unwanted children to the 
population. 


Kohlberg, Lawrence. “Moral Development.” In Interna- 
tional Encyclopedia of the Social Sciences, vol. 10, edited 
by David S. Sills. New York: Macmillan, 1968. 

Leach, Penelope. “Discipline and Self-Discipline.” In The 
Child Care Encyclopedia. New York: Knopf, 1984. 

“Social Values, Public Values and Intangible Assets More 
Than Material Possessions.” Gallup Report (March/ 
April 1989). 


mothers Qualities of mothers traditionally include 
protecting and caring for offspring. Mothers give 
the infant and child emotional warmth as well as 
sensory stimulation, both of which are necessary 
for the child to develop a sense of self-worth and 
an ability to deal effectively with the environment. 
Mother love is the natural protective and possessive 
affection a mother displays toward her child. This 
feeling may be instinctive, but it is also reinforced by 
pressures of the social group, which expects moth- 
ers to nurture their offspring with tenderness. 

If television situation comedies reflect reality, 
mothers have changed, or possibly the audience 
has grown more realistic and tolerant—even admir- 
ing—of different types of mothers. For example, in 
the 1950s and early 1960s, television mothers were 
always present in the home, dispensing maternal 
wisdom and feminine charm while well dressed and 
adorned with neat pearl necklaces. Title roles in the 
mid-1990s were occupied by wisecracking, tougher, 
thoroughly flawed but likable characters. Some fit 
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unwed motherhood into their lifestyles with help 
from friends and colleagues. Typically, television 
mothers in the 2000s are working mothers. 

According to Bureau of Labor Statistics, in 2003, 
there were 26,445,000 married mothers with chil- 
dren under 18 in the United States and 10,142,000 
single mothers with children under 18. According 
to the Bureau of Labor Standards, in 2007, nearly 
75 percent of women with children are in the labor 
force. More women are going back to work sooner 
after having a child. In 2004, the labor force par- 
ticipate rate for mothers of children younger than a 
year old was 52.9 percent. 

In the past 50 years, fertility rates of American 
women have fluctuated sharply. During the peak 
of the Baby Boom in the late 1950s, women were 
having children at a rate of more than 3.5 births 
per woman. By the mid-1970s, the total fertility 
rate fell to 1.87 births per woman. As the 2000s 
began, the fertility rate fluctuated between 2.0 and 
2.1 births per woman. 

Motherhood may serve many purposes other 
than the simple desire for a child. A child may 
seem to be the solution for a troubled marriage, or 
even a less than certain suitor. Women may expect 
their child to succeed where they have failed and 
may live vicariously through their offspring. Faced 
with her older children maturing and the threat of 
no longer being needed, some women will have 
another child rather than explore the next phase of 
life. Women may also work out conflicts and prob- 
lems in the relationships with their own parents 
through their children. 

Regardless of how good the relationship between 
mother and child, a mother must at times scold, 
correct and attempt to control the child’s behav- 
ior. Many mental health professionals feel that the 
legendary “wicked stepmother” is actually a veiled 
symbol for the angry disciplinarian that all mothers 
must at some time seem to be to their children. 

In her landmark work The Second Sex, Simone de 
Beauvoir succinctly summarized the experience of 
motherhood as “a strange mixture of narcissism, 
altruism, idle day-dreaming, sincerity, bad faith, 
devotion and cynicism,” adding her observation of 
the still stranger paradox that while women have 
generally been considered less talented, emotion- 
ally stable and more frivolous and petty than men, 


the education and training of the next generation 
has been left almost entirely in their hands. 

See also MARRIAGE; OEDIPUS COMPLEX; REMAR- 
RIAGE; STEPFAMILIES; SURROGACY. 


Beauvoir, Simone de. The Second Sex. New York: Modern 
Library, 1968. 

Jetter, Alexis, Annelise Orleck, and Diana Taylor, eds. The 
Politics of Motherhood: Activist Voices from Left to Right. 
Hanover, N.Y.: University Press of New England, 1997. 

National Network of Child Care Resources & Reference 
U.S. Bureau of Labor Standards. 


mothers-in-law In some families, mothers-in-law 
present in-law problems, with conflict often arising 
between daughter-in-law and husband’s mother. 
In other young couples, the conflict is between 
husband and wife’s mother because of the young 
bride’s continuing dependence on her mother. In 
some cases, sources of these conflicts may be chil- 
dren’s repressed resentments of their own parents 
being projected toward in-laws; ethnic, social and 
religious differences; or the mother-in-law’s own 
difficulty in adjusting to the departure of her chil- 
dren and the aging process. 

Mother-in-law jokes abound. While some jokes 
probably reflect some underlying social truths, 
many people actually have excellent relation- 
ships with their in-laws, particularly as the in-laws 
become grandparents and share in the joy of child- 
rearing. 

See also MOTHERS; PARENTING. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


motion sickness A feeling of queasiness, nausea 
and dizziness that occurs when one is on a mov- 
ing vehicle, such as a car, boat or airplane. About 
a third of the population develops motion sickness 
during a car trip on a bumpy road. Another third 
requires more unstable conditions, such as a ride 
aboard a pitching boat, to become upset. The other 
third sometimes thinks that motion sickness is all in 
the sufferer’s mind; these individuals are not very 
sympathetic to sufferers. 
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Motion sickness is a very real event for suffer- 
ers and seems to happen when the central nervous 
system cannot reconcile conflicting signals com- 
ing from the inner ear, the eyes and the rest of the 
body. There may be heat rushes and cold sweats, 
headaches, drowsiness and vomiting, followed by 
lethargy and dehydration. Symptoms usually dis- 
appear shortly after one leaves the moving vehicle. 
Many individuals have experienced motion sick- 
ness while on a boat, but shortly after they get on 
land, they are able to enjoy eating a normal meal. 

For those who suffer from motion sickness, here 
are some helpful hints: 


Keep your eyes on the horizon. 

Take deep breaths of fresh air. 

Avoid drinking alcohol before a trip. 

Do not overeat before a trip. 

If you are in a car, stop occasionally to get out and 
stretch. 


A number of over-the-counter medications are 
available to help prevent motion sickness. They 
work by depressing signals from the inner ear and 
by quieting the gastrointestinal tract and decreasing 
nausea. Most of these preparations should be taken 
an hour or so before departure. 

For some, the power of suggestion is help- 
ful. Keeping busy is also helpful. Often the same 
individual who feels ill as the passenger does not 
develop motion sickness if he is the driver. If a per- 
son has suffered from motion sickness before, she 
will become apprehensive about going on the same 
vehicle again. Just the fear of developing motion 
sickness and the concentration on waiting for symp- 
toms to occur may be enough to trigger an attack. 

See also CENTRAL NERVOUS SYSTEM. 


mourning See GRIEF. 
MRI 


See BRAIN IMAGING. 


multi-infarct dementia The second most common 
cause of dementia, after Alzheimer’s disease. It dif- 
fers from Alzheimer’s disease in its history and con- 


comitant symptoms. Symptoms of vascular disease, 
both within and outside the brain, are characteristic 
of multi-infarct dementia. Characteristics are vari- 
able among individuals and may include aphasia, 
amnesia, agnosia, apraxia or slowness, depression, 
emotional liability, forgetfulness and reduced cog- 
nitive function. There may be a past or recent his- 
tory of transient ischemic episodes (small strokes), 
high blood pressure and cerebrovascular disease. 

In some cases, infarctions may be visible on com- 
puterized tomograms of the head, but they may be 
too small to be radiologically visualized. In cases of 
vascular dementia, electroencephalography may be 
useful in revealing multifocal slowing. 

No therapy has proved efficacious for this dis- 
order. However, treatment is usually directed at 
improving the underlying condition; speech and 
language therapy may help improve dysarthria and 
aphasia. 

Because of the vascular nature of this disorder, 
there are several theoretical implications. If predis- 
posing conditions can be diminished, the progres- 
sion of dementia may be slowed, if not stopped. In 
the future, studies may give some clues about pos- 
sibilities of pharmacologic agents to enhance cere- 
brovascular circulation or decrease the propensity 
for thrombotic or embolic episodes that may alter 
the course of this type of dementia. 

See also ALZHEIMER’S DISEASE; DEMENTIA. 


David, Kenneth, Howard Klar, and Joseph T. Coyle. 
Foundations of Psychiatry. Philadelphia: W. B. Saunders, 
1991. 


multiple personality disorder (MPD) A severe 

chronic dissociative disorder characterized by a 

disruption of memory and identity. Dissociation is 

the process during which a set of ideas and feelings 

loses most of its relationship with the rest of the 

personality, functioning somewhat independently. 
See also DISSOCIATIVE DISORDERS. 


multiple sclerosis (MS) A progressive disease 
of the central nervous system in which scattered 
patches of the protective covering of nerve fibers 
in the brain and spinal cord are destroyed, caus- 
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ing symptoms ranging from numbness and tingling 
to paralysis and incontinence. Severity of the dis- 
ease varies among individuals. Although causes 
are unknown, it is thought to be an autoimmune 
disease, in which the body’s defense system treats 
some of its own parts as foreign matter and destroys 
them. Another theory is that it is a virus picked up 
by a susceptible person during early childhood and 
develops later on. 

There may be a genetic factor in the disease, as 
relatives of affected people are eight times more 
likely than others to contract the disease. It is five 
times more common in temperate zones than in 
the tropics. 

According to the National Center for Health 
Statistics, in 1999-2000 there were approximately 
700,000 doctor visits each year that included a 
diagnosis of multiple sclerosis. During those years 
24,000 annual hospitalizations listed multiple scle- 
rosis as the first diagnosis. Nearly 63,000 other 
hospitalizations listed it as an additional diagnosis. 
Females accounted for 75 percent of all hospitaliza- 
tions that mentioned multiple sclerosis. 

In 2000 there were 2,840 adult deaths due to 
multiple sclerosis. The age-adjusted death rate for 
multiple sclerosis among adult women was higher 
than for adult men, 1.9 versus 1.2 per 100,000, 
respectively, in 2000. The age-adjusted death rate 
for MS was similar for whites and blacks in 2000. 
The age-adjusted death rate for MS among U.S. 
adults increased by more than 25 percent over the 
last two decades. In 2000 the death rate was 1.6 per 
100,000 adults. 

Researchers are still seeking a cure for MS, and 
sufferers are encouraged to lead as active a life as 
their disabilities allow and to keep a positive men- 
tal attitude. Physical therapy helps many maintain 
their mobility. For some individuals, corticosteroid 
drugs are prescribed to relieve symptoms of an 
acute attack. 

MS is a disease that affects families and family 
relationships, as other individuals may be called on 
to become a caregiver at any time. A good commu- 
nication system within the family network is essen- 
tial as the disease progresses, so that understanding 
and empathy can be expressed openly. 

See also CAREGIVERS; CENTRAL NERVOUS SYSTEM; 
CHRONIC ILLNESS; PAIN. 


Munchausen’s syndrome A form of chronic dis- 
order in which the individual complains of physical 
symptoms that are pretended or self-induced; the 
disorder is also known as factitious disorder. Such 
individuals want attention and want to be taken 
care of. Many are repeatedly hospitalized for inves- 
tigation of a variety of ailments. 

The name for the syndrome comes from the 
19th-century Baron von Munchausen, who was 
known for tall tales and fanciful exaggeration. 

Individuals with this syndrome may complain 
of dizziness, pain in the abdomen, skin rashes and 
fever. They usually invent a dramatic history to 
gain attention and entry into a hospital; many have 
detailed medical knowledge on which to base their 
stories. Physicians must be aware of this syndrome 
to help such individuals avoid having surgery and 
other unnecessary procedures performed that ulti- 
mately might be harmful. 

The incidence of this syndrome is unknown, 
probably because many cases go undetected. In one 
study involving fever of unknown origin, up to 10 
percent of the fevers were diagnosed as factitious. 
Factitious symptoms can occur in almost any organ 
system, and the various symptoms produced are 
limited only by the imagination of the patient. 


Munchausen Syndrome by Proxy (MSBP) When 
an adult, usually the mother, presents a false his- 
tory to a health practitioner about a child who is 
not suffering from any of the fabricated symptoms, 
it is known as Munchausen Syndrome by Proxy 
(MSBP). Unnecessary diagnostic procedures then 
follow, resulting in no specific diagnosis. While some 
mothers invent symptoms, others induce symptoms, 
such as vomiting, or overdosing a child with medica- 
tion, or inflict injury on the child. 

MSBP is considered child abuse and a parent- 
ing disorder. Children most a risk for MSBP abuse 
are aged 15 months to six years, according to the 
SIDS Network. The motivation of the perpetrator’s 
behavior is to assume the sick role by proxy. 

MSP has been known as Polle syndrome, 
named after Baron von Munchausen’s only child. 
In 2002, the American Professional Society on the 
Abuse of Children suggested naming the pediatric 
condition falsification PCF. In 1995, the Diagnostic 
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and Statistical Manual of Mental Disorders, 4th Edition 
(DSM-IV) included a definition for factitious disor- 
der by proxy, which is now the accepted psychi- 
atric category for MSBP. 


SIDs Network, Inc. Available online. URL: http://sids= 
network.org/experts/msp.htm. 


muscle relaxants Pharmacological agents that 
act on the central nervous system or its associated 
structures to reduce muscle tone and spontane- 
ous activity. Many people experience tense, tight 
or strained muscles as a result of stress or injury, 
and some resort to these prescription medications 
instead of or in addition to using mind/body tech- 
niques for relaxation. Many skeletal muscle relax- 
ants also function as minor tranquilizers. 
See also MIND/BODY CONNECTIONS; RELAXATION. 


music therapy Music therapists admit they do not 
know precisely why music produces such powerful 
effects, but they contend the benefits are unmistak- 
able. According to Donna Devall, a social worker in 
Washington, D.C., “music is a way to connect” and 
of “getting through” to people who are otherwise 
unreachable. Songs embody life experiences and 
bring back memories of courtship, a wedding or 
even wartime. In many nursing homes, individuals 
who have been very untalkative and unresponsive 
may start to tap their foot, hum or sing to music, 
particularly live music that they are watching being 
performed. 

According to Oliver Sacks, an American neu- 
rologist, author of The Man Who Mistook His Wife for 
a Hat and pioneer in developing therapies, music 
organizes motor functions, thus smoothing out, for 
example, the uncontrolled movements that afflict 
patients with Parkinson’s disease or enabling peo- 
ple with speech losses to sing the words to familiar 
melodies. 

Using music as a healer is not new. According 
to Greek mythology, Apollo was god of both music 
and medicine. His son, Aesculapius, who became 
god of medicine, cured mental diseases with song 
and music. Plato, the Greek philosopher, believed 


that music influenced a person’s emotions and 
character. According to the Bible, David’s harp 
playing relieved King Saul’s melancholy (depres- 
sion). During the Middle Ages, music was used 
to exhaust crowds of people suffering from mass 
hysteria; the music probably encouraged them to 
continue dancing until they were exhausted. In his 
plays, Shakespeare referred to the healing powers 
of music. The first English-language book on music 
as therapy, Medicina Musica, was written in the early 
1700s by Richard Browne, an apothecary. Browne 
said music could “soothe turbulent affections” and 
calm “maniacal patients who did not respond to 
other remedies.” 

Music therapy was used in the early part of 
the 19th century in the form of brass bands for 
patients with the then-identified mental disorders, 
including anxiety. In the 20th century, particularly 
during World War I, many American psychiatric 
hospitals began active music therapy programs. In 
1950 the National Association for Music Therapy 
(NAMT) was organized; in 1954 the NAMT rec- 
ommended a curriculum for preparation of music 
therapists. Subsequent organizations of music 
therapists were formed in Europe, South America 
and Australia. 

Music is no substitute for conventional treat- 
ment. Its benefits may end almost as soon as the 
music ends. However, when used in conjunction 
with other therapies, it may be useful and get 
results other therapies cannot. 


Music Therapy and Alzheimer’s Disease 


Researchers at the University of Miami School of 
Medicine and Michigan State University reported 
on a study to assess the effects of a music therapy 
intervention on concentrations of melatonin, nor- 
epinephrine, epinephrine, serotonin and prolactin 
in the blood of a group of patients with Alzheimer’s 
disease. Blood samples were obtained before initiat- 
ing therapy, immediately at the end of four weeks 
of music therapy sessions and at a follow-up six- 
weeks after cessation of the sessions. Changes in 
melatonin, norepinephrine, epinephrine, serotonin 
and prolactin following music therapy were nota- 
ble. Melatonin concentration in serum increased 
significantly after music therapy and was found 
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HOW MUSIC CAN IMPROVE MENTAL HEALTH 





e Heart rate acceleration is correlated with 
loudness, tempo and musical complexity; heart 
rate deceleration is correlated with resolution of 
musical conflict, decreasing loudness and slowing 
tempo. 

e Stimulative music increases heart rate; sedative music 
decreases heart rate. 

e Rock music leads to heart deceleration. 

e Tachycardia (fast heartbeat) is associated with driving 
rhythms and increasing dynamics; bradycardia (slow 
heart- beat) is associated with changes in rhythm, 
texture and dynamics. 

e Sedative music significantly increases finger 
temperature. 

e Blood pressure is affected by music listening, but the 
type of music that affects these changes is unknown. 
Music is effective in reducing blood pressure in 
essential hypertensives. 

e Music that is enjoyed increases respiration. 

e Music decreases stomach acid production. 

e Popular music produces more electroencephalo- 
graph (EEG) changes than classical music, particu- 
larly in middle-aged subjects. Popular music causes 
a decrease in blood flow to the brain in young 
adults; classical music promotes brain blood flow 
enhancement in middle-aged subjects. 





to increase further at the six-week follow-up. A 
significant increase was found between baseline 
values and date recorded after the music therapy 
sessions, as well as at the six-week follow-up. Nor- 
epinephrine and epinephrine levels increased sig- 
nificantly after four weeks of music therapy, but 
they returned to pre-therapy levels at the six-week 
follow-up. Serum concentration of prolactin and 
platelet serotonin levels remained unchanged after 


four weeks of music therapy and at the six-week 
follow-up. The researchers’ conclusion was that the 
increased levels of melatonin following music ther- 
apy may have contributed to the patients’ relaxed 
and calm mood. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; EMOTIONS; PAIN; STRESS. 


Aldridge, David. “The Music of the Body: Music Therapy 
in Medical Settings.” ADVANCES, The Journal of Mind- 
Body Health 9, no. 1 (Winter 1993). 

Blascovich, Allen K., and J. Blascovich. “Effects of Music 
on Cardiovascular Reactivity among Surgeons.” Jour- 
nal of the American Medical Association (1994): 882-884. 

Crowley, Susan L. “The Amazing Power of Music.” Bul- 
letin [American Association of Retired Persons], (Feb- 
ruary 1992). 

Kahn, Ada P. Keeping the Beat: Heathy Aging Through Ama- 
teur Chamber Music Playing. Evanston, Ill.: Nordscape 
Associates, 1999. 

Kuman, Adarsh M., Frederick Tims, Dean G. Cruess, et al. 
“Music Therapy Increases Serum Melatonin Levels in 
Patients with Alzheimer’s Disease.” Alternative Thera- 
pies 5, no. 6 (November 1999): 49-57. 


mutism Inability or refusal to speak, which may 
occur as a symptom of severe manic-depressive ill- 
ness, catatonic schizophrenia and a rare form of 
conversion disorder. 

As a childhood disorder, elective mutism may 
start before the child is five years old. Although 
the child understands language and is able to speak 
properly, he only nods his head and gestures. Mild 
retardation or the anxiety of leaving home for 
school may contribute to the condition. 

Treatment for mutism varies, depending on the 
underlying cause. 

See also DEPRESSION; SCHOOL PHOBIA; SEPARATION 
ANXIETY. 





nail biting One of a group of habits including 
thumb sucking and hair pulling that may continue 
because of their routine, unconscious nature with- 
out a real continuing underlying cause. Nail biting 
is a difficult habit to break. Many nail biters are 
embarrassed by their habit. 

Mental health professionals say that nail biting 
is a soothing or stimulating habit that helps chil- 
dren deal with anxiety or boredom but exact causes 
are not known. Nail biting does not really correlate 
with specific personality qualities despite the ste- 
reotype of the nervous nail biter. There seems to 
be a slight hereditary tendency to nail biting, but 
this is difficult to establish because family members 
are prone to mimic one another’s habits. A nail- 
biting parent is likely to have trouble correcting a 
nail-biting child. Nail biting is a somewhat univer- 
sal habit that seems to have no relationship to sex, 
race or intelligence, although more women than 
men seek help to break the habit. It is estimated 
that over 50 percent of the population has had the 
nail-biting habit at some point in life. About 20 to 
25 percent of adults are nail-biters. Nail biting usu- 
ally starts in childhood after the age of three and 
frequently ends in adolescence when peer pressure 
and personal grooming become important. 

See also ANXIETY; PEER GROUP; PEER PRESSURE. 


narcissism An exaggerated feeling of self-love. A 
narcissistic person may overestimate her capacities, 
so that she feels omnipotent and demands extreme 
amounts of attention and admiration from others. 
While initially they may seem charming, people 
who have excessive narcissistic traits lack empathy 
for others. Any criticism may lead to rageful feel- 
ings in such individuals. While appearing to have 
exaggerated positive self-esteem and confidence, 
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the highly narcissistic individual in fact suffers from 
low self-esteem and emptiness, which lead them to 
have difficulty being alone and to require constant 
applause and adulation by others. The term comes 
from Narcissus, a character in Greek mythology 
who fell in love with his own image reflected in the 
water. Excessive narcissism is termed narcissistic 
personality disorder. 
See also EGO; PERSONALITY. 


narcolepsy Dropping off to sleep at inappropriate 
times, such as while walking, driving a car, eating or 
carrying on a conversation. Narcolepsy occurs three 
or four times more often among men than women. 
The causes are unknown, but it is suspected that 
narcolepsy is related to some malfunction of the 
sleep-controlling centers of the hypothalamus, a 
part of the brain. Narcolepsy may follow sudden 
emotional experiences, such as laughter or crying. 
The narcoleptic person may have a few or dozens of 
sleep episodes every day, becoming unconscious for 
two or three minutes or for hours. There are no ill 
effects unless the sleep attacks cause an accident. 

Methylphenidate (Ritalin) is considered one 
standard medication for this condition. It increases 
alertness and reduces sleep attacks. 

See also SLEEP. 


narcotic drugs Drugs prescribed by physicians to 
produce sleep and relieve pain. Alcohol, cocaine and 
opium, plus its derivatives, heroin, morphine and 
codeine (the opiates), are all narcotics. When used to 
excess, they produce euphoria, addiction and both 
physical and psychological dependence. Uncon- 
sciousness caused by narcotics is known as narcosis. 
See also SUBSTANCE ABUSE. 


National Institute of Mental Health 309 





Nardil Trade name for the monoamine oxidase 

inhibitor antidepressant medication phenelzine. 
See also ANTIDEPRESSANT MEDICATIONS; MONOAMINE 

OXIDASE INHIBITORS; PHARMACOLOGICAL APPROACH. 


National Alliance for Research on Schizophrenia 
and Depression (NARSAD) A privately funded 
organization that raises and distributes funds for 
scientific research regarding prevention, causes, 
treatments and cures of severe mental illnesses, pri- 
marily schizophrenias and depressions. 

Formed in 1986, the NARSAD complements 
federal funding efforts of the National Institute of 
Mental Health (NIMH). For example, NARSAD has 
established an award process to identify promising 
research and enable investigators to obtain neces- 
sary funding to initiate research rather quickly. 
The group’s Scientific Council, composed of dis- 
tinguished psychiatric researchers, solicits and 
evaluates research proposals and responds to grant 
requests. 


National Alliance for the Mentally IIl A national 
organization composed of family members of 
patients with serious mental illnesses. Chapters of 
AMI provide local forums for sharing information 
with members who give one another encourage- 
ment and support and raise hopes through dimin- 
ishing feelings of isolation. 


National Center for Posttraumatic Stress Disorder 
Established in 1989 within the U.S. Department of 
Veterans Affairs, mission of the the National Cen- 
ter for Posttraumatic Stress Disorder to address 
the needs of veterans with military-related post- 
traumatic stress disorder (PTSD). The center strives 
to advance the clinical care and social welfare of 
America’s veterans through research, education 
and training programs in the diagnosis and treat- 
ment of PTSD. 

Since it began, the center has contributed to the 
world’s most comprehensive body of literature on 
the subject. It has made significant progress in fur- 
thering the understanding and treatment of PTSD 
both within the Veterans Administration and in the 


larger society. The center works closely with many 
agencies and constituencies, including veterans and 
their families, government policymakers, scientists 
and researchers, physicians and psychiatrists, jour- 
nalists and the lay public. 

An increasing number of veterans of wars in the 
Middle East are showing symptoms of PTSD, mak- 
ing the work of the center even more important 
than was estimated at its inception. 

See also ANXIETY DISORDERS; POST-TRAUMATIC 
STRESS DISORDER. 


National Depressive and Manic-Depressive Asso- 
ciation (NDMDA) A _ national association that 
recognizes the biochemical nature of bipolar and 
unipolar affective disorders and the disruptive psy- 
chological impact of the illnesses on patients and 
families. Its purpose is to provide personal support 
and direct service to persons with major depression 
or manic-depression and their families; to educate 
the public concerning the nature and management 
of these disorders; and to help patients suffering 
with depression and manic depression gain access 
to effective care. 

Membership in the group provides not only 
information and support but also a source of real- 
ized self-esteem and dignity for those suffering from 
depressive disorders and their families. 

In addition to the service aspect of local chap- 
ters, the national organization fights the stigma 
associated with mental illness, promotes funding 
for research to improve diagnosis and treatment 
and lobbies for adequate insurance coverage for 
the treatment of these disorders. The association 
also gives an annual research award to a research 
investigator contributing to improved treatments, 
as well as the Dr. Jan Fawcett Humanitarian Award 
to individuals who have contributed to the goals of 
the organization. 

There are chapters throughout the United States 
and Canada. 

See also AFFECTIVE DISORDERS; BIPOLAR DISORDER; 
DEPRESSION; MANIC-DEPRESSIVE DISORDER; RESOURCES. 


National Institute of Mental Health (NIMH) A 
U.S. government agency that supports and conducts 
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research concerning prevention, diagnosis and 
treatment of mental illnesses. Studies bring hope to 
individuals with mental health problems, to those 
at risk of developing problems and to concerned 
families and friends. NIMH is part of the Alcohol, 
Drug Abuse and Mental Health Administration, a 
component of the U.S. Department of Health and 
Human Services. 


National Institute on Drug Abuse A part of 
the U.S. Alcohol, Drug Abuse and Mental Health 
Administration (ADAMHA). Its function is to pro- 
vide leadership, policies and goals for governmental 
work in preventing, controlling and treating nar- 
cotic addiction and drug abuse and in rehabilitating 
affected individuals. 


National Mental Health Association A voluntary 
nongovernmental organization for the prevention 
of mental illness and promotion of mental health, 
with more than 650 chapters nationwide. Goals of 
the organization include protecting the rights of 
people with mental health problems, educating the 
public about mental health and promoting research 
concerning all aspects of mental health. 

See also DEPRESSION; MANIC-DEPRESSIVE DISORDER. 


naturopathy This form of alternative medicine is 
based on two principles: The accumulation of waste 
products and toxins in the body cause disease, and 
symptoms of disease are the body’s way of trying 
to get rid of these substances. Proponents believe 
that nature heals itself by strengthening the healing 
powers within and that individuals can do the same 
by dealing with the factors that potentially hinder 
wellness. In addition to the accumulation of waste 
products and toxins, these hindrances include 
bodily structural imbalances, emotional stressors 
and detrimental lifestyles. 

The goal of naturopathy therapy is to free the 
body to heal itself by enhancing its self-healing 
power. Practitioners agree that the ultimate goal 
of any type of wellness is for the practitioner to 
encourage the body’s own life force to operate 
more efficiently within the individual. He or she 


may encourage the individual to use many tech- 
niques for controlling stress and promoting well- 
ness, including nutritional and herbal supplements, 
breathing and exercise programs and meditation. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; BREATHING; EXERCISE; HERBAL MEDICINE; MEDI- 
TATION; NUTRITION; STRESS. 


nausea A feeling of sickness in the stomach as if 
one may have to vomit. There may be dizziness, 
light-headedness or sweating along with nausea. 
Some individuals experience nausea when coming 
into contact with a food associated with an anxiety- 
producing experience recalled from the past. Other 
individuals experience nausea before certain events, 
such as before a public appearance for speaking 
or performing. Some develop nausea before play- 
ing in a sports event or before taking tests. Such 
nausea can be overcome with behavioral therapy 
techniques. However, in all cases of repeated nau- 
sea, physical causes should first be ruled out. Some 
medications may produce nausea as a side effect in 
susceptible individuals. 
See also BEHAVIOR THERAPY. 


Marks, Isaac M. Fears, Phobias, and Rituals. New York: 
Oxford University Press, 1987. 


near-death experiences Certain sensations and 
out-of-body experiences are common to many 
people who have come close to dying but have 
been revived. After observing similar phenomena 
in several patients and hearing reports of other 
near-death situations, Raymond Moody, a physi- 
cian, coined the phrase “near-death experience” 
and described his findings in his work Life after Life, 
published in 1975. His work encouraged people to 
talk more freely about such experiences. 

In 1982 a Gallup poll showed that 8 million 
adult Americans had survived what they con- 
sidered to be a near-death experience. There are 
common elements in many of these near-death 
experiences. Many subjects describe a sensation of 
floating above their own body watching attempts to 
resuscitate. Some have convincingly described vis- 
iting their families in other parts of the hospital and 
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have recounted details of their clothing and con- 
versations that they could not have known without 
a genuine out-of-body experience. 

A common element is a sense of peace, joy, free- 
dom from pain and reluctance to return to life to 
the extent that some become angry at their phy- 
sician for reviving them. Many describe an expe- 
rience of entering a lighted tunnel and of contact 
with beings who are surrounded by light, some of 
whom are family and loved ones who have died. 
Some recount a nonjudgmental review of their life 
and an encounter with a supreme being who is a 
projection of their religious beliefs. Despite a sense 
of reluctance to return to life, many later see the 
experience as a glimpse into another world that 
they accept with gratitude. The experience seems 
to be as common to the nonreligious as to the reli- 
gious but frequently results in an increased inter- 
est in spiritual, metaphysical matters. Many report 
a stronger belief in the afterlife and an increase in 
psychic abilities. 

Skeptics of the near-death experience point to 
the fact that these sensations take place when the 
body is in the grip of its own chemical response 
to stress and also frequently influenced by drugs 
such as painkillers, tranquilizers and anesthet- 
ics. To refute near-death experience claims, some 
researchers have reproduced similar sensations in 
laboratory situations using drugs. One researcher 
concerned with psychological similarities among 
subjects of near-death experiences found a high 
incidence of childhood abuse and neglect. 


“Near Death Experience.” In Harper’s Encyclopedia of Mys- 
tical and Paranormal Experience, edited by Rosemary 
Ellen Guiley. San Francisco: Harper, 1991. 


nerva, nervios A culture-related syndrome 
involving a wide range of symptoms of emotional 
distress, physical disturbance and inability to func- 
tion. There may be nervousness, headaches, irrita- 
bility, stomach disturbances, sleep difficulties, easy 
tearfulness and an inability to concentrate. It is a 
very broad syndrome that may range from cases 
free of a mental disorder to presentations resem- 
bling adjustment, anxiety, depressive, dissocia- 
tive and other disorders, depending on the type of 


symptoms and the level of disability caused by the 
disorder. The term is used among Latinos in the 
United States and Latin America. 

See also CULTURE-RELATED SYNDROMES. 


nervous A nonmedical term and form of anxiety 
referring to feelings of restlessness, apprehension, 
irritability, fearfulness and tension. The word “ner- 
vous” derives from Sigmund Freud’s theory that 
neurological weaknesses (neurasthenias) develop 
as a result of unconscious conflicts. When people 
say they have “nervous symptoms,” they usually 
mean that they have anxieties. Nervousness is a 
normal symptom under many circumstances, such 
as the first day of school, the first day of a new job, 
approaching the platform to deliver a speech, trying 
to catch a train at the last minute, having an impor- 
tant meeting with a boss or walking into a room full 
of strangers. Nervousness is related to social pho- 
bia in that social phobics display nervousness about 
certain situations; the phobic, however, carries the 
nervousness and anxieties to such an extreme that 
he begins to avoid the circumstances that make him 
fearful and nervous. 

Individuals who occasionally have bouts of ner- 
vousness need not fear that they are having a ner- 
vous breakdown. As long as they feel that they are 
coping well with their situation and keep their emo- 
tions under control, their equilibrium will probably 
return soon. 

A “nervous stomach” refers to feelings of abdom- 
inal discomfort, nausea and diarrhea that happen 
to many people when they feel nervous or anxious. 
Nervous stomach is also a common symptom of 
irritable bowel syndrome and panic attack. 

A “nervous habit” refers to involuntary twitches 
and facial tics and voluntary habits such as nose 
picking, thumb sucking and nail biting. These hab- 
its are thought to be a means of relieving stress and 
anxieties. Nervous habits increase during periods of 
stress. 

See also ANXIETY; ANXIETY DISORDERS; IRRITABLE 
BOWEL SYNDROME; STRESS. 


nervous breakdown A nonmedical term applied 
to any one of several mental health disorders in an 
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acute phase. The term applies when one loses con- 
trol of his emotions so that he is no longer able to 
control his behavior. Popularly, the term is applied 
to severe anxieties as well as more severe psycho- 
ses. The individual suffering the breakdown feels 
that his emotions are out of control, and perhaps 
a better term would be “emotional breakdown.” 
The individual may be unable to sleep, will have 
little interest in eating, may cry frequently and 
may become fearful or severely depressed. Physical 
symptoms may be fast heartbeat, dizziness, head- 
aches, fainting and sweating palms. These symp- 
toms will interfere with activities of daily living as 
well as work. 

Many individuals experience some of these 
symptoms for brief periods of time. It is when they 
last for a long time that they produce a breakdown. 

Avoiding an emotional breakdown can be best 
accomplished by developing an ability to share one’s 
feelings and emotions with another person. Just talk- 
ing to another person helps many people get their 
life situation in a better focus before their emotional 
system goes on overload and breaks down. 

Many breakdowns occur at times of transition 
and change, such as adolescence, middle age, enter- 
ing or graduating from school, marriage, divorce 
and parenthood. At times of transition a person is 
more insecure and hence more vulnerable to emo- 
tional swings. 

See also ANXIETY DISORDERS; DEPRESSION; STRESS. 


nervous habits Habits include both involuntary 
(twitches and facial tics) and voluntary behaviors 
(nose picking, thumb sucking and nail biting). 
These habits may be a reaction to stress or a means 
of relieving anxieties for some people. If the indi- 
vidual has a strong desire to overcome these ner- 
vous habits, behavioral therapy techniques will 
help in some cases. 

See also ANXIETY; HABITS; HAIR PULLING; NAIL BIT- 
ING; OBSESSIVE-COMPULSIVE DISORDER; STRESS. 


Woods, Douglas W., and Raymond G. Miltenberger. “Are 
Persons with Nervous Habits Nervous? A Preliminary 
Examination of Habit Function in a Nonreferred Pop- 
ulation.” Journal of Applied Behavior Analysis 29, no. 2 
(Summer 1996): 259-261. 


nervous system See BRAIN; CENTRAL NERVOUS SYSTEM. 


neurasthenia A term coined in 1869 to describe 
an illness that included chronic physical and mental 
exhaustion, a precursor for modern chronic fatigue 
syndrome. At first it was used to apply to weakness 
or exhaustion of the nervous system. Once consid- 
ered an organic disease of the central nervous sys- 
tem and caused by a depletion of the energy supply 
to the brain resulting from overwork, infection or 
other causes, more recently it has been considered 
a psychological condition linked to depression and 
anxiety. Although now an archaic term, at times 
the word neurasthenia is still used by many non- 
health professionals to describe some of the above 
conditions. 

Historically, abdominal neurasthenia was a term 
applied to cases of neurasthenia in which there 
were symptoms involving the gastrointestinal tract. 
Aviator’s neurasthenia defined a chronic functional 
nervous and psychic disorder occurring in aviators 
and characterized by gastric distress, nervous irrita- 
bility, fatigue, insomnia and increased motor activ- 
ity. The condition was also known as flying sickness 
and staleness. Professional neurasthenia applied to an 
inability to demonstrate the abilities habitually used 
in the course of a profession or occupation. (An 
example would be a writer who develops a painful 
feeling in the arm after starting to write.) Traumatic 
neurasthenia referred to a response to physical trau- 
mas, such as those caused by car or other accidents. 
(Now this response might be termed post-traumatic 
stress disorder.) Tropical neurasthenia was a diagno- 
sis made on soldiers in tropical places who had low 
blood pressure, dizziness, weakness, fainting and 
sometimes shock. Removal to a temperate climate 
relieved those symptoms. 

See also ANXIETY; CENTRAL NERVOUS SYSTEM; 
CHRONIC FATIGUE SYNDROME; DEPRESSION; POST- 
TRAUMATIC STRESS DISORDER. 


neuroimaging See BRAIN IMAGING; POSITRON EMIS- 
SION TOMOGRAPHY. 


neuroleptic A medication that helps to relieve psy- 
chotic symptoms (antipsychotic drugs) such as delu- 
sions or hallucinations, schizophrenia and mania. 
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See also ANTIPSYCHOTIC MEDICATIONS; HALLUCINA- 
TIONS AND HALLUCINOGENS; SCHIZOPHRENIA. 


neurological examination To help physicians 
diagnose conditions affecting the nervous system, 
brain and spinal cord, several types of imaging tech- 
niques may be used after a complete general physi- 
cal examination. These techniques include magnetic 
resonance imaging and computerized axial tomog- 
raphy (CAT). Angiography (X-ray imaging to show 
blood vessels) may also be used. 

See also ALZHEIMER'S DISEASE. 


neurology The branch of science that studies 
the human nervous system, including the brain 
and the spinal cord. The medical specialist within 
this field is a neurologist. In the last few decades, 
advances have been made in neurology, and now, 
with improved understanding of the biochemical 
and structural bases of neurological disorders, new 
treatments have been developed, including drug 
treatment for some forms of dementia, surgical 
removal of tumors and repair of damaged nerves. 
See also PARKINSON’S DISEASE. 


neuromyasthenia Disease of the nerves and mus- 
cles. The term is sometimes used synonymously 
with chronic fatigue syndrome. 

See also CHRONIC FATIGUE IMMUNE DYSFUNCTION 
SYNDROME; CHRONIC FATIGUE SYNDROME. 


neuron A nerve cell. The central nervous system 
has billions of neurons that act in various combi- 
nations to initiate all human actions and thoughts. 
Neurons trigger the release of neurotransmitters, 
which may then cause an endocrine gland to release 
a hormone, or a muscle cell to contract. Different 
stimuli activate types of neurons. For example, sen- 
sory neurons may be aroused by a physical stimu- 
lus, such as a bright light or intense cold. 

Babies are born with their total number of neu- 
rons, and the number decreases thereafter. Neurons 
can be damaged or obliterated by disease, injury 
or persistent alcohol abuse. Consequently, loss of 


neurons interferes with mental as well as physical 
capacities. 
See also NEUROTRANSMITTERS. 


neuropsychiatry The branch of medicine dealing 
with the relationship between symptoms of men- 
tal illness and distinct neurological disorders. Such 
disorders are usually forms of brain disease, such as 
temporal lobe epilepsy, tumors or infections. Neuro- 
psychiatry emphasizes the interplay of neurological, 
psychodynamic, genetic and environmental factors. 
New neurodiagnostic technology has allowed psy- 
chiatric diagnoses and treatment to become more 
specific, while providing a means for testing neuro- 
biologic hypotheses. Neuropsychiatry uses diagnos- 
tic techniques drawn from neurology, behavioral 
neurology and neuropsychology in combination 
with traditional methods of interviewing and mental 
status evaluation to study mental health conditions 
associated with brain abnormalities. Basic sciences 
related to neuropsychiatry include neuroanatomy, 
neurochemistry, neurophysiology, neuropathology, 
neuroimmunology and behavioral genetics. Clinical 
sciences related to neuropsychiatry include general 
psychiatry, psychopharmacology, behavioral neu- 
rology, neuropsychology, neuroendocrinology and 
neuroimaging. 
See also NEUROPSYCHOLOGICAL TESTING. 


neuropsychological testing A method of further 
evaluating a patient’s cognitive functioning. A neu- 
ropsychologist (specialist trained in neuropsychol- 
ogy) administers a group of cognitive tests to the 
patient. Reasons for neuropsychological testing 
may include gathering additional data in support 
of a possible diagnosis, localizing cognitive deficits 
picked on another examination, determining a cog- 
nitive baseline against which future testing can be 
compared to document improvement or deteriora- 
tion, or to determine the severity of an injury or 
deficit. Testing is also used to facilitate rehabilitation 
plans, to assess treatment effect and to determine 
whether preexisting deficits could be contributing 
to a current clinical problem. 

Common neuropsychological tests used in evalu- 
ating adults include intelligence tests, achievements 
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test, attention surveys and tests relating to abstrac- 
tion, memory, language ability, calculation ability, 
visual-spatial thought and motor skills. 

See also NEUROPSYCHIATRY. 


neurosis An old term for a variety of mental 
health disorders including agoraphobia, anxiety, 
panic attacks, panic disorder, phobias, depression, 
dysthymia, hypochondria and obsessive-compul- 
sive disorder. Historically, some of these conditions 
have been referred to as neurotic disorders (now an 
obsolete term). 

See AGORAPHOBIA; ANXIETY DISORDERS; DEPRES- 
SION; DYSTHYMIC DISORDER; HYPOCHONDRIASIS; 
OBSESSIVE-COMPULSIVE DISORDER; PANIC ATTACKS AND 
PANIC DISORDER; PHOBIA. 


neurosurgery The medical specialty concerned 
with the surgical treatment of disorder of the central 
nervous system, including otherwise untreatable 
pain. Conditions more commonly treated by neu- 
rosurgery include tumors of the brain, spinal cord 
or meninges (membranes that surround the brain 
and spinal cord); certain abnormalities of the blood 
vessels that supply the brain, such as an aneurysm 
(bulge in a weak point of an artery); and bleeding 
inside the skull. Neurosurgery is also sometimes 
used in certain types of epilepsy and nerve damage 
caused by accidents or illness. 
See also BRAIN. 


neurosyphilis When syphilis is untreated, it can 
result in an infection of the brain or spinal cord. 
Symptoms may include poor coordination of leg 
movements when walking, urinary incontinence 
and pains in the limbs and abdomen. Brain dam- 
age may result in dementia, muscle weakness and 
extensive neurological damage, which is sometimes 
referred to as general paralysis of the insane. 
Syphilis is considered a sexually transmitted 
disease (formerly known as venereal disease) and 
contracted through sexual intercourse and can 
also exist at birth (congenital syphilis). The drug 
of choice for treatment of syphilis is penicillin, 
although other medications are also used. How- 


ever, organ damage already caused by the disease 
cannot be reversed. 
See also SEXUALLY TRANSMITTED DISEASES; SYPHILIS. 


neurotransmitters Chemical messengers released 
by neurons. The neurotransmitters norepineph- 
rine and seratonin have been closely linked with 
depression. Neurotransmitters help transfer nerve 
impulses from one cell to another. 

See also BRAIN CHEMISTRY. 


nicotine dependence Nicotine is the main sub- 
stance responsible for dependence on tobacco. 
Nicotine in tobacco smoke passes into the blood- 
stream after inhaling; in chewing tobacco the nico- 
tine is absorbed through the lining of the mouth. In 
habitual smokers, nicotine increases the heart rate, 
narrows blood vessels, raises blood pressure, stimu- 
lates the central nervous system, reduces fatigue, 
increases alertness and improves concentration. 
Regular smoking results in tolerance, and a higher 
intake is required to bring about the desired effects. 
See also SMOKING; SUBSTANCE ABUSE. 


nightmare A dream during the night charac- 
terized by frightening elements. Usually people 
awaken immediately after a nightmare with a clear 
recollection of the dream and a feeling of intense 
uneasiness. Many normal children have nightmares 
after witnessing a frightening movie or after a day 
filled with great excitement, such as a first day of 
school or an important community event. Usually 
children outgrow nightmares and, when they do 
occur, can distinguish a dream from reality and are 
less frightened. 

Individuals who have witnessed a crime, been a 
victim of a crime or served in a battle (among many 
causes) may experience post-traumatic stress disor- 
der and also experience nightmares as part of that 
disorder. They may relive their experience in the 
nightmare and wake up just as frightened as they felt 
when the event or period of time was happening. 

Nightmares usually occur during REM (rapid 
eye movement) sleep and during the later part of 
the sleep during the night. 
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Children are more likely to experience night- 
mares when they have a cold or other infection, 
if their breathing is impaired or when they are 
separated from their parents. Adults taking certain 
medications, such as beta blockers and benzodiaz- 
epine drugs, have been known to have nightmares 
as a side effect. 

Nightmares can usually be remembered upon 
awakening the next morning, whereas night ter- 
rors tend to be forgotten. 

See also BEHAVIOR THERAPY; DREAMING; NIGHT 
TERROR; POST-TRAUMATIC STRESS DISORDER. 


Marks, Isaac. Fears, Phobias and Rituals. New York: Oxford 
University Press, 1987, p. 393. 


night terror (sleep terror) An intense nightmare 
from which the sleeper, usually a child, awakens 
screaming in terror, disoriented, agitated and dif- 
ficult to comfort. Episodes usually occur about half 
an hour to three and a half hours after falling asleep. 
These may occur between age four and seven and 
usually diminish in early adolescence. Such epi- 
sodes are frightening to parents and should be dis- 
cussed with the pediatrician. Usually the dreamer 
does not recall the event upon awakening the next 
morning. 

When adults experience night terrors, the epi- 
sodes may be part of an anxiety disorder. In addi- 
tion, nightmares of people who have post-traumatic 
stress disorder may at times be classified as terrors 
because they are so vivid and frightening. 

See also DREAMING; NIGHTMARE; SLEEP. 


noncompliance The simple behavioral act of 
either not doing what is one element of a regimen, 
or doing that which is proscribed. 

Compliance is extremely important in mental 
health care because of the complications that may 
result from the presence of a chronic mental ill- 
ness that is not treated in an optimal manner. For 
example, some people deviate from their prescrip- 
tion regimen or do not take their medication at all. 
Mental health care practitioners face a challenge 
to increase patients’ informed decision making as 
well as compliance. They constantly strive to deter- 


mine methods for measuring compliance as well as 
develop more acceptable treatments. 

The 10 major problem areas of compliance (non- 
compliance) are: 


meeting medical appointments with physician 
reporting for diagnosis and treatment 

proper taking of medications 

avoiding drug abuse 

avoiding alcohol use 

following smoking recommendations 
following dietary suggestions 

following work recommendations 

conforming to exercise suggestions 

. proper rest 
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non-REM sleep See SLEEP. 


norepinephrine One of several neurotrans- 
mitters (also known as noradrenaline). Nor- 
epinephrine is a biogenic amine that transmits 
electrochemical signals from one brain cell to 
another. It is responsible for signaling many major 
functions, including wakefulness, learning, mem- 
ory and eating. Norepinephrine can signal excita- 
tion or inhibition; it causes increased pulse and 
blood pressure. The level of norepinephrine in 
the brain may be associated with depression and 
manic states. One theory is that depression may 
result from too little norepinephrine and mania 
results from too much. Serotonin, another neu- 
rotransmitter, may also bring about depression 
when in short supply. 

See also BIPOLAR DISORDER; DEPRESSION; NEU- 
ROTRANSMITTERS; SEROTONIN. 


Norpramin Generic name for the tricyclic antide- 
pressant medication desipramine. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH; TRICYCLIC ANTIDEPRESSANT 
MEDICATIONS. 


nortriptyline A tricyclic antidepressant drug, mar- 
keted under the trade names Aventyl and Pamelor. 
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Nortriptyline is as effective as imipramine in the 
treatment of depressive episodes of major depres- 
sion and bipolar disorder; it also may be useful in 
the depressive periods of dysthymic disorder and in 
atypical depression. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; PHARMACOLOGICAL APPROACH. 


Griest, J. H., and J. W. Jefferson. Depression and Its Treat- 
ment: Help for the Nation’s #1 Mental Problem. Washing- 
ton, D.C.: American Psychiatric Association, 1984. 


nostalgia A longing to return to a place where one 
may have emotional ties, for example, to a home 
or to a native country. Nostalgia is related to feel- 
ings of isolation in the adopted location. According 
to Miepje DeVryer, writing in the Journal of Ameri- 
can College Health (Vol. 39, September 1989), nos- 
talgia should be distinguished from homesickness, 
which tends to be resolved by returning “home.” 
By contrast, in nostalgia, the longing or yearning 
is for a lost past without a desire to actually return. 
It is characterized by a bittersweet feeling, painful 
on the one hand, pleasurable and soothing on the 
other; these feelings combine with memories of the 
past. In nostalgia, the memories are consistently of 
places and nonhuman experiences, not of people. 
See also MIGRATION. 


nutrition Good mental and physical health 
depends on good nutrition. The body and mind 
need many nutrients to function optimally. Fac- 
tors that affect one’s nutrition involve emotional, 
biologic, cognitive and sociocultural aspects. How- 
ever, at times of certain mental or physical illnesses, 
nutrition may be less than optimal. For example, a 
severely depressed individual may have little inter- 
est in eating and lose weight, or an individual with 
a chronic illness such as cancer may have little 
appetite because of chemotherapy. 

Alcoholism and substance abuse can suppress 
the appetite, leading to a decrease in food intake. 
Additionally, excessive alcohol intake impairs liver 
and pancreatic functioning and often results in gas- 
tric inflammation. There may be nutrients taken in 


by the alcohol abuser that are malabsorbed; vitamin 
B complex, magnesium, zinc, folic acid and vitamin 
K are just a few examples. 

Severe anxiety and stress can interfere with 
an individual's ability to meet optimal nutritional 
needs. For example, severe anxiety increases the 
release of epinephrine and norepinephrine. These 
hormones shunt blood from the digestive organs 
to the muscles, heart and brain. In addition, dur- 
ing stress, the body prepares itself for fight or flight. 
The body’s response to stress is to fuel itself for this 
response, and the body increases its release of glu- 
cocorticoids as well as growth hormone. Glucocor- 
ticoids increase glucose production, while growth 
hormone decreases the effectiveness of insulin in 
glucose metabolism. Decreased blood flow, along 
with the increased glucose production, creates 
a state of anorexia in which the individual has a 
decreased intake of essential nutrients. 

Psychotropic medications can contribute to inad- 
equate nutrition for some individuals. For example, 
dry mouth, a side effect of some medications, may 
make eating less pleasurable than usual. Other side 
effects that interfere with one’s ability to maintain 
good nutrition include glossitis (inflammation of 
the tongue), nausea, abdominal pain, vomiting and 
diarrhea. 

Mental impairment, caused by organic mental 
disorders, alcohol and other drug use or mental 
retardation, can result in an inability to make 
decisions about eating. The lack of judgment may 
be reflected in inappropriate selection or prepa- 
ration of meals. Memory impairment associated 
with some of these disorders may cause one to 
forget to eat—even after frequent reminders—or 
forget that one has already eaten, and eat a sec- 
ond meal. 

In today’s society, many homeless and destitute 
individuals do not have adequate nutrition. Social 
isolation, inadequate financial resources and lack 
of food storage and preparation facilities offer the 
potential for inadequate nutrition. 

Emphasis on thinness in our society has led 
many to poor nutritional habits in an effort to lose 
weight. Hence one’s perception of body image may 
also interfere with proper nutritional intake. 

See also EATING DISORDERS. 
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nutritional disorders Some psychiatric symptoms 
can be brought on by nutritional disorders. For 
example, thiamine deficiency may lead to Wernicke- 
Korsakoff syndrome and Korsakoff’s syndrome, 
an amnestic disorder. Pernicious anemia can also 


produce dementia. Pellagra (niacin deficiency), a 
major problem in underdeveloped countries, shows 
a dramatic response to niacin, even when mental 
changes have been present for a long time. 

See also KORSAKOFF’S SYNDROME; NUTRITION. 





obesity Excess body fat is termed obesity. Obesity 
was declared an epidemic in the United States by 
the Centers for Disease Control and Prevention in 
the early 2000s. Many obese people have mental 
health concerns because of their body image and 
limitations of activities because of their size. 

In 2005 between 44 and 64 percent of U.S. 
adults were considered overweight or obese. Esti- 
mates are that 34 percent of adult women are 
obese, compared with 28 percent of men. In chil- 
dren and adolescents, being overweight and obe- 
sity have not been major public health priorities. 
Now it is known that reversing the upward trend 
of the obesity epidemic will require a commitment 
to action by parents and children, as well as effec- 
tive collaboration among government, voluntary 
and private sectors. Obesity has become a private as 
well as public source of tension and anxiety. 

Advertisers may have contributed to America’s 
expanding waistline. Children and adults are lured 
to fat-filled products on television programs and in 
magazines. Manufacturers and supermarkets make 
unhealthful snacks look appealing and encourage 
purchase. Many people who watch television for 
several hours a day tend to eat unhealthy and often 
caloric snacks. 

In 2005, to combat the obesity epidemic, an 
increasing number of food manufacturers and fran- 
chised food-service establishments have begun to 
add lower-fat offerings on their menus and are 
encouraging customers to make healthy choices. 
Some unhealthy snacks have been removed from 
school vending machines and lunch rooms and 
have been replaced with better options. 

Lack of physical exercise is another factor in the 
upward trend in obesity. Many people park their 
cars close to their destinations and do not incorpo- 
rate exercise into their daily routines. When peo- 
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ple move from the U.S. from poorer nations, their 
collective weight begins to rise because they adopt 
the eating habits of Americans and succumb to the 
appeal of advertisers. 

Since 1991 diabetes has increased by 61 percent. 
There is a strong correlation between obesity and 
the development of diabetes. An estimated 17 mil- 
lion people have diabetes in the United States. Dia- 
betics frequently use health care resources and at 
times require hospitalization, which contributes to 
rising hospital and health care costs. 


Obesity and Self-Esteem 


Many people who are obese have reduced self- 
esteem, have poor body image and feel unattract- 
ive. These feelings affect their mental well-being. 
Poor self-esteem can lead to social withdrawal and 
have debilitating effects on the body. Commercially 
developed and organized diets have attracted mil- 
lions of overweight individuals, often playing on 
people’s desire to change their body size and image. 
Estimates indicate that Americans spend about $40 
billion each year on weight-loss products and ser- 
vices. To reduce obesity, many people resort to rad- 
ical surgery or drugs. 


Surgery to Change Body Image 

Surgery is the last resort in the battle to fight obesity 
for many people. Before this type of surgery, patients 
usually receive psychological counseling. Their moti- 
vations for wanting to reduce their weight so drasti- 
cally are discussed as well as habits they will have 
to develop following the surgery. There are strict 
guidelines concerning what they can and cannot eat, 
particularly in the first months after surgery. 

An increasing number of people seem to be tak- 
ing this route. In 2004 the number of weight-loss 
surgical procedures rose 36 percent, to 141,000, 
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five times the 1999 level, according to the American 
Society for Bariatric Surgery. In the conventional 
gastric bypass and the minigastric bypass, the stom- 
ach is radically reduced in size using surgical sta- 
pling, and the intestines are shortened. People lose 
weight after surgery because their stomachs hold 
less food and the shorter intestinal tract gives the 


food less chance of being absorbed into the body. 
Following surgery nutritionists counsel patients. 
The American Society for Bariatric Surgery 
(ASBS) is the largest organization for this surgical 
specialty. Founded in 1983, the ASBS provides edu- 
cation and support for surgeons and allied health 
professionals. The society promotes educational 
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programs for laypeople, physicians and paramedi- 
cal persons; promotes outcome studies and qual- 
ity assurance and promotes guidelines for ethical 
patient selection and care. 


Measuring Obesity with Body Mass Index (BMI) 


Obesity is measured by body mass index, specifi- 
cally, by having a body mass index (BMI) of 25 


or more. The BMI is a single number that evalu- 
ates an individual’s weight status in relation to 
height. BMI is a mathematical formula in which 
a person’s body weight in kilograms is divided 
by the square of his or her height in meters 
(wt/(ht)?). The BMI is highly correlated with 
body fat. The criteria for obesity are the same for 
men and women. Someone who is 5’7” is obese 
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at 192 pounds and a person who is 5’11” is obese 
at 215 pounds. 


Overweight and Lean Muscle Mass 


Being overweight may be due to an increase in lean 
muscle. For example, professional athletes may be 
lean and muscular, with very little body fat, yet they 
may weigh more than others of the same height. 
While they may qualify as “overweight” because 


of their large muscle mass, they are not necessarily 
overly fat, regardless of BMI. 

Another common measure of obesity is waist cir- 
cumference, which assesses abdominal fat content. 
The presence of excess body fat in the abdomen, 
when out of proportion to total body fat, is consid- 
ered an independent predictor of risk factors for ail- 
ments associated with obesity. In general, men are 
considered at risk who have a waist measurement 


Age-Adjusted Prevalence of Obesity among Adults 
Ages 20 Years and Older, by Sex and Race/Ethnicity: 
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greater than 40 inches, and women are at risk who 
have a waist measurement greater than 35 inches. 


Reduce Obesity: Follow Dietary Guidelines 


In early 2005 the U.S. Departments of Health and 
Human Services and Agriculture released the sixth 
edition of Dietary Guidelines for Americans. The Guide- 
lines give action steps toward achievable goals in 
weight control, stronger muscles and bones and bal- 
anced nutrition to help prevent chronic diseases such 
as diabetes, heart disease and some cancers. Promot- 
ing good dietary habits is the first step in reducing the 
increasing problems of obesity. The Guidelines focus 
on helping people maintain their body weight in a 
healthy range and balance calories from foods and 
beverages with calories they expend. The Guidelines 
also indicate how to prevent gradual weight gain 
over time, make small decreases in food and bever- 
age calories and increase physical activity. 


object relations A psychiatric term referring to the 
emotional bonds between one person and another, 
as contrasted with interest in and love for the self. 
The term is usually used with regard to the capacity 
to love and react appropriately to others’ love. 


obscenity Words, gestures, drawings, stories, films 
or sexual behavior (such as exhibitionism and voy- 
eurism) that are considered repulsive and revolt- 
ing because they grossly violate the norms of “good 
taste” in a particular society or group of individu- 
als. Historically, many jokes regarding sexuality 
have been considered obscene. However, general 
ideas of obscenity change with cultures, the times 
and the setting. In the 1950s, television broadcasts 
could not portray a couple in a double bed; any- 
thing closer than a married couple in twin beds 
was considered “obscene.” Some people consider 
nudity obscene; others do not. Bare breasts might 
seem obscene in a “girly” show but not on a sculp- 
ture in an art museum. Hence, obscenity is defined 
by cultural standards. 


obsessive-compulsive disorder (OCD) An anxi- 
ety disorder characterized by a person’s obsessions, 


which are repeated intrusive, unwanted thoughts, 
that may lead to carrying out ritualized, compulsive 
acts. This disorder affects 2.4 million Americans and 
is a cause for stress for the sufferer, as well as family 
members, coworkers and friends. 

OCD may come on suddenly, often beginning in 
early childhood, around ages eight to 10. The disor- 
der is twice as prevalent in the general population 
as panic disorder or schizophrenia. OCD is partly 
inherited and partly the result of environmental 
factors. Personality traits of orderliness and cleanli- 
ness are said to be related to OCD, and certain brain 
disorders can result in compulsive behavior. 


Obsessions 

Obsessions come into the mind involuntarily and 
recur. Sufferers are not able to ignore them; they 
consider these thoughts, such as fear of being 
infected by germs or dirt, or constant doubt about 
turning the coffeepot off or locking the front door, 
senseless and somewhat unpleasant but neverthe- 
less unrelenting and unstoppable. 


Compulsions 

A normal lifestyle routine is impossible for many 
OCD sufferers because they constantly repeat ritu- 
als that take up considerable time. People who have 
OCD are aware that their compulsions and rituals 
are irrational, but they cannot help themselves. 
Some are ashamed of their actions and hide them 
from family and friends, often delaying treatment 
for years. 

Hand washing, checking and counting are the 
most common compulsions among people with this 
disorder. Other types of rituals relate to fastidious- 
ness and perfection, such as cleaning the house, 
showering, repeating names or phrases, hoarding, 
avoiding objects and performing tasks extremely 
slowly and repeatedly. 


OCD and Depression 


Researchers speculate that OCD may be closely asso- 
ciated with depression. Some individuals experience 
only OCD, while others suffer from both OCD and 
depression. Many OCD sufferers have symptoms 
associated with depression, such as guilt, indeci- 
siveness, low self-esteem, anxiety and exhaustion. 
The link between OCD and depression is borne 
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BEHAVIOR THERAPY FOR OCD 





Technique 


Action Experienced 


Anticipated Effect 





Prevention of response 


Thought stopping 
obsessive thoughts 


Individual gradually delays performing 
ritual for longer intervals 
Individual tries to voluntarily interrupt 


Helps reduce compulsion 
Helps decrease obsessions 
Help decrease obsessions and anxiety 


Alters patient’s unwanted behaviors to 
more acceptable ones 


Imagery Individual is encouraged to imagine being 
exposed to feared situation and prevent 
an unwanted response 

Modeling Therapist actively models response 

Exposure Individual is gradually exposed to the 


feared thought or object 


Reduces anxiety; decreases obsessions 
and compulsions 





out by laboratory tests on patients who have the 
two illnesses. For example, obsessive-compulsives, 
like some people who have depression, do not stop 
producing dexamethasone, a steroid naturally pro- 
duced in the body, during a dexamethasone sup- 
pression test. When the steroid is injected into the 
body, the body should stop producing dexametha- 
sone on its own. OCD patients continue to make the 
steroid. Also, obsessive-compulsive, like depressed 
people, show an abnormal lapse in the time it takes 
between first falling asleep and the first dream (nor- 
mally from one to two hours). When researchers 
looked at the immediate family members of people 
suffering from OCD, they found a high percentage 
had depression or manic-depressive disorder; this 
connection indicates a possible genetic link. Also, 
some scientists theorize that OCD may be learned 
from a depressed or compulsive family member. 


Pharmacological and Behavior Therapies 


Pharmacological approaches include the use of pre- 
scription medications for some individuals. Research- 
ers have learned that medications that affect the 
serotonergic system (such as clomipramine and 
fluoxetine) can be useful in relieving symptoms in 
some patients. 

Behavior therapy is one of the most effective 
treatments for OCD. During therapy sessions, the 
person is exposed to situations that cause extreme 
stress and anxiety and provoke compulsive behav- 
iors. The individual is not allowed to go through 
the usually performed rituals, such as excessive 
hand washing after handling money. This tech- 


nique works well for people whose compulsions 
focus on situations that can be easily recreated. For 
those who follow compulsive rituals because they 
fear catastrophic events that cannot be recreated, 
individuals must rely more on imagination, guided 
imagery and other visualization techniques. 

See also ANXIETY DISORDERS; BEHAVIOR THERAPY. 


American Psychiatric Association. Obsessive Compulsive Dis- 
order. Washington, D.C.: American Psychiatric Associ- 
ation, 1988. 

Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 

Pigott, Terasa A., and Sheila Seay. “Pharmacotherapy of 
Obsessive-Compulsive Disorder.” International Review 
of Psychiatry 9, no. 1 (March 1997): 133-147. 


occupational health psychology (OHP) An emerg- 
ing area of psychology that works to prevent occupa- 
tional stress, illness, and injury through research and 
education. While OHP research and practice includes 
a broad range of subjects, the National Institute for 
Occupational Safety and Health (NIOSH) has urged 
that the field give special attention to primary pre- 
vention of risk factors for stress, illness and injury in 
workplaces. This charge is described in the NIOSH- 
proposed definition of OHP: “OHP concerns the 
application of psychology to improving the quality of 
work life, and to protecting and promoting the safety, 
health and well-being of workers.” 

Health “promotion” refers to interventions to 
give workers information and resources to improve 
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their health and thereby resist hazards in the work 
environment. Health “protection” in NIOSH’s defi- 
nition refers to interventions in the work environ- 
ment to reduce worker exposures to workplace 
hazards. OHP is particularly concerned with the 
dramatic changes in work and the workplace that 
have been under way in industrial economies since 
the 1980s. These changes include working from 
home, working from remote locations, and out- 
sourcing of many jobs to distant places. 


OHP and Graduate Training Programs 
NIOSH and the American Psychological Association 
launched a series of initiatives to promote the field 
of OHP in the 1990s. There has been support for 
postdoctoral and graduate-level training programs 
in OHP at major universities. These programs have 
strong interdepartmental links and thereby expose 
psychology students to topics and methods in occu- 
pational safety and health; they provide opportu- 
nities for internships in workplaces. Core curricula 
in these training programs usually include course 
work addressing job stress theory, organizational 
risk factors for occupational stress, injury and ill- 
ness, health implications of stressful work, design 
of workplaces and work stations and programs such 
as employee assistance programs for reduction of 
occupational stress, illness and injury. 


Journal of Occupational Health Psychology 


The Journal of Occupational Health, launched in 1996, 
publishes research, theory and public policy articles 
in occupational health psychology, representing a 
broad range of psychological concerns. The journal 
focuses on the work environment, the individual 
and the interface of the workplace and family. The 
journal publishes articles by both researchers and 
practitioners concerning psychological factors in 
relation to all aspects of occupational health. 


Oedipus complex The Oedipus complex, origi- 
nally described by Sigmund Freud, is a crucial com- 
ponent of Freudian thinking. The concept comes 
from the Greek myth about Oedipus, who unwit- 
tingly killed his father and married his mother. 
Freud saw this myth as representing every small 
boy’s unconscious sexual attachment and desire 


for his mother and jealousy and rivalry with his 
father. 

Freud believed that a boy who does not success- 
fully rechannel such urges may be tormented, lead- 
ing to anxieties and other mental health problems. 
He also hypothesized that as children develop, they 
come to identify with the parent of the same sex 
and are later able to make sexual attachments with 
members of the opposite sex outside the family. 
A young child represses these feelings and keeps 
them in the unconscious out of fear of displeasure 
or punishment by the parent of the same sex. 

In its original use, the term applied only to a boy 
or man and his relationship with his mother. The 
term “Electra complex” applied to girls and women 
and their relationships with their fathers. 

The Oedipus complex may influence young 
men in their choice of wives. Some choose women 
just like their mothers, and some choose the exact 
opposite. Other men look for older women in 
whom they see a mother figure. Overall, the Oedi- 
pus complex is one of the most well-known terms 
left in the legacy of Freudian thinking. 

See also ELECTRA COMPLEX; FREUD, SIGMUND. 


Stone, Evelyn M., ed. American Psychiatric Glossary. 6th ed. 
Washington, D.C.: American Psychiatric Press, 1988. 


ohashiatsu§ A form of therapy based on the same 
system of Eastern medicine as acupuncture; use- 
ful for relief of stress for some people. Ohashiatsu 
addresses the body’s energy meridians and the 
points along those meridians called tsubos. Instead 
of using needles, however, the practitioner of 
ohashiatsu uses hands, elbows and sometimes even 
knees as tools. The goal is to achieve a feeling of 
deep relaxation, harmony and peace. 

Ohashiatsu adds psychological and spiritual 
dimensions to traditional shiatsu, by incorporating 
Zen philosophy, movement and meditation to bal- 
ance the energy of body, mind and spirit. 

See also ACUPUNCTURE; BODY THERAPIES; COMPLE- 
MENTARY AND ALTERNATIVE MEDICINE; MEDITATION; 
MIND/BODY CONNECTIONS; RELAXATION; SHIATSU. 


only children The concentrated attention and 
love that an only child usually receives from parents 
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has both advantages and disadvantages. Only chil- 
dren have a strong sense of security and all family 
resources devoted to developing their talents, but 
they may be handicapped when the need to become 
independent and strike out for themselves arises. 
The only child may have less privacy, the burden of 
trying to fulfill high expectations and an unrealistic 
sense of what the world is like because of undivided 
parental attention. Only children rarely get away 
with behavioral transgressions because there is no 
one else to blame for mundane events such as mud 
on the carpet, but they are never blamed for what 
someone else did. Adult life—in which it is very 
possible to be blamed for things done by others but 
also to get away with undesirable behavior—may 
come as a shock to only children. 

On the other hand, some only children expe- 
rience a type of deprivation because the home 
remains adult-centered. Parents may continue a 
romantic, exclusive relationship because one child 
requires less change than two or more. For example, 
adult standards of cleanliness, quiet and neatness 
that would be difficult to preserve with two or more 
children may stay intact. Parents of one child may 
be less likely to plan vacations and other recreation 
around the child because they are in the majority. 

Only children frequently not only live in an 
adult-centered home but in many cases have rela- 
tively older parents. The fact that the child has to 
learn early to be a “little adult” helps to prepare for 
adult life but may make the child quieter and more 
sophisticated, and therefore such a child may seem 
somewhat unusual to other children. 

While their parents age, only children are in a 
unique position. They have to deal with their aging 
parents with no help from siblings. The problems 
may burden such children while their own families 
and occupational responsibilities are at their peak. 

Only children share some attributes with older 
children. They have parents who have no experi- 
ence in parenting. As more children arrive, parents 
may become more realistic and mellow regarding 
childlike behavior, but the only child does not get 
the benefit of this attitude. Firstborns and only 
children tend to be achievers and score higher on 
intelligence tests, particularly in the area of verbal 
ability. Other children in the family constellation 
may share the only child experience. Mental health 


professionals believe that any child with an age dif- 
ference of seven years or more from the closest sib- 
ling or even a single girl in a family of boys or vice 
versa may have the experience and outlook of an 
only child. 

Despite possible disadvantages of being an only 
born, the only child usually learns to tolerate and 
even enjoy solitude and to develop inner resources. 
Only children frequently enter fields that require 
them to work in an independent, solitary manner. 
In many cases, only-born women seem to adapt to 
widowhood better than women who had many sib- 
lings. As an only child, the young women learned 
to fill their time without others around. 

Numbers of only children are increasing and will 
probably continue to do so in the Western world. A 
number of factors have contributed to the increas- 
ing number of couples who produce only one child. 
Improved birth control techniques and legal abor- 
tions have given couples control of family size. 
More frequently than in the past, divorce brings 
the growth of a family to a halt. It has become 
less common for a financially established man to 
marry a younger woman with many childbearing 
years ahead of her. In general, couples are marry- 
ing later; the emphasis on women’s education and 
careers means that a woman may postpone child- 
bearing until one child is the only biologic possi- 
bility. Additionally, women often feel that juggling 
career and motherhood is easier with only one 
child. The simple cost of raising and educating more 
than one child may be prohibitive, particularly in 
urban areas where comfortably housing a family of 
more than three can be quite costly. 

See also BIRTH ORDER. 


open marriage An arrangement in which both 
partners agree to accept the freedom of their spouse 
to have extramarital sexual activity. Success of 
an open marriage depends on an equal desire by 
both partners to maintain the arrangement. Each 
partner in an open marriage may have sexual and 
emotional needs that cannot be satisfied within a 
monogamous relationship. 

The concept of open marriage increased in pop- 
ularity during the 1960s but decreased during the 
1980s along with the spread of sexually transmitted 
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diseases (STDs) and acquired immunodeficiency 
syndrome (AIDS). 
See also MARRIAGE. 


opioid substance abuse In the 1980s there were 
nearly 500,000 opioid addicts in the United States. 
Opioid substances include many opium-related 
compounds. In addition to the natural alkaloids of 
opium, morphine and codeine, there are impor- 
tant synthetic derivatives such as heroin, hydro- 
morphone hydrochloride (trade name: Dilaudid), 
oxycodone (trade name: Percocet) and oxymor- 
phone hydrochloride (trade name Numorphan), as 
well as purely synthetic opioids such as meperidine 
(trade name: Demerol), methadone (trade name: 
Dolopine), pentazocine (trade name: Talwin) and 
dextropropoxyphene hydrochloride (trade name: 
Darvon). Men outnumber women by three to one 
among narcotic addicts, and addiction is more prev- 
alent among people between the ages of 18 and 25. 
Few addicts manage to break the habit, and recidi- 
vism is estimated to be as high as 90 percent. Some 
health care professionals who have ready access to 
narcotics become addicted to them. 

Serious complications of opioid addiction include 
infection, suicide and homicide. In the 1990s the 
spread of the AIDS virus through shared needles 
made heroin addiction a major risk factor for con- 
tracting the virus. 

Mental health professionals treat many addicts 
for their addictions in hospital emergency rooms 
when they are experiencing overdose or with- 
drawal symptoms as well as in outpatient settings. 

See also ADDICTION; SUBSTANCE ABUSE. 


oral character A psychoanalytic term for personal- 
ity patterns that derive from experiences during the 
oral phase of psychosexual development. This the- 
ory suggests that a child who experiences adequate 
sucking satisfaction and attention from the mother 
during this period will develop a friendly, optimistic, 
cooperative and generous outlook on life. However, 
if the child is not satisfied during the oral sucking 
and biting stage, the individual may become hostile, 
overly competitive, aggressive and critical. 
See also PSYCHOSEXUAL DEVELOPMENT. 


Orestes complex A psychiatric term referring to 
a son’s repressed impulse to kill his mother, or the 
actual act of killing his mother (matricide). The term 
is derived from the myth of Orestes, who killed his 
mother, Clytemnestra, and her lover. 

See also COMPLEX. 


organic approach A concept that mental and 
physical disorders have a biochemical or biologic 
basis. For example, those who hold this view point 
to evidence that manic-depressive disorder, schizo- 
phrenia and anxiety disorders occur because of bio- 
chemical disturbances in the nervous or glandular 
system. While there may be growing evidence of 
organic or biologic factors in certain forms of men- 
tal illness, it is understood by most psychiatrists that 
most organic disorders represent an interaction of 
psychological factors or stresses with a biologic vul- 
nerability, which is also true of many medical dis- 
orders such as myocardial infarction (heart attack). 
See also BIOLOGICAL MARKERS; DEPRESSION. 


organic brain syndrome See BRAIN SYNDROME, 
ORGANIC. 


orgasm The climax or peak of intense pleasure 
during sexual activity. It is the third stage of the 
sexual response cycle, after excitement and the 
plateau stage. Orgasm is the culmination of sexual 
tension in muscle contractions, which force out 
accumulated blood from erect and engorged genital 
tissues. This is usually accompanied by a feeling of 
intense pleasure. There may be a momentary feel- 
ing of clouding of consciousness. 

In women, an orgasm usually involves a series 
of rhythmic muscular contractions, each lasting 
about a second, of the lower vagina and surround- 
ing tissues and may involve uterine contractions. In 
males, ejaculation from the penis occurs. The focus 
of the male orgasm is the penis, prostate gland and 
seminal vesicles. During orgasm, blood pressure 
and heart rate usually increase. 

Orgasm is a very individual experience. Feel- 
ings based on mutual warmth and understanding 
between the two individuals are important factors 
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for women in achieving sexual gratification. Varia- 
tions in orgasm are reported by different women, 
and the experience differs in one woman at different 
times. With sexual stimulation, some women expe- 
rience more than one orgasm; such multiple orgasms 
may occur as close together as only a few minutes. 
Although there is wide variation among individuals, 
according to sex researchers Masters and Johnson, 
women take longer on average to reach orgasm than 
men, 15 minutes as opposed to three minutes. 

For some women, penile thrusting is not enough 
to bring them to the point of orgasm; many achieve 
orgasm most easily by stimulation of the clito- 
ris either by hand (hers or her partner’s) or dur- 
ing oral or vaginal intercourse. A woman’s partner 
often cannot tell if a woman’s orgasm is occurring. 
With communication between partners, they can 
achieve mutual intensification of the experience. 


Orgasmic Dysfunction 

Orgasmic dysfunction is the inability to reach 
orgasm through physical stimulation. Masters and 
Johnson, in their major 1966 work Human Sexual 
Response, described two types. Primary orgasmic 
dysfunction meant that the woman never had an 
orgasm through any physical contact, including 
masturbation. Situational orgasmic dysfunction 
meant that the woman had at least one instance 
of orgasm through physical contact. Orgasmic dys- 
function is not limited to females. 


Orgasmic Reconditioning 

(Orgasmic Reorientation) 
Orgasmic reconditioning is a technique used in sex 
therapy in which fantasies or illustrative representa- 
tions are used to arouse the patient, who then engages 
in masturbation until sexual climax is reached. Later, 
these stimuli are replaced by more conventional het- 
erosexual representations just before orgasm and at 
progressively earlier points, in order to develop nor- 
mal arousal patterns. 


See also CLITORIS; FRIGIDITY; MASTURBATION; SEX 
THERAPY. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


orthopsychiatry An interdisciplinary approach 
to mental health emphasizing child development 
and family life. Social workers, pediatricians, psy- 
chiatrists, psychologists, sociologists and nurses 
collaborate in studying and treating emotional and 
behavioral problems before they become severe 
and disabling. 


orthostatic A term relating to standing erect. For 
example, orthostatic hypotension refers to a drop 
in blood pressure when one rises from a lying or 
sitting position. The individual may experience diz- 
ziness or light-headness; falls are sometimes attrib- 
uted to orthostatic hypotension. 

See also HIGH BLOOD PRESSURE. 


outcome measure A tool used by health pro- 
fessionals to assess the benefits of mental health 
services in terms of improved quality or longevity 
of life and functioning. The tool may be a ques- 
tionnaire answered by the patient or the patient’s 
family. 

See MINI-MENTAL STATE EXAMINATION (MMSE). 


over-the-counter medications (OTC) Medications 
that may be purchased without a prescription from 
a physician. Many remedies for colds, headaches and 
minor pains are available without a prescription. 
Medications that require prescriptions are known as 
ethical drugs. 





pain A sensation that can range from mild dis- 
comfort to an unbearable and excruciating experi- 
ence. How one perceives pain is a very individual 
matter. The term “pain threshold” applies to the 
level at which individuals become very uncomfort- 
able from a similar level of unpleasant stimulation. 
Fear and anxiety are often associated with pain, 
because a pain may signal a problem of unknown 
origin and unknown outcome. Unexplained pain 
seems more stressful than a pain for which a diag- 
nosis can be made. 

How individuals relate to pain and express pain 
may be affected by their upbringing and culture. 
For example, in Western society, many men were 
raised to endure mild pain, such as athletic injuries, 
while women were asked to rest upon the slight- 
est suggestion of pain. Men were told that uncom- 
plaining endurance of pain was “manly.” 

Drugs that relieve pain are known as analge- 
sic drugs. They usually help in relieving mild pain 
such as headache, toothache or dysmenorrhea 
(menstrual pain). The most widely used drugs in 
this group are acetaminophen and aspirin. Mild to 
moderate pain, such as that caused by sports inju- 
ries or arthritis, is often treated with a nonsteroi- 
dal anti-inflammatory drug (NSAID). Severe pain 
caused by kidney stones, a serious injury, a surgical 
procedure or cancer may be treated with a narcotic 
analgesic. Non-drug treatments include massage, 
ice packs or hot packs. Recurrent or chronic pain is 
sometimes relieved by acupuncture, acupressure or 
hypnosis; biofeedback also helps some individuals. 
Laughter has been known to ease pain. People who 
are depressed are more likely to interpret pain as 
more serious than those who feel good about them- 
selves and their life situations. 

In Mental Medicine Update (1995), Robert Orn- 
stein, Ph.D., and David S. Sobel, M.D., stated that 
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SELF-HELP FOR PAIN CONTROL 





Identify small steps toward independence from pain, 
such as accepting the pain and not blaming others 
for your problems. 

Track pain levels and activities with awareness of 
the difference between physical pain sensations and 
emotional pain distress. 

Check the “costs/benefits” in relation to participation 
in family activities, work, play and relationships with 
people. 

Express feelings and anxieties; learn ways to 
decrease anger responses. 

Block negative thoughts; use relaxation techniques 
to fight the chronic stress of sleep disturbance, 
fatigue, poor concentration, increased muscle 
tension, anxiety, depression and loss of self- 
control—all of which amplify pain. 

Distract yourself by focusing on the environment, 
singing or using imagery to concentrate on pleasant, 
dramatic and healing thoughts. 

Indulge in healthy pleasures and fun. 

Focus on the pain, as well as the thoughts and 
feelings that accompany the pain. 

Reclaim an active life by setting short- and long-term 
goals. 

Exercise on a regular basis, gradually increasing the 
amount. Modify how you use your body during 
lifting, bending, sitting and other physical activities 
and what you are using for physical support—chairs, 
height of desks and counters, wrist bands and other 
methods. 

Prepare for flareups by knowing the specific pain 
relievers that work best for you. 





10 to 30 percent of Americans suffer from chronic 
or recurrent pain, which extracts a heavy toll on 
health, ability to work, and sense of well-being. 
While feelings of anxiety, frustration and loss of 
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control and confidence can amplify the experi- 
ence of pain, it does not mean that the pain is not 
“real”; it just means that these emotions make it 
worse. In addition to physical treatment of pain, 
the authors suggested behavioral self-management 
that includes mind-body strategies such as relax- 
ation techniques, support group therapy and bio- 
feedback training; the practice of complimentary 
therapies allows those suffering chronic pain to 
become partners in the pain treatment. 

See also ANXIETY; BIOFEEDBACK; COMPLEMENTARY 
AND ALTERNATIVE MEDICINE; DEPRESSION; GUIDED IMAG- 
ERY; HEADACHES; HYPNOSIS; RESOURCES. 


Ford, Norman D. Painstoppers: The Magic of All-Natural Pain 
Relief. West Nyack, N.Y.: Parker Publishing, 1994. 

Ornstein, Robert, and David Sobel. “Rx: Managing 
Chronic Pain.” Mental Medicine Update 4, no. 1 (1995). 


palpitations An awareness that the heart is beat- 
ing faster than normal or skipping beats. This occurs 
during and after exercise or in stressful or feared 
situations. If the feeling lasts for several hours or 
recurs over several days, or if it causes chest pain, 
breathlessness or dizziness, a physician should be 
consulted as soon as possible. Palpitations may be 
caused by a cardiac arrhythmia, usually premature 
ventricular beats or contractions (PVB) or mitral 
valve prolapse, which usually do not require treat- 
ment; if severe, these may require further diagnosis 
or treatment. If palpitation episodes are brief, they 
are probably within the range of normal. Rarely, 
some medications can produce palpitations from 
PVBs. Some cases of mitral valve prolapse require 
treatment. Persistent palpitations or tachycardia 
can be evaluated by a family physician, general 
internist or specialist in cardiology. 

Palpitations often occur during panic attacks or as 
a phobic reaction to a feared stimulus. For example, 
a person who is phobic about dogs may experience 
palpitations just at the sight of a dog walking on the 
street. Although the dog is on a leash and does not 
seem aggressive, the phobic individual may experi- 
ence palpitations along with sweaty palms, weak 
knees and dizziness. 

Those who experience palpitations may fear that 
they are having a heart attack or that they are going 


to die. Just thinking these thoughts and becoming 
afraid of imagined consequences can cause the pal- 
pitations to increase. 

Symptoms of anxiety, such as palpitations, are 
treated with behavioral therapy, cognitive therapy 
and, in some cases, drug therapy. 

See also ANXIETY DISORDERS. 


Pamelor Trade name for the tricyclic antidepres- 
sant drug nortriptyline. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH; TRICYCLIC ANTIDEPRESSANT 
MEDICATIONS. 


panic attacks and panic disorder A panic attack 
is a short period (five to 10 minutes) of suddenly 
occurring intense fear or discomfort, usually for 
no apparent reason. The feeling may be caused 
by stress, but it also causes extreme stress in the 
affected individual because it is usually accompa- 
nied by a fear of dying, a sense of imminent danger 
or impending doom and an urge to escape. 

Panic attacks are considered one of several anxi- 
ety disorders. They can occur in a variety of anxi- 
ety disorders, such as panic disorder, agoraphobia, 
social phobias and post-traumatic stress disorder. 

The word panic is derived from the name “Pan,” 
whom Greeks worshiped as their god of flocks, 
herds, pastures and fields. Pan loved to scare people 
and make eerie noises to frighten those who passed 
by; the fright he aroused was known as “panic.” 


Diagnosing Panic Attacks 

To be diagnosed as a panic attack, possible organic 
causes must first be ruled out. The panic incident 
must include at least four or more of the charac- 
teristic symptoms: a sense of breathing difficulty, 
palpitations or rapid heartbeat; sweating; trem- 
bling or shaking; feelings of smothering or choking; 
chest pains, nausea or abdominal distress; dizziness 
or light-headedness; paresthesia and chills or hot 
flashes. 

Hyperventilation (fast, shallow breathing) wors- 
ens the symptoms and leads to a pins and needles 
sensation and a feeling of derealization or deper- 
sonalization. These symptoms are usually the result 
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of underlying emotional conflicts, such as fear of 
being trapped or loss of emotional support. 

According to the Diagnostic and Statistical Manual 
of Mental Disorders (4th ed., 1994) (DSM-IV), the 
first attack typically occurs in individuals in their 
late teens. Initially, attacks are unexpected and do 
not occur immediately before or upon exposure 
to a stressful situation, such as a simple phobia or 
social phobias. Later, in the course of the disorder, 
certain situations may be identified with causing a 
panic attack, such as crossing a bridge or being on 
an escalator. Once a panic attack has occurred in a 
particular setting, the individual may become fear- 
ful that it will happen again and tend to avoid that 
situation. 


Panic Attacks in Context 


When a health professional assesses the signifi- 
cance of the problem, it is important to determine 
the context in which it occurs. According to DSM- 
IV, three characteristic types of panic attacks relate 
in different ways to the onset of the attack and the 
presence or absence of situational triggers: 


Unexpected panic attack: The onset of the attack is not 
associated with any situational trigger. 

Situationally bound attack: The attack almost invari- 
ably occurs immediately upon exposure to, or in 
anticipation of, the stressful situational trigger. 

Situationally predisposed panic attack: More likely to 
occur upon exposure to the situational cue or 
trigger, but it is not invariably associated with 
the cue and does not necessarily occur immedi- 
ately after exposure to the stressful factor. 


Panic Disorder 
When panic attacks recur frequently and disrupt 
an individual’s life, the condition is known as panic 
disorder. Sufferers (1 to 2 percent of the popula- 
tion) may have attacks ranging from two or three 
a day to two to four times a week. This type of dis- 
order tends to run a fluctuating course and wors- 
ens when the individual comes under stress. Panic 
disorder usually begins during periods of choices, 
transitions, separation and added responsibilities. 
There is often a family history of panic disorder. For 
example, first-degree relatives of patients with panic 
disorder are at a markedly higher risk of developing 


the disorder (15 to 20 percent compared to 1 per- 
cent in the general population). 

In diagnosing panic disorder, the essential fea- 
ture is the presence of recurrent, unexpected panic 
attacks followed by at least one month of persistent 
concern about having another panic attack, worry 
about the possible implications or consequence 
of the attacks or a significant behavioral change 
related to the attacks. 


Personality Characteristics 


Personality characteristics of those who have panic 
disorder vary considerably. However, H. Michael 
Zal, a clinical professor of psychiatry at the Philadel- 
phia College of Osteopathic Medicine, has observed 
some common factors. Additionally, cross-sectional 
studies of persons with panic disorder or agora- 
phobia have demonstrated personality traits of 
dependency, avoidance, low self-esteem and inter- 
personal sensitivity. One common attribute shared 
by panic-prone people includes placing a great 
value on control. Any loss or threatened loss of 
control, particularly in changes in their lifestyles, 
causes them to feel anxious and stressed. According 
to Dr. Zal, panic-prone people overvalue their inde- 
pendence and feel great discomfort in acknowledg- 
ing their dependencies. They are often reluctant 
to accept help and prefer to help others. Known 
to repress feelings, they feel anxious when their 
emotions surface. As perfectionists and compulsive 
individuals, they have high expectations of them- 
selves and others. 

It is difficult to estimate how many men suffer 
from panic disorder because men may attempt to 
mask their symptoms by drinking alcohol. This type 
of self-medication can develop into a secondary 
problem. Many men go to family physicians, see 
multiple specialists or end up in emergency rooms, 
all the while thinking they have physical disorders. 
They complain of lower gastrointestinal problems, 
which are sometimes a symptom of panic disorder. 
When the panic disorder is treated, these gastroin- 
testinal symptoms disappear. 


Treating Panic Disorder 
Treatment for the stresses that come with panic 
disorder may involve cognitive therapy, behavior 
therapy or medical therapy. Often a combination 
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of treatments is specifically chosen for each patient. 
Treatment begins with education about the illness 
and encouragement to reenter those situations that 
the person has come to avoid. Cognitive therapy 
(changing how they think and dealing with their 
feeling of anxiety) helps for some individuals. For 
others, behavior therapy (changing how they act in 
response to certain situations and using desensitiza- 
tion techniques to gradually expose sufferers to the 
situations they have avoided) is useful. 

During the late 1990s, alprazolam (trade name: 
Xanax) was the first medication approved in the 
United States for panic disorder. Previously, vari- 
ous studies indicated that tricyclic antidepressant 
drugs (such as imipramine) provided an effective, 
safe treatment for panic disorder. However, those 
medications typically take three to six weeks for 
noticeable improvement, and side effects, including 
anxiety symptoms, occur in up to one-third of the 
patients. The SSRIs (selective serotonin reuptake 
inhibitors), such as Zoloft and Prozac have been 
found useful for long-term prevention of panic 
attacks. 

Three-quarters of patients who have to take 
drugs will need long-term drug therapy, while 
another 25 percent will not be helped regardless of 
how long they take drugs. Overall, a quarter of the 
patients who do take drugs are helped permanently 
and will not have to continue with medication. 


How Family Members Can Help Panic 
Disorder Sufferers 

Treatment for panic disorder is not limited to medi- 
cal or psychotherapeutic intervention. Family mem- 
bers can help in recognizing panic disorders by being 
alert to the individual’s level of anxiety. Because 
symptoms can be hidden, repeated avoidance of 
situations is often the best clue. Family members 
can give the sufferer support, be good listeners and 
talk openly and constructively among each other. 
Instead of enabling the person to avoid a situation, 
family members can help him or her make a small 
step forward by finding something positive in that 
effort. Most important, family members should be 
patient and accepting and not sacrifice their own 
lives nor build resentment toward the sufferer. 

See also AGORAPHOBIA; ANXIETY DISORDERS; 
BEHAVIOR THERAPY; CONTROL; HYPERVENTILATION; PAL- 


PITATIONS; PHOBIA; POST-TRAUMATIC STRESS DISORDER; 
RESOURCES; SELF-ESTEEM; TACHYCARDIA. 


American Psychiatric Association. Diagnostic and Statistical 
Manual. 4th ed., rev. Washington, D.C.; 1994. 

Kahn, Ada P. “Panic Attacks” and “Family Members Can 
Help Sufferers Cope with Attacks.” Chicago Tribune, 23 
June 1991. 

Norton, G. R., et al., “Panic Disorder or Social Phobia: 
Which Is Worse?” Behavior Research Therapy 34, no. 3 
(1996): 273-276. 

Zal, H. Michael. Panic Disorder: The Great Pretender. New 
York: Insight Books, Plenum Press, 1990. 


paranoia A pervasive and unwarranted tendency 
to interpret the actions of others as deliberately 
demeaning or threatening. For example, a para- 
noid person may question loyalty of employees or 
friends. In new situations, a paranoid individual 
may read hidden meanings into remarks or events. 
These individuals are quick to anger and are reluc- 
tant to confide in others because they fear that 
information may be used against them. 

Many normally healthy individuals have para- 
noid tendencies at certain times and under certain 
circumstances, some of which may be warranted. 
However, when carried to extreme, paranoid ten- 
dencies are considered paranoid personality disor- 
der. This term is applied to persistent, nonbizarre 
delusions that are not due to any other mental dis- 
order, such as schizophrenia or a mood disorder. 
Common types of delusions are erotomanic, gran- 
diose, jealous and persecutory. Erotomanic delu- 
sions are that one is loved by another, usually a 
famous or important person. Grandiose delusions 
commonly take the form of the person’s being con- 
vinced that he or she possesses some great talent or 
has made some important discovery for which he 
or she will be recognized. Jealous delusions involve 
feelings that one’s spouse or lover is unfaithful 
(Othello syndrome). 

Persecutory delusions are the most common 
type and usually involve a single theme or series 
of themes, such as being spied on, cheated, fol- 
lowed, poisoned or drugged. Small slights may 
be exaggerated and become the focus of a delu- 
sional system. Elderly patients with dementia, as 
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they see themselves losing control of their life and 
decisions, may accuse loyal and helpful children of 
stealing their funds or savings. 

Additionally, there are somatic delusions (or 
paranoias) in which individuals have a delusion 
about their body or parts of their body, for example, 
that they have a foul odor emanating from their 
breath, that certain parts of the body are not func- 
tioning or that they have an internal parasite. 

Paranoid disorders are slightly more common in 
females than males. They usually begin in middle 
or late adult life but can begin at a younger age. In 
most studies, average age of onset has been found 
to be between 40 and 55. 

Paranoid schizophrenia is a type of schizophre- 
nia in which extreme delusions are related to a sin- 
gle theme; unlike undifferentiated schizophrenia, 
paranoid schizophrenia may develop in the late 
twenties or thirties. 

See also AGORAPHOBIA; BODY IMAGE; DELUSION; 
IDEAS OF REFERENCE; SCHIZOPHRENIA. 


paraphilias Psychosexual disorders in which an 
individual requires unusual or bizarre acts or images 
for sexual excitement. They include specific types, 
such as coprophilia (feces), exhibitionism, fetishism, 
frotteurism (rubbing), klismaphilia (enema), myso- 
philia (filth), necrophilia (corpses), pedophilia (chil- 
dren), sexual masochism, sexual sadism, telephone 
scatalogia (lewdness), transvestitism, voyeurism, 
urophilia (urine) and zoophilia (animals). 

Imagery may take one of many forms, including 
preference for inhuman objects, such as animals or 
clothes of the other sex; sexual activity involving 
real or simulated humiliation or suffering, such as 
bondage or whipping; or repetitive sexual activity 
with nonconsenting partners. 

Some cultures view any form of paraphilia as 
abnormal; other cultures are accepting of forms 
that do not involve victimization of others or 
interfere with satisfying sexual relationships. For 
example, many men who are transvestites (cross- 
dressers into women’s clothes) may enjoy perfectly 
satisfying sex lives. In a sexually permissive society 
this may not be problematic behavior, whereas in 
a restrictive culture this could be considered abnor- 
mal behavior. However, behavior patterns such as 


pedophilia can lead to molestation of young chil- 
dren; such victimization that can result in long- 
term damage to the child is not a harmless sexual 
variant. 


Kim, Peggy Y., and J. Michael Bailey. “Sidestreets on the 
Information Superhighway: Paraphilias and Sexual 
Variations on the Internet.” Journal of Sex Education and 
Therapy 22, no. 1 (June 1997): 35-43. 


parapsychology A branch of psychology con- 
cerned with events and experiences that cannot 
be explained by scientific method; also known as 
extrasensory perception (ESP). Examples of such 
phenomena are paranormal experiences, such as 
telepathy—in which one communicates thoughts 
to another—or clairvoyance, an ability to mentally 
see events from afar. 


parasomnia A type of sleep disorder including 
conditions such as nightmares, sleep terrors and 
sleepwalking. These conditions are particularly 
common in children. 

See also NIGHTMARE; NIGHT TERROR; SLEEP; SLEEP- 
WALKING. 


parenting Caring for and nurturing children. 
The term “parenting” is also applied to the situa- 
tion when middle-aged adults care for their own 
aging parents. Of all the roles in life, parenting is 
one of the most important, yet one for which there 
is the least preparation. Individuals become parents 
at the time of the birth of their infant (or at the 
time of adoption), usually with little instruction or 
experience. Parenting roles and relationships never 
stop, no matter how old the children are. 
Parenting skills throughout life include the basics 
of feeding and bathing as well as the psychological 
nurturing necessary to encourage the child to grow 
into a communicative, socially adjusted individual. 
As the child ages, parents become role models. They 
provide basic teaching about moral and ethical val- 
ues held by the family and the culture within which 
the family lives. They must also be disciplinarians, 
which involves daily training by actions, words 
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and examples to influence their children’s behav- 
ior. Rewarding acceptable behavior helps reinforce 
good conduct on the children’s part; withholding 
rewards helps reduce unwanted behaviors if con- 
duct is unacceptable. Teaching compliance with 
rules begins as soon as an infant gets out of his or 
her crib. When the baby begins to crawl, safety rules 
must be enforced. At the toddler stage, information 
regarding social skills has to be communicated. 

Parenting involves dealing with family disputes, 
including sibling rivalry. While parents try to avoid 
playing favorites by treating all their children alike, 
sometimes they do not treat the children the same 
without conscious effort. Birth order may affect the 
way children are treated, as well as family circum- 
stances when the child arrives. 

Parenting involves responding to problems and 
concerns of children, both physical and mental. One 
example of coping with children’s concerns is deal- 
ing with troubling nightmares. Usually nightmares 
of small children can be related to some exciting 
event, such as going to a frightening movie or hav- 
ing started a new school or in a new classroom. If a 
parent does not respond with comfort to the cries 
of a child with a nightmare, just the sound of his or 
her own voice will add to the terror the child feels 
upon awakening. Permitting a child to keep a small 
light on may allay many fears of young childhood. 

As children grow, parents teach them about 
sexuality. Parents should be open to questions 
and give children the amount of information they 
can assimilate at the time. Children are naturally 
curious and may ask questions about sexuality as 
soon as they can talk. As they grow older, they can 
understand more information. With young people 
becoming sexually active at an early age plus the 
spread of AIDS and sexually transmitted diseases, 
it is imperative that children receive as much infor- 
mation about their bodies and sexuality as soon 
as they are interested and able to understand. 
Although still controversial, the topic of sex educa- 
tion is still taught in many schools, starting from 
kindergarten on up. 


Afterschool Concerns of Parents 
Working parents have a particular threat to their 
mental health. More than 37 percent of the labor 
force consists of parents of minor children. Of the 


38.2 million children between the ages of five and 
14, 6.9 million are in self-care each week. Parents 
worry because the gap between the time the school 
day ends and the time most parents get home from 
work may be as much as 20-25 hours each week. 
Parents who have long commutes are particular 
targets for parental afterschool stress (PASS). Work 
schedules that prevent parents from being home 
when their children get out of school contribute to 
parental anxiety. 

There are significant mental and physical health, 
academic and social risks associated with leaving 
school-age children unsupervised. The children’s 
well-being as well as parental work performance 
can be affected. In 2004 researchers Rosaline Chait 
Barnett and Karen C. Gareis reported that parents 
with high parental after-school stress are much 
more frequently interrupted, distracted and drained 
of energy at work by nonwork issues; make errors 
they much more frequently, turn down requests to 
work extra hours and miss meetings and deadlines 
at work. The quality of their work is significantly 
lower than that of their low-PASS counterparts. 
The study, by the Community, Families and Work 
Program at the Women’s Studies Research Center, 
Brandeis University, and funded by the Alfred P. 
Sloan Foundation, was conducted with 243 Mas- 
sachusetts parents, mostly mothers, employed at 
JP Morgan Chase. It revealed the impact of reli- 
able after-school options on parents’ productivity 
at work and their psychological well-being. 

According to the study, 32 percent of parents 
were worried that their 10- to 14-year-old was 
experimenting with drugs. Forty-seven percent 
were worried that their 10- to 14-year-old could be 
victimized by violence after school. Forty-six per- 
cent were worried that their 15- to 18-year-old was 
experimenting with drugs. 

These concerns are well founded; one in seven 
children has been the victim of violence after 
school, according to the study. The juvenile crime 
rate spikes between 3:00 and 6:00 P.M., giving par- 
ents an additional concern. 

Among young people, the study found that 70 
percent reported stress, 16 percent have seriously 
considered suicide, 25 percent reported binge drink- 
ing and 30 percent of freshmen reported drinking 
within one month of the survey. 
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After-school arrangements for children of work- 
ing parents have a bottom-line cost in lost pro- 
ductivity. This cost may be reflected in up to five 
extra days of missed work per year per employee. 
On average, not including vacation days, employed 
parents with high-PASS miss about eight days of 
work per year, while their counterparts with low- 
PASS miss about three days of work per year. 

The highest risk for parental after-school stress 
occurred among employed parents whose jobs 
were less flexible and whose children spent more 
time unsupervised after school. 

As children become adults, the parenting role 
often becomes one of friend and companion. Many 
adult children and their parents enjoy sports activi- 
ties, traveling and hobbies, whether they live nearby 
or in distant cities. Characteristics of their relation- 
ship while the children were young, such as open 
and honest communication, carry over into late life. 
These qualities make for good relationships between 
adult children and their parents. 

When young people leave home, some parents 
are faced with the “empty nest” and no longer feel 
needed. While this may be a time of loneliness for 
some parents, it is also a time in which the par- 
ents can explore their own interests, further their 
educations and enjoy the intimacy they shared as 
newlyweds. 

In the early 2000s there is a trend concerning 
grown children who leave home and then return, 
some divorced and with children; for many, this is 
occurring out of economic necessity. Some families 
cope well with this multigenerational situation, but 
others find that it produces constant stresses and 
strains. Generally, if communication between the 
child and parents was good before he or she left 
home, problems occurring in the new situation 
can be dealt with happily. Parents in this situation 
need to remember that the children are adults and 
should not be treated like children. 

See also BIRTH ORDER; EMPTY NEST SYNDROME; SIB- 
LING RIVALRY; STRESS. 


Brandeis University. The Community, Families and Work 
Program, Brandeis University. Report of Findings: Commu- 
nity, Families @ Work Program Parental After-School Stress 
Project. April 8, 2004. Available online. URL: http:// 


www.nsba.org/site/pdf.asp?TP=/site/docs/37600/ 
37588.pdf. Downloaded on April 1, 2007. 


paresthesia Numbness or tingling. This symptom 
may occur during a panic attack or phobic reaction, 
along with dizziness and weakness in the knees. It 
can also occur as the result of vitamin deficiencies. 

See also ANXIETY DISORDERS; PANIC ATTACKS AND 
PANIC DISORDER. 


pargyline Generic term for the monoamine oxi- 
dase inhibitor Eutonyl. 

See also ANTIDEPRESSANT MEDICATIONS; MONOAMINE 
OXIDASE INHIBITORS; PHARMACOLOGICAL APPROACH. 


Parkinson’s disease (PD) A disease in which 
individuals lack the substance dopamine, which 
is involved in the control of muscle activity by the 
nervous system. Tremor, stiffness and slowness 
are characteristic features of Parkinson’s disease. 
Speech may be slow, and movement may be dif- 
ficult to initiate. Late in the course of the disease 
some individuals develop dementia. According 
to the Alzheimer’s Disease and Related Disorders 
Association, some Parkinson patients develop 
Alzheimer’s disease and some Alzheimer patients 
develop Parkinson symptoms. Drugs for PD may 
improve the motor symptoms but may not improve 
the mental changes that occur. Research on drugs 
for PD has also encouraged research on Alzheimer’s 
disease. 
See also ALZHEIMER'S DISEASE. 


Parnate Trade name for the monoamine oxidase 
inhibitor tranylcypromine. 

See also ANTIDEPRESSANT MEDICATIONS; MONOAMINE 
OXIDASE INHIBITORS; PHARMACOLOGICAL APPROACH. 


partial hospitalization Treatment at a mental 
hospital or another treatment facility for a number 
of hours each day but without an overnight stay. 
Many mental health services are offered through 
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partial hospitalization, also referred to as day treat- 
ment or partial care. 


passive-aggressive personality disorder A disor- 
der characterized by being aggressive in a quietly 
passive way. For example, while outward aggres- 
sion shows itself in a loud voice and possibly with 
physical force, passive aggression is more calculated 
and done quietly. A passive-aggressive act may be 
one in which a person gives another directions to 
find a place but purposely leaves out an important 
detail. Another such act might be deliberately being 
late, causing others to wait and miss a train or other 
important opportunity. Characteristics of this per- 
sonality disorder include putting off or forgetting 
to do a chore or being purposefully inefficient. This 
procrastination or inefficiency gets in the way of 
job promotion and social acceptability. 

Passive-aggressive characteristics may be caused 
by hidden aggression. 

See also AGGRESSION; DEPRESSION; PERSONALITY. 


pastoral counselors Counselors who work within 
traditional faith communities and incorporate psy- 
chotherapy and/or medication along with prayer 
and spirituality to help some people with mental 
disorders. Some people prefer to get help for mental 
health concerns from their pastor, rabbi or priest, 
rather than from therapists who are not affiliated 
with a religious community. Pastoral counselors 
are certified mental health professionals who have 
had in-depth religious and/or theological training. 
Many people who are in treatment with a health 
professional may also discuss their concerns with 
their spiritual adviser. 

Pastoral counseling is a unique form of psycho- 
therapy in that it uses spiritual resources as well 
as psychological understanding for healing and 
growth. Pastoral counselors assist people seeking 
assistance with marital conflict, substance abuse, 
family violence, juvenile delinquency and AIDS, 
among other problems. 

The American Association of Pastoral Counsel- 
ors (AAPC) represents and sets professional stan- 
dards for 3,000 pastoral counselors and 100 pastoral 


counseling centers in North America and around 
the world. Founded in 1963, the AAPC is nonsec- 
tarian and respects the spiritual commitments of 
those who seek assistance without imposing coun- 
selor beliefs on the client. 

According to the AAPC, core values include 
working toward the wholeness of individuals, rela- 
tionships, families, institutions and communities 
and respecting the theological, psychological and 
faith traditions and spiritual practices of members 
and their clients. 


pathological gambling An inability to resist the 
impulse to gamble, despite the outlook for serious 
adverse consequences. 

See GAMBLING. 


Pavlov, Ivan Petrovich (1849-1936) Russian 
physiologist known for learning theories based on 
conditioning techniques. 

In experiments with dogs, Pavlov gave them 
food (unconditioned stimulus) and simultane- 
ously range a bell. The dogs, in an unconditioned 
response, salivated at the scent of food. After many 
trials, the dogs salivated at the sound of the bell. 
They had learned a conditioned response to a con- 
ditioned stimulus. This became known as Pavlovian 
conditioning and became the basis for teaching and 
reinforcing behavior. According to Pavlovian the- 
ory, learning is the response to an external events, 
or stimulus, to which a person or animal becomes 
accustomed or conditioned. 


pavor nocturnus See NIGHTMARES; NIGHT TERRORS. 


Paxil Trade name for the antidpressant medica- 
tion paroxetine. 


PCP Phencyclidine, a hallucinogen. It was first 
developed as a human anesthetic, but human use 
was discontinued because of severe side effects. 
Later it became commercially available for veteri- 
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nary use; however, this was discontinued in the 
late 1970s. Thus, virtually all PCP available in the 
United States is produced clandestinely. 

PCP’s effects vary based on the amount ingested. 
Sensory changes are often accompanied by slurred 
or blocked speech and a loss of coordination that 
may be accompanied by a sense of strength and 
invincibility. PCP can produce psychoses indistin- 
guishable from schizophrenia. Because PCP causes 
disorientation, some users suffer accidents—even 
fatally—and others become violent. 

Available in tablets and capsules, PCP is most 
widely used in powder and liquid forms, applied 
to leafy materials such as parsley, mint, oregano 
and marijuana and then smoked. PCP is known by 
many street names. The most common are angel 
dust, supergrass, killer weed, K.J. crystal, embalm- 
ing fluid, rocket fuel and sherms. 

See also SUBSTANCE ABUSE. 


Media Resource Guide on Common Drugs of Abuse. Fairfax, 
Va.: Public Relations Society of America, National 
Capital Chapter, 1990. 


Peck, M(organ) Scott (1936-2005) American 
psychiatrist, lecturer and author of several best- 
selling books including The Road Less Traveled: A 
New Psychology of Love, Traditional Values and Spiri- 
tual Growth (1978) and The Road Less Traveled and 
Beyond (1997). He received his M.D. degree from 
Case Western Reserve University and his A.B. from 
Harvard University. Peck postulated that when an 
individual accepts the inherent stresses in life, he 
or she can transfer weakness into strength through 
self-discipline and love. This “real love” is “an act of 
the will to extend oneself for the purpose of nurtur- 
ing one’s own or another’s spiritual growth.” For 
many years, Peck has had an interest in the grow- 
ing interface between religion and science. 

See also GENERAL ADAPTATION SYNDROME; HARDI- 
NESS; PRAYER; RELIGION. 


Peck, M. Scott. The Road Less Traveled and Beyond. New 
York: Simon & Schuster, 1997. 

. The Road Less Traveled: A New Psychology of Love, Tra- 

ditional Values and Spiritual Growth. New York, Simon & 

Schuster, 1978. 





peer group A like-age group that influences one’s 
self-concept, self-esteem, attitudes and behavior. 
Peer group relationships are important to children as 
well as adults. While teenagers look to one another 
for acceptance and approval, so do adults seeking 
to make new friends, and same-level employees in 
a workplace. 

Although peer relationships are most obvi- 
ously important to adolescents, peers are actually 
crucial to psychological development throughout 
life. Children were once thought to be most highly 
influenced by adults; however, modern thinking 
recognizes the importance of the peer group to 
childhood. Through peer relationships, children 
learn to cooperate, work together, handle aggres- 
sive impulses in nondestructive ways and explore 
differences between themselves and their friends. 
Children who do not learn to combat loneliness by 
fitting into a peer group may develop emotional 
problems later in life. For adults, the increasing 
mobility that often cuts them off from family and 
longtime friends has made the development of 
peer relationships through work or other activities 
extremely important. 

See also PEER PRESSURE. 


peer pressure Peer pressure begins to dominate 
life in adolescence. Teenagers want to “fit in” and 
feel that they belong to the group they choose. 
They react to the confusing physical changes and 
approaching adult responsibilities by extremely close 
bonding with members of their own age group. Fads 
in music, language and clothing become extremely 
important and are accepted and discarded quickly 
as teenagers try to meet conventions established 
by their peer group. The rallying cry of teenagers 
is often “everybody’s doing it” (or “everyone has 
it”). Parents frequently become distressed by this 
peer influence. They may feel left out of activities 
and decisions from which their child now excludes 
them in favor of peers. They may also fear that the 
influence of friends may lead to genuinely dam- 
aging activities such as experimenting with drugs, 
smoking, drinking, criminal behavior, irresponsible 
sexual activity or dropping out of school. 

Some children who feel “different” from their 
peers have some difficulties “fitting in.” Such chil- 
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dren may be those who are in recently divorced 
families, in recently “merged” families with two sets 
of parents, or adopted children of single parents. 


See also ADOPTION; PARENTING; PEER GROUP; 
REMARRIAGE; SELF-ESTEEM; STEPFAMILIES; UNWED 
MOTHERS. 


peptides Fragments of protein consisting of two 
or more amino acids. Peptides result in the link- 
age of amino acids by chemical bonds between the 
amino and carboxyl groups of adjacent acids. There 
are peptides in the endocrine system and nervous 
system. Many hormones are peptides, such as 
some gastrointestinal hormones and several pitu- 
itary hormones. Examples are oxytocin and ACTH 
(adrenocorticotropic hormone). In the nervous sys- 
tem, there are peptides in nerve cells throughout 
the brain and spinal cord. Examples are endorphins 
and substances involved in the control of the pitu- 
itary gland. 

Larger peptides, consisting of many linked amino 
acids, are referred to as polypeptides. Longer chains 
of amino acids, composed of linked polypeptides, 
are called proteins. 

See also ENDOCRINE SYSTEM; ENDORPHINS; PITU- 
ITARY GLAND. 


perception One’s mental attitudes of sensations 
about the environment interpreted through the 
five senses of tasting, smelling, hearing, seeing and 
touching. False perceptions can occur when there 
is no sensory stimulation. These may take the form 
of hallucinations. Perception is usually based on an 
ability to organize information into some frame- 
work or pattern. For example, the individual must 
be able to recognize objects as separate from their 
background and as stationary or moving, such as 
a chair or a person. Such differentiation requires 
the use of memory. Finally, interpretation depends 
on one’s attitudes, current mood and expectations. 
For example, a hungry person will pay attention to 
food sooner than a person who has just finished a 
meal. 

Some mental health disorders, such as Alzheim- 
er’s disease and schizophrenia, involve distortions 
in perception. 


Perception can also relate to one’s feelings of fear 
or danger. What appears dangerous to one person 
may seem like a thrilling challenge to another. The 
individual who has a phobia of heights will react 
with sweaty palms, shaky knees and nausea when 
climbing to the top of a mountain, but another per- 
son may view the climb as exciting. 

Perception also relates to one’s attitudes. For 
example, a teenager’s perception of appropriate 
behavior or wearing apparel may be what his or her 
peer group views as the current fad, but that per- 
ception may differ from the parents’ idea of behav- 
ior or wearing apparel. 

See also ALZHEIMER'S DISEASE; 
SCHIZOPHRENIA. 


PEER GROUP; 


perfection The state of being expert, proficient, 
flawless, without fault or defect. It is an unrealis- 
tic goal, a drive toward the impossible and unat- 
tainable, and the desire to be perfect is a threat to 
good mental health for many people. Perfectionists 
are very achievement-oriented. They are unable to 
select what is important and have the faulty idea 
that perfectionism equals quality. 

The perfectionist faces stresses and frustration 
with failure of any kind, imagined, real, large or 
small. The obsession with perfection ultimately 
results in fragmentation of self, loss of efficiency, 
sleep deprivation, less time for exercise, rest and 
quiet meals, increased use of alcohol and drugs and 
ultimately exhaustion. The perfectionist ideal leaves 
out the important fact that people are only human 
and have limitations of body, mind, and spirit. 

Many people believe the myth that overachiev- 
ing will bring recognition and perhaps even love. 
Today’s society measures individuals in terms of 
productivity and accomplishment. However, there 
is a delicate balance between the amount of work 
the human body and mind can do and the amount 
of time required for rest and regeneration. That bal- 
ance point differs for each person and is affected 
by feelings of stress, emotional overload, illness and 
fatigue. 


Overcoming Perfectionism 


People who are plagued by the need to be perfect 
and the incurred stresses should realize their own 
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CONQUER PERFECTIONISM FOR BETTER MENTAL HEALTH 





e Look for sources of satisfaction in simple pleasures. 

e Pursue special interests such as painting, music, 
gardening, reading, handicrafts and other hobbies. 

e Take better care of the personal self with improved 
diet, rest and exercise. 

e Concentrate on the process of achieving a goal 
instead of the goal itself. 

e Establish friendships outside work and family. 

e Set personal priorities and stay with them. 

e Find time to be alone and become better acquainted 
with yourself. 





limitations and reevaluate personal priorities. They 
must decide what is important and what is not, as 
well as set realistic deadlines and short- and long- 
term goals and choose values that matter. 

See also OBSESSIVE-COMPULSIVE DISORDER; SELF- 
ESTEEM. 


performance anxiety The extreme stress felt by 
many people before any kind of performance. They 
fear failure, criticism or not measuring up to real or 
imaginary standards. Issues of self-esteem are also 
involved. Time and energy spent thinking about 
these fears detracts from concentrating on prepara- 
tion and the performance. 

For some individuals, performance anxiety may 
cause loss of sleep, indigestion, dizziness or even 
faintness. However, if properly directed, the ner- 
vous energy generated by stress before a perfor- 
mance can become an advantage. When focused 
on the best possible outcome, that there will be a 
standing ovation, for example, the individual will 
be challenged to do a good job. 

Performance anxiety is a common stressor to 
people who speak in public as well as musicians, 
actors and other performers. Anyone who is the 
central focus of other people’s attention can experi- 
ence performance anxiety. 


Overcoming Performance Anxiety 
Many individuals use meditation and deep breath- 
ing exercises to reduce stress before performances. 
Others carry a good luck charm, which provides 


their anxieties with a placebo-like effect. Some fol- 
low certain rituals before every performance; for 
example, a person might establish a routine way 
of getting dressed, avoid certain foods or beverages 
(caffeine and alcohol particularly) or take a walk. 
For severe cases of performance anxiety, physicians 
may prescribe medication. 

See also BREATHING; CRITICISM; DIZZINESS; MEDITA- 
TION; SELF-ESTEEM; SOCIAL PHOBIA; STAGE FRIGHT. 


perphenazine A phenothiazine-type antipsy- 
chotic drug used to relieve symptoms in certain 
psychiatric disorders, such as schizophrenia. Per- 
phenazine is also sometimes used to relieve nausea 
and vomiting (antiemetic drug) caused by chemo- 
therapy, radiation therapy or anesthesia. 

Adverse effects may include abnormal move- 
ments of the face and limbs, blurred vision, drowsi- 
ness and headache. Parkinsonism may result from 
long-term use of the drug. 

See also ANTIPSYCHOTIC MEDICATIONS; SCHIZO- 
PHRENIA. 


perseveration A tendency to emit the same ver- 
bal response again and again to different questions 
or stimuli. This may involve constant repetition of 
one word or phrase or an inability to shift conversa- 
tion away from a particular topic. It is a disorder of 
thought process, which refers to the way a person 
puts ideas together, the associations between ideas 
and the form and flow of thoughts in conversation. 
See also SCHIZOPHRENIA. 


personality All of one’s traits, habits, experiences, 
ways of emotionally responding (including tem- 
perament), and motivation. Personality develop- 
ment seems to depend on the interaction of many 
complex factors, including interaction of heredity 
and environment. While many theorists hold that 
genetics is more important than environment, 
many take the opposite view. 

Personality tests are questionnaires designed to 
determine various traits, to assist in psychological 
research and at times to determine the suitability 
of an individual for a particular field of work or 
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job assignment. Personality tests measure many 
aspects of an individual’s being, such as how one 
relates to people and one’s degree of extroversion 
or introversion. 

See also EXTROVERSION; INTROVERSION; PERSONAL- 
ITY DISORDERS. 


personality disorders A group of disorders involv- 
ing behaviors or traits that are characteristic of a 
person’s recent and long-term functioning. Patterns 
of perceiving and thinking are not usually limited 
to isolated episodes but are deeply ingrained, inflex- 
ible, maladaptive and severe enough to cause the 
individual mental stress or anxieties or to interfere 
with interpersonal relationships and normal func- 
tioning. Personality disorders are often recognizable 
by adolescence or earlier, continue through adult- 
hood and become less obvious in middle or old age. 
An individual may have more than one personality 
disorder at a time. 

The common factor among individuals who have 
personality disorders, despite a variety of character 
traits, is the way in which the disorder leads to per- 
vasive problems in social and occupational adjust- 
ment. Some individuals with personality disorders 
are perceived by others as overdramatic, paranoid, 
obnoxious or even criminal, without an awareness 
of their behaviors. Such qualities may lead to trou- 
ble getting along with other people, as well as dif- 
ficulties in other areas of life and often a tendency 
to blame others for their problems. Other individu- 
als with personality disorders are not unpleasant or 
difficult to work with but tend to be lonely, isolated 
or dependent. Such traits can lead to interpersonal 
difficulties, reduced self-esteem and dissatisfaction 
with life. 


Causes of Personality Disorders 


Different mental health viewpoints propose a vari- 
ety of causes of personality disorders. These include 
Freudian, genetic factors, neurobiologic theories 
and brain wave activity. 

Freudian. Sigmund Freud believed that fixa- 
tion at certain stages of development led to certain 
personality types. Thus, some disorders as described 
in the Diagnostic and Statistical Manual of Mental Disor- 
ders are derived from his oral, anal and phallic char- 


acter types. Demanding and dependent behavior 
(dependent and passive-aggressive) was thought to 
derive from fixation at the oral stage. Characteris- 
tics of obsessionality, rigidity and emotional aloof- 
ness were thought to derive from fixation at the 
anal stage; fixation at the phallic stage was thought 
to lead to shallowness and an inability to engage 
in intimate relationships. However, later research- 
ers have found little evidence that early childhood 
events or fixation at certain stages of development 
lead to specific personality patterns. 

Genetic Factors. Researchers have found that 
there may be a genetic factor involved in the etiol- 
ogy of antisocial and borderline personality disor- 
ders; there is less evidence of inheritance of other 
personality disorders. Some family, adoption and 
twin studies suggest that schizotypal personality 
may be related to genetic factors. 

Neurobiologic Theories. In individuals who 
have borderline personality, researchers have found 
that low cerebrospinal fluid 5-hydroxyindoleacetic 
acid (5-HIAA) negatively correlated with measures 
of aggression and a past history of suicide attempts. 
Schizotypal personality has been associated with 
low platelet monoamine oxidase (MAO) activity 
and impaired smooth pursuit eye movement. 

Brain Wave Activity. Abnormalities in elec- 
troencephalograph (EEG) have been reported in 
antisocial personality for many years; slow wave is 
the most widely reported abnormality. A study of 
borderline patients reported that 38 percent had at 
least marginal EEG abnormalities, compared with 
19 percent in a control group. 


Types of Disorders 
According to the American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental Disorders 
(4th ed., rev., 1994), or DSM-IV, personality disor- 
ders are categorized into three major clusters: 


Cluster A: Paranoid, schizoid and schizotypal per- 
sonality disorders. Individuals who have these 
disorders often appear to have odd or eccentric 
habits and traits. 

Cluster B: Antisocial, borderline, histrionic and nar- 
cissistic personality disorders. Individuals who 
have these disorders often appear overly emo- 
tional, erratic and dramatic. 
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Cluster C: Avoidant, dependent, obsessive-compul- 
sive and passive-aggressive personality disor- 
ders. Individuals who have these disorders often 
appear anxious or fearful. 


The DSM-IV also lists another category, “person- 
ality disorder not otherwise specified,” that can be 
used for other specific personality disorders or for 
mixed conditions that do not qualify as any of the 
specific personality disorders. 

Individuals with diagnosable personality disor- 
ders usually have long-term concerns, and thus 
therapy may be long-term. 

See also AVOIDANT PERSONALITY DISORDER; BORDER- 
LINE PERSONALITY DISORDER; DEPENDENT PERSONALITY 
DISORDER; OBSESSIVE-COMPULSIVE DISORDER; PARA- 
NOIA; PASSIVE-AGGRESSIVE PERSONALITY DISORDER. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders, 4th ed., rev. Washington, 
D.C.: APA, 1994. 


personal space The invisible zone of privacy 
unconsciously put between an individual and other 
people. Personal space is something rarely noticed, 
unless it is invaded by someone approaching too 
closely, in which case people may feel stressed and 
become anxious, irritated and even hostile. 

Anthropologists have reported that people fol- 
low fairly established rules regarding how far apart 
they stand, largely depending on their relationship 
to each other. For example, friends, spouses, lovers, 
parents and children tend to stand inside a “zone of 
intimacy,” or within arm’s reach, while a personal 
zone (about four feet) is comfortable for conversa- 
tion with strangers and acquaintances. 

The amount for personal space needed depends 
on many variables, including the individual’s cul- 
tural background, gender and the nature of the 
occasion. Individuals from North European or Brit- 
ish ancestry usually want about a square yard of 
space for conversation in uncrowded situations. 
However, people from more tropical climates 
choose a smaller personal area and are more likely 
to reach out and touch the occupant of another 
space. In Mediterranean and South American soci- 
eties, social conversations include much eye con- 


tact, touching and smiling, typically while standing 
at a distance of about a foot. In the United States, 
however, people usually stand about 18 inches 
apart for a social conversation; they tend to talk at 
arm’s length, moving closer only to shake hands. 

Understanding cultural and gender differences 
in interpretations of personal space is becoming 
more important as intercultural trade and business 
transactions escalate. The observation of personal 
space leaves much room for misinterpretation. 
Consultants have developed businesses to interpret 
for people of all nationalities the meaning and use 
of personal space in order to relieve the possibilities 
for occurrences of stressful situations. It is possible 
that a culture’s use of space is evidence of a reliance 
on one sense over another. For example, Middle 
Easterners get much of their information through 
their senses of smell and touch, which require a 
close approach, while Americans rely primarily on 
visual information, backing up in order to see an 
intelligible picture. 

See also ACCULTURATION; CROWDING; MIGRATION. 


Freedman, Jonathan L. Crowding and Behavior. New York: 
Viking Press, 1975. 

Padus, Emrika, ed. The Complete Guide to Your Emotions 
and Your Health. Rey. ed. Emmaus, Pa.: Rodale Press, 
1994. 


perversion, sexual A psychiatric term for a cultur- 
ally, morally or legally unacceptable form of sexual 
behavior. The term applies to practices that devi- 
ate widely from the norm, such as sadomasochism, 
exhibitionism, necrophilia, coprophilia, zoophilia 
and pedophilia. However, the preferred term is 
paraphilia, because it seems less judgmental. 
See also PARAPHILIAS. 


pets Pets reduce loneliness, provide companion- 
ship and give the owner a sense of order to his or 
her life. No matter how the owner may feel about 
other events in his life, the routine of caring for a 
pet provides a distraction from life’s stresses and 
problems and draws the owner out of himself. Dog 
owners often find that no matter how little they 
may feel like exercising, the dog’s need for walks 
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forces them out. They end up feeling better for it 
and possibly meet neighbors and other dog walkers 
along the way. 

Pets have been found to be so important to men- 
tal health that nursing homes and other institutions 
may have pets in residence or programs through 
which pets visit residents or patients. It has been 
observed that simply stroking a dog or cat can 
reduce blood pressure. 

The world may not really be divided into “dog 
people” and “cat people,” but sometimes it seems 
that way. Cat owners admire their pets’ indepen- 
dence, graceful shape and movements and wild 
instincts. Since cats tend to require less human 
companionship than dogs, they are ideal for busy 
people who must be away from home for long peri- 
ods of time. However, their owners must be people 
who can enjoy providing food and other care to 
animals that may seem to be aloof. Dogs, on the 
other hand, have been called the “yes men of the 
animal world.” With their affectionate, emotional 
nature and appetite for food (regardless of whether 
they are really hungry or it is really good for them), 
they offer unconditional love and act out human 
behavior that their more inhibited masters can 
enjoy vicariously. 

The death of a pet can be a devastating experi- 
ence for one’s mental health. Although a child who 
has lost a pet may be inconsolable for a time, in the 
end it may be an experience that leads to the child’s 
maturity, since it is frequently the child’s first brush 
with genuine loss. Adults who lose pets are often 
reluctant to express themselves freely about their 
sorrow because they fear that others will think their 
behavior is childlike and self-indulgent. However, 
the fact that veterinary hospitals now frequently 
send a sympathy card or letter of condolence on 
the death of a pet is an indication of the increasing 
awareness of the effect of an animal's loss. 


PET scan See BRAIN IMAGING; POSITRON EMISSION 
TOMOGRAPHY. 


peyote The primary active ingredient of the pey- 
ote cactus is the hallucinogen mescaline. Peyote 
can be found in the fleshy parts of this cactus plant; 


it is ground into a powder and then taken orally. 
Mescaline can also be produced synthetically. A 
typical dose of mescaline will produce illusions and 
hallucinations that last from five to 12 hours. 

See ALSO HALLUCINATIONS AND HALLUCINOGENS; 
MESCALINE. 


Media Resource Guide on Common Drugs of Abuse. Fairfax, 
Va.: Public Relations Society of America, National 
Capital Chapter, 1990. 


Phaedra complex Sexual love of a mother for 
her son. The term is derived from the Greek myth 
about Phaedra, daughter of Minos and wife of The- 
seus, who was in love with her stepson, Hippolytus; 
when he rejected her, she accused him of violating 
her and hanged herself. 

See also OEDIPUS COMPLEX. 


phallic stage The third stage of psychosexual 
development (according to psychoanalytic think- 
ing), which occurs between ages three and six. At 
this time the child first focuses sexual feeling on the 
genital organs; masturbation becomes a source of 
pleasure. According to Sigmund Freud, the penis 
becomes the center of attention, for both boys 
and girls. During the phallic phase or stage, boys 
experience sexual fantasies toward mothers and 
rivalry toward fathers; they eventually give up both 
because of fear of castration. Similarly, girls experi- 
ence sexual fantasies toward fathers and hostility 
toward mothers, because of rivalry and blaming 
mothers for depriving them of penises. Girls usu- 
ally give up these feelings out of fear of losing the 
love of both parents. The American psychoanalyst 
Erik H. Erikson (1902-94) suggested that when a 
child does not advance beyond the phallic stage to 
the genital stage, he or she may experience later 
guilt, role fixation and inhibition, which may lead 
to anxieties about sexual activity and sexual dys- 
function. 
See also ELECTRA COMPLEX; OEDIPUS COMPLEX. 


phallic symbol According to psychoanalytic the- 
ory, any object that resembles or represents the 
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penis may be considered a phallic symbol. In dreams 
or in everyday life, structures that are longer than 
they are wide may be phallic symbols. Examples 
include trees, sticks, cigars, pencils, snakes, flutes 
and other musical instruments, such as clarinets or 
trombones. 

See also PHALLIC STAGE; SEXUAL FEARS. 


phantom limb pain; phantom pain According to 
the American Cancer Society, individuals who have 
had a limb (or a breast) surgically removed may 
experience pain as if it were coming from the absent 
limb. While physicians are not sure why this occurs, 
phantom limb pain exists and is not imaginary. Indi- 
viduals experiencing this kind of pain become anx- 
ious, irritable and nervous because they often do 
not understand what is happening to them. There 
is no single method of relieving phantom pain in 
individuals who experience it. However, relaxation 
techniques are effective for many people. 


phantom lover syndrome A type of schizo- 
phrenic delusion in which a woman believes that 
an unknown man is in love with her. 

See also SCHIZOPHRENIA. 


pharmacokinetics A term relating to how the 
body deals with a medication, such as how the drug 
is absorbed into the bloodstream, distributed to dif- 
ferent tissues, broken down and excreted from the 
body. This is important in determining appropriate 
dosage and anticipating side effects and possible 
adverse drug effects. Pharmacokinetics of medica- 
tions used for mental health disorders are impor- 
tant considerations for the prescribing physician. 


pharmacological approach The treatment of 
mental health disorders with prescription medica- 
tions. In many cases, the pharmacological approach 
is used in combination with psychotherapy, behav- 
ior therapy or some of many complementary thera- 
pies. Prescription medications are often helpful for 
individuals who have agoraphobia, anxiety disor- 
ders, bipolar disorder, depression, panic attacks and 


panic disorder, obsessive-compulsive disorder, post- 
traumatic stress disorder, as well as other disorders. 
In many cases, use of meditation, biofeedback, 
guided imagery and relaxation therapy continue to 
be helpful after prescription medication is stopped. 

In some cases, the pharmacological approach 
may be helpful for the short term. However, 
chronic conditions may require long-term manage- 
ment, often with a combination of complementary 
therapies and pharmacological therapies. 

The best principle with pharmacological therapy 
is to use the lowest effective dose for the shortest 
possible period of time. However, before any medi- 
cation is taken, an individual should have a thor- 
ough medical and psychiatric examination. 


Categories of Medications 


There are several major classes of medications used 
for anxiety disorders and depression covered in this 
book: benzodiazepines (BZDs), cyclic antidepressants 
and noncyclic antidepressants. Additionally, a number 
of pharmacological agents are categorized as “other 
antianxiety medications.” 

Alcohol is the oldest antianxiety drug, and it 
remains the most frequently used (and misused) 
nonspecific tranquilizer. Barbiturate drugs have 
been available since 1903; they are respiratory 
depressants and are contraindicated in people with 
respiratory insufficiency. In 1957 the first BZD, 
chlordiazepoxide (Librium), was introduced for 
the management of anxiety. Since then most anti- 
anxiety medications and sleeping medications are 
now benzodiazepines because of their relatively 
decreased toxicity in overdose. 

See also AGORAPHOBIA; ALPRAZOLAM; ANTIDE- 
PRESSANT MEDICATIONS; ANTIMANIC MEDICATIONS; 
ANTIPSYCHOTIC MEDICATIONS; ANXIETY DISORDERS; 
BARBITURATE DRUGS, BENZODIAZEPINE DRUGS; BIO- 
FEEDBACK; BIPOLAR DISORDER; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; DEPRESSION; GUIDED IMAG- 
ERY; HERBAL MEDICINE; MANIC-DEPRESSIVE DISORDER; 
MEDITATION; MIND/BODY CONNECTIONS; OBSESSIVE- 
COMPULSIVE DISORDER; PANIC ATTACKS AND PANIC 
DISORDER; POST-TRAUMATIC STRESS DISORDER; PSY- 
CHOTHERAPIES; RELAXATION; VALIUM. 


Appleton, William S. Prozac and the New Antidepressants: 
What You Need to Know about Prozac, Zoloft, Paxil, Luvox, 
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Wellbutrin, Effexor, Serzone, and More. New York: Plume, 
1997. 

Carlin, Peter. “Treat the Body, Heal the Mind.” Health 
(January/February, 1997). 

Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
Challenges. New York: Facts On File, 2000. 

Sachs, Judith. Nature’s Prozac: Natural Therapies and Tech- 
niques to Rid Yourself of Anxiety, Depression, Panic Attacks 
and Stress. Englewood Cliffs, N.J.: Prentice Hall, 
1997. 


phencyclidine See PCP. 


phenelzine Generic name for the monoamine oxi- 
dase inhibitor antidepressant medication marketed 
as Nardil. 

See also ANTIDEPRESSANT MEDICATIONS; MONOAMINE 
OXIDASE INHIBITORS; PHARMACOLOGICAL APPROACH. 


phenobarbital A medication known as a barbitu- 
rate drug used mainly as an anticonvulsant drug, 
although its usage has largely been replaced by 
newer anticonvulsant drugs. It is still used in chil- 
dren who have epilepsy along with phenytoin. In 
some cases, it is prescribed as a sedative and may 
be combined with antispasmodic drugs for treating 
irritable bowel syndrome. 
See also EPILEPSY; IRRITABLE BOWEL SYNDROME. 


phenothiazine drugs The name of a group of 
drugs classed as antipsychotics; they are sometimes 
called major tranquilizers. 

These medications, which became available in 
the mid-1950s, created a pharmacologic revolu- 
tion because they suppressed delusions, hallu- 
cinations, regression, withdrawal and agitated 
behavior that resulted in the chronic hospitaliza- 
tion of schizophrenics. 

Although phenothiazine drugs were once thought 
to be safe, permanent neurological symptoms (tar- 
dive dyskinesia) have been linked to their long-term 
use. Examples of such drugs include chlorproma- 
zine, thioridazine, trifluoperazine and perphenazine, 
which is used most. 


phobia A persistent and irrational fear of a spe- 
cific object or situation. Usually the phobia causes 
the individual to avoid the object or situation. Com- 
monly, the term “phobia” is misused to refer to peo- 
ple who merely have a distaste for certain things or 
situations, such as snakes or crowded rooms. In a true 
phobia, there are physiological reactions that occur, 
despite the individual’s attempts at controlling them. 
Some individuals are actually incapacitated by their 
phobias; for example, those who will not ride eleva- 
tors cannot work in high-rise buildings, and those 
who fear dust live in sealed environments. 

Phobias are included in a group of disorders 
known as anxiety disorders. These also include 
generalized anxiety disorder, panic disorders, 
obsessive-compulsive disorders and post-traumatic 
stress disorder. 

Phobias are defined by psychological as well as 
physiological reactions. Symptoms may include 
feeling irrational panic or terror when in a harm- 
less situation, recognizing that the fear goes 
beyond normal boundaries and the real threat of 
danger and that others do not perceive a danger. 
The reaction is automatic, uncontrollable and per- 
vasive. The individual suffers from many physical 
reactions associated with extreme fear and has an 
overwhelming desire to avoid or escape from the 
situation. Avoidance is a characteristic of the lives 
of phobic people. 

According to a recent study by the National Insti- 
tute of Mental Health (NIMH), people of all ages, 
at all income levels and in all geographic locations 
suffer from phobias. Estimates are that between 5 
and 12 percent of Americans suffer from phobias. 
They are more common among women than men. 

Phobias can be divided into three basic categories. 
Specific phobias are the most common and involve 
fear of particular things, such as one type of animal 
(dogs, cats, snakes), or of particular situations (such 
claustrophobia, fear of being in an enclosed place, 
or acrophobia, fear of heights). 

Social phobias include a wide variety of situations 
most people encounter in everyday life. Most peo- 
ple become somewhat anxious in certain situations, 
such as interviewing for a new job, having dinner at 
the boss’s home or meeting new in-laws. However, 
for some people, these situations cause more than 
simple nervousness. They become so upset that 
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they eventually begin to avoid the kinds of situa- 
tions that cause them distress. The most prevalent 
social phobia seems to be a fear of public speaking. 
Fears of meeting new people, of being seen while 
eating or writing or of using public toilets are also 
common social phobias. Social phobias seem to 
stem from a fear of being scrutinized and possibly 
criticized by others. Social phobias affect men and 
women equally. Often a person with one social 
phobia will also have other social phobias, as most 
social phobias relate to a fear of embarrassment. 

Another type of phobia is agoraphobia. This con- 
dition is really a fear of fear, although technically 
the word comes from the Greek term meaning “fear 
of the market-place.” Agoraphobia involves fear of 
having a panic attack and being far from a source 
of help or assistance. There are aspects of fears of 
embarrassment; many agoraphobics fear throwing 
up in public or fainting. Some agoraphobics will 
venture out with the company of a trusted com- 
panion, in some cases a child or a dog. 

Agoraphobia seems to be more prevalent in indi- 
viduals from families where other members also 
have the disorder. Agoraphobia is often accom- 
panied by alcoholism. Most agoraphobics develop 
symptoms between the ages of 19 and 35. More 
women than men have agoraphobia. 


Causes of Phobias 

Some phobias may result from learned responses; 
for example, children brought up by parents who 
fear dogs may learn to fear dogs themselves. Others 
result from a traumatic experience. For example, if 
a young child receives a painful bite from a dog, he 
or she may fear all dogs. However, for many indi- 
viduals, there is no learned component, and there 
may actually be an aspect of brain chemistry that 
makes one individual more susceptible to acquiring 
phobias than others. 

Often phobic people are also depressed. It is dif- 
ficult to generalize whether the depression comes 
first or the phobia, but it is understandable that the 
person who reacts with unwanted extreme fear to 
certain situations and feels helpless may also feel 
depressed. 

According to the American Psychiatric Associa- 
tion, phobias may develop as result of panic attacks. 
After a panic attack, the individual may fear a situa- 


tion associated with the attack and begin to avoid it. 
Not all phobic people experience panic attacks. 


Treatment 


Individuals with phobias should understand that 
greater knowledge of phobias has been gained dur- 
ing the last few decades and that help is available 
and seek treatment. Many forms of therapy are used 
to treat phobic individuals, ranging from behavioral 
therapy to psychoanalysis. In behavioral therapy, 
the therapist focuses on the symptoms and attempts 
to change the physiological reactions, enabling the 
sufferer to face the feared situation. Many phobic 
people have good results with exposure therapy and 
desensitization to the feared object or situation. In 
psychoanalysis, the analyst may delve into the indi- 
vidual’s past to determine the roots of the current 
problem. Relaxation therapy and psychopharmaco- 
therapy are used in conjunction with other thera- 
pies. In some individuals, antianxiety drugs help 
them reduce the panic they feel when even think- 
ing about a feared situation. With medication, such 
individuals can learn to face their phobic situation 
and overcome it. A variety of medications are used 
to treat phobic individuals. Some help some people, 
while others are useful to others. Pharmacologic 
treatment for phobias is a very individual matter. 

In many cases, those with social phobias can 
improve themselves by concentrating on improv- 
ing their social skills. When they gain confidence, 
they will not think so much about their possible 
blushing, sweating or appearing nervous to others. 

Phobias can be treated by a qualified psychiatrist, 
psychologist, social worker or other mental health 
professional. 

Reading material in the form of pamphlets are 
available from several sources. 

See also AGORAPHOBIA; ANXIETY DISORDERS; 
BEHAVIOR THERAPY; SCHOOL PHOBIA; RESOURCES. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed., rev. Washington, 
D.C., 1994. 

Bourne, Edmund J. The Anxiety and Phobia Workbook. Oak- 
land, Calif.: New Harbinger Publications, 1995. 

Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of 
Phobias, Fears, and Anxieties. 2nd ed. New York: Facts 
On File, 2000. 
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Kahn, Ada P., and Ronald M. Doctor. Facing Fears: The 
Sourcebook for Phobias, Fears, and Anxieties. New York: 
Facts On File, 2000. 

Monroe, Judy. Phobias: Everything You Wanted to Know, but 
Were Afraid to Ask. Springfield, N.J.: Enslow Publishers, 
1996. 


physician assisted suicide See END OF LIFE ISSUES. 


pibloktoq A culture-related syndrome involving an 
abrupt dissociative episode accompanied by extreme 
excitement that may last up to 30 minutes, often fol- 
lowed by convulsive seizures and coma lasting up 
to 12 hours. The individual may be withdrawn or 
mildly irritable for a period of hours or days before 
the attack and will typically report complete amnesia 
for the attack. During the attack, the individual may 
tear off clothing, break furniture or perform other 
irrational or dangerous acts. This is observed primar- 
ily in arctic and subarctic Eskimo communities. 
See also CULTURE-RELATED SYNDROMES. 


American Psychiatric Association. Diagnostic and Statistical 
Manual of Mental Disorders. 4th ed. Washington, D.C.: 
American Psychiatric Association, 1994. 


Pick’s disease A rare brain disease that closely 
resembles Alzheimer’s disease and is usually diffi- 
cult to diagnose clinically. Disturbances in person- 
ality, behavior and orientation may precede and 
initially be more severe than memory defects. Like 
Alzheimer’s disease, a definitive diagnosis is usually 
obtained at autopsy. 
See also ALZHEIMER’S DISEASE. 


pineal gland A pea-sized endocrine organ. It is 
located in the brain at the entrance to an important 
canal for the circulation of spinal fluid and has a role 
in controlling the flow of cerebrospinal fluid. The 
gland secretes the hormone melatonin for a fixed 
period every 24 hours, during darkness. The period 
is set by a biological clock that is light-sensitive. If 
there are eight hours of darkness, it can produce 
its quota. If there are only six, if falls short. Some 


researchers have tied seasonal affective disorder to 
melatonin because of the way the hormone is pro- 
duced in the dark, particularly during winter. 

See also SEASONAL AFFECTIVE DISORDER. 


Pinel, Philippe (1745-1826) French physician 
considered to be the most revolutionary psychiatrist 
of the 18th century. Shocked by the public belief 
that mentally ill persons were “wild beasts pos- 
sessed by the devil,” and even more by the practice 
of keeping them in chains and dungeons, he insti- 
tuted more humane practices at the major medical 
institutions in Paris, such as talking between the 
physician and patient, showing empathy and kind- 
ness and providing occupational therapy. 


Goldenson, Robert M., ed. Longman Dictionary of Psychol- 
ogy and Psychiatry. New York: Longman, 1984. 


pituitary gland A pea-sized endocrine gland near 
the base of the brain known as the master gland 
of the endocrine system because it is a source of a 
number of hormones, including the gonadotropic 
hormones. The gonadotropins, which stimulate the 
gonads (ovaries in women and testicles in men), are 
LH (luteinizing hormone) and FSH (follicle stimu- 
lating hormone). In women, LH and FSH regulate 
ovulation; in men they regulate production of tes- 
tosterone. The pituitary is a fairly remarkable gland, 
as it also regulates thyroid function and adrenal 
function in addition to playing a role in regulation of 
nursing and fluid balance in the body. The pituitary 
is in turn regulated by the hypothalamus, a portion 
of the brain involved in primitive functions. 

Pituitary problems, such as benign growths that 
produce prolactin, another pituitary hormone, are 
quite common and can cause menstrual irregulari- 
ties or amenorrhea, abnormal breast secretions and 
infertility problems, which may lead to stress and 
anxieties. 

See also BRAIN; ENDOCRINE SYSTEM; HORMONES; 
HYPOTHALAMUS. 


placebo, placebo effect A substance used as a 
treatment that has no pharmacologic medicinal 


346 play therapy 





effect but that superficially resembles an active 
drug and is administered either as a control in test- 
ing new drugs or as a psychotherapeutic agent. 
Sometimes placebos induce reactions because of 
the power of suggestion. Individuals in a “double- 
blind” study do not know if they are taking a pla- 
cebo or the real drug. The “placebo effect” refers to 
the therapeutic benefit of the chemically inactive 
substance. The word is derived from the Latin word 
meaning “I shall please.” 


play therapy Use of play activities and materials, 
such as dolls, puppets, clay and finger paint in child 
psychotherapy. Such activities mirror children’s 
emotional life and fantasies, enabling them to play 
out their feelings and problems and to test out new 
approaches and relationships in action. Play ther- 
apy is also referred to as analytical play therapy and 
ludotherapy. 


pleasure principle A psychiatric term referring to 
the inner force that motivates individuals to seek 
immediate gratification of instinctual impulses such 
as hunger, thirst, elimination and sex. According to 
Sigmund Freud, when these needs are not satisfied, 
people are in a state of tension. When they are ful- 
filled, reduction in tension evokes the experience 
of pleasure. The pleasure principle dominates the 
early life of the child but is later modified by the 
reality principle. The development of maturity has 
a great deal to do with the capacity to delay instant 
gratification. 


PMS See PREMENSTRUAL SYNDROME. 


polysubstance dependence Repeated use of three 
or more compounds by an individual. Usually no 
single agent predominates. Use of one substance 
greatly increases the chance of that person using 
another. Some compounds are deliberately com- 
bined to produce a desired effect, such as cocaine, 
amphetamines and heroin. 
See also SUBSTANCE ABUSE. 


pornography Writing or drawing that some individ- 
uals find sexually arousing. The term is derived from 
the Greek, meaning “writing of harlots.” Pornography 
is also known as psychological aphrodisiacs. 

Throughout history, there have been laws about 
printing and distributing pornography, but this has 
always been fraught with the subjectivity in decid- 
ing what is or what is not pornography. However, 
in a general way, pornography can be divided into 
erotica—which is generally graphic about “normal” 
heterosexual love—and exotica, which centers on 
sexual practices outside the cultural norm, such as 
sadism, masochism and fetishism. 

Pornography appears in the Old Testament and 
in the plays of Aristophanes. The term “pornogra- 
phy” is probably derived from the name Porneius, a 
character in Greek legend. 

See also VICTORIANISM. 


positive psychology An approach to mentalhealth 
based on emphasizing what is right with people 
instead of what is wrong with them. The approach 
emphasizes that people want to lead meaningful 
and fulfilling lives, to cultivate what is best within 
themselves and to enhance their experiences of 
love, work and play. According to its proponents, 
this approach not only can heal psychological dam- 
age but also can build strengths to enable people to 
achieve the best things of life. The term was coined 
by Abraham Maslow and adopted by psychologist 
Martin Seligman, director of the Positive Psychol- 
ogy Center at the University of Pennsylvania. 

Positive psychology has three central concerns: 
positive experiences, positive individual traits and 
positive institutions. To understand positive emo- 
tions, one must study past contentment, present 
happiness and hopes for the future. Understand- 
ing positive individual traits consists of studying 
strengths and virtues such as capacity for love 
and work, resilience, creativity, curiosity, self- 
knowledge, self-control and moderation. Under- 
standing positive institutions involves studying 
strengths that foster better communities, such as 
justice, responsibility, civility, parenting, nurtur- 
ance, work ethic, teamwork and purpose. 

The positive psychology movement hopes to fos- 
ter satisfaction and high productivity in the work- 
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place, encourage civic engagement in communities, 
train therapists to identify and nurture patients’ 
strengths and disseminate positive psychology 
interventions in schools, hospitals, corporations, 
communities and government. 

The positive psychology movement has been 
supported by major foundations and organizations, 
including the Annenberg Foundation, the Gallup 
Organization, the Mellon Foundation, and the Pew 
Charitable Trusts. 

See also SELIGMAN, MARTIN. 


Seligman, Martin. Authentic Happiness: Using the New Posi- 
tive Psychology to Realize Your Potential for Lasting Fulfill- 
ment. New York: Free Press, 2002. 


positive reinforcement A term used in behav- 
ioral therapy referring to rewards that strengthen 
responses. On the other hand, a negative reinforcer, 
such as a punishment, diminishes the response. 
Positive reinforcement is more effective in sustain- 
ing behavior than is negative reinforcement. Failure 
to provide reinforcements will usually extinguish a 
behavior, and variable and unpredictable schedules 
of reinforcement may be more effective in main- 
taining behavior than fixed regular reinforcements. 
An example is the pathological gambler who 
receives the positive reinforcement of winning only 
occasionally but continues to gamble and is rarely 
deterred by loss of financial assets. 


positron emission tomography (PET) A brain 
imaging technique to measure blood flow in areas of 
the brain using radioactive tracers or isotopes. The 
technique became available in the middle to late 
1970s. A major application of PET is to the study 
of the neurochemical systems within the brain. For 
example, PET is useful in assessing the amount of a 
psychoactive drug in various parts of the brain, as 
well as physiological abnormalities. 

PET is used with Alzheimer’s disease patients; 70 
to 80 percent of such patients show a characteris- 
tic decrease in metabolic function or cerebral blood 
flow in posterior temporoparietal regions. Schizo- 
phrenia, major depression, manic-depression, anx- 
iety disorders and obsessive-compulsive disorders 


have all been found to show decreases or increases 
in blood flow and sugar metabolism in various areas 
of the brain. 

PET may be particularly useful in differentiat- 
ing Alzheimer’s disease from other disorders that 
are present with confusion and intellectual dete- 
rioration. 

See also ALZHEIMER'S DISEASE; BRAIN IMAGING. 


Andreasen, Nancy C., and Donald W. Black. Introduction 
to Psychiatry. Washington, D.C.: American Psychiatric 
Association, 1991. 


postpartum depression Some women experience 
postpartum depression, sometimes referred to as 
“maternity blues,” after childbirth. While the new 
mother may be elated with her new baby, some of 
the mild depression may be attributed to the let- 
down after months of eager anticipation. Hormonal 
changes after the birth of a baby may also affect a 
woman’s mood. For example, rapidly plummeting 
estrogen and progesterone can lead to hot flashes 
and irritability, similar to the phenomena associ- 
ated with menopause. Sleep deprivation caused 
by a crying baby can also lead to irritability and 
depression. 

Some women become depressed after childbirth 
because they fear being a parent, fear being a fail- 
ure as a parent, feel less loving toward the baby 
than they think they should and feel less sexually 
attractive to their mates because their bodies have 
not regained their normal shape. Women may also 
feel a loss of self-esteem if they go from careers out- 
side the home into full-time motherhood. Because 
of demands of new babies, women may feel 
exhausted, overwhelmed with chores and chroni- 
cally fatigued. In addition, any stresses within mar- 
riage that existed before the birth of a baby may 
worsen after the baby’s arrival. 

The extent to which women experience post- 
partum depression may also depend on their sup- 
port systems, including husbands, families and 
additional helpers in the household. A significant 
number of persistent, severe postpartum depres- 
sions become recurrent major depression or bipolar 
(manic-depressive) disorders requiring psychiatric 
treatment. 


348 postpartum psychosis 





See also ANTIDEPRESSANT MEDICATIONS; CHILD- 
BIRTH; DEPRESSION; PREGNANCY. 


Holt, Linda H., M.D. Skokie, Ill. (personal interview). 


postpartum psychosis When postpartum depres- 
sion expands from mild depression to severe 
thought disorders and complete dissociation, the 
situation is called postpartum psychosis; it is also 
referred to as puerperal psychosis. A psychotic 
episode during the month after childbirth may be 
schizophrenic or depressive, not uncommonly the 
beginning of a depressive disorder brought about 
by the stresses of the pregnancy and delivery. It 
may be caused or aggravated by factors such as pre- 
existing personality defects, marital instability and 
financial burdens. 
See also POSTPARTUM DEPRESSION. 


post-traumatic stress disorder (PTSD) Anxiety 
disorder produced by an unusual and extremely 
stressful event, such as assault, or an act of vio- 
lence, rape, natural disaster or physical injury. 
PTSD has been referred to as battle fatigue or shell 
shock when caused by military combat. 

Often PTSD surfaces several months or even 
years later, although its symptoms can occur soon 
after the event. Sufferers characteristically reexpe- 
rience the trauma in painful recollections or recur- 
rent dreams or nightmares. Some have diminished 
emotional responsiveness (“numbing”), feelings 
of estrangement from others, insomnia, disturbed 
sleep, difficulty in concentrating or remembering, 
guilt about surviving when others did not, avoid- 
ance of activities that cause recollection of the trau- 
matic event and intensive thoughts related to the 
event. Avoidance behavior also affects sufferers’ 
relationships because they often avoid close emo- 
tional ties with family, colleagues and friends. 

Sometimes the reexperience comes as a sud- 
den, painful rush of emotions that seem to have 
no cause. These emotions may be anger or intense 
fear; some PTSD sufferers endure anxiety and panic 
attacks. During panic attacks, their throats tighten, 
breathing and heart rate increase, and they may 
feel dizzy and nauseous. 


Witnessing a Crime 


People witnessing a crime may be faced with a 
decision whether to come to the aid of the victim. 
Once the decision for involvement has been made, 
they may face the stress of being questioned by the 
police, exposed to threats or harassment from the 
associates or family of the criminal and harried by 
postponement and rescheduling of the trial with no 
regard for their work schedule and other personal 
responsibilities. 

A decision not to become involved is often 
made. These people may feel that there are other 
witnesses to the crime, and they want to avoid a 
difficult and personally dangerous situation. Some 
of them may later feel the guilt of doing nothing, 
and they will experience extreme stress. 

Watching a violent crime may also result in PTSD 
with symptoms of anxiety, nightmares, insomnia 
and other fears. Recovery can be aided with a vari- 
ety of psychotherapies administered by profession- 
als. Victim/Witness Assistance Programs, whose 
services include psychological counseling, have 
been initiated in some areas of the United States. 
During the trial, program administrators may make 
arrangements for witnesses to get in and out of 
court buildings with minimum public and media 
exposure, as well as intervene to the court on behalf 
of the witness when he or she is a victim of stressful 
threats or intimidation. 


Overcoming PTSD 


Individuals who have PTSD can learn to work 
through the trauma and pain and to resolve their 
anxieties. Individual psychotherapy is one of many 
useful therapies. PTSD results, in part, from the dif- 
ference between the individual’s personal values 
and the reality of what he or she witnessed or expe- 
rienced during the traumatic event. Psychotherapy 
helps the individual examine his or her values and 
behavior, with the goal of resolving the conscious 
and unconscious conflicts that were created. Addi- 
tionally, the individual works to build self-esteem 
and self-control, develops a reasonable sense of per- 
sonal accountability and renews a sense of integrity 
and personal pride. 

In many cases, family therapy is recommended 
because members of the family may affect and be 
affected by the PTSD sufferer. Some spouses and 
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children report that their loved one does not com- 
municate, show affection or share in family life. The 
therapist can help members of the family recognize 
and cope with the range of emotions they feel, and 
when needed, help them improve their communi- 
cation skills and learn techniques for parenting and 
stress management. 

A newer technique for PTSD involves “rap 
groups, in which survivors of similar traumatic events 
are encouraged to share their experiences and reac- 
tions. Group members help each other realize that 
many people have gone through and experienced 
similar events and emotions. Over time, the mem- 
bers gain an improved self-image and self-esteem. 
Antidepressant medications have also been reported 
to reverse symptoms of PTSD. Selective serotonin 
reuptake inhibitors (SSRIs) have been found effec- 
tive in reducing anxiety symptoms. The new atypi- 
cal antipsychotic medications are helpful in reducing 
the fearful dreams, flashbacks, hallucinations and 
issues of irritability that sometimes occur. 

In 2006, during the American military inter- 
vention in Iraq, just as after the Vietnam War and 
the Gulf War in the early 1990s, many veterans 
returned home with identifiable PTSD symptoms. 
Many experienced severe problems upon their 
return that subsided within a few months. For 
many, concerns persisted, such as fear and anxiety; 
certain triggers that can cause anxiety may include 
certain noises or smells. Many re-experienced the 
trauma of their battle with insurgents and had 
unwanted thoughts of the trauma with flashbacks 
or very vivid images, as if the trauma were happen- 
ing again. Flashbacks may make the veteran feel 
a loss of control. Nightmares may occur. Veterans 
may be impatient or irritable, for no apparent rea- 
son. They may avoid situations that remind them of 
the terrain in Iraq or other places. Family relation- 
ships may suffer. They may increase their use of 
drugs or alcohol. They may also feel guilt or shame 
for surviving when their friends did not. 

See also ANXIETY DISORDERS; BREATHING; COM- 
MUNICATION; CONTROL; COPING; DREAMS; EMOTIONS; 
GUILT; LISTENING; PANIC ATTACKS AND PANIC DISORDER; 
PSYCHOTHERAPIES; RESOURCES; SELF-ESTEEM. 
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postviral fatigue syndrome (PVFS) A term that 
describes chronic fatigue syndrome apparently 
brought on by a viral infection. However, because 
viral infections are common and there is a signifi- 
cant lack of evidence implicating viral infections in 
most cases of chronic fatigue syndrome, the term is 
usually avoided unless there is clear evidence of a 
relevant trigger by infection. 
See also CHRONIC FATIGUE SYNDROME. 


powerlessness The perception that one’s own 
actions will not significantly affect an outcome. A 
person who feels powerless may be unable to set 
goals and unable to follow through on activities 
relating to school, work or family life. For some 
individuals, feelings of powerlessness may underlie 
depression, suspiciousness and aggressive behavior. 
Powerlessness is associated with withdrawal, pas- 
sivity, submissiveness, apathy and, in some indi- 
viduals, increasing frustration, agitation, anxiety, 
aggression, acting-out behavior and even violence. 

Powerlessness can be induced by illness and 
hospitalization, because such events compromise 
one’s sense of independence and control. Power- 
lessness also arises from interpersonal interactions 
and lifestyle. Strategies to help an individual who 
feels powerless include enabling him or her to have 
control of a situation, to increase knowledge and to 
promote a sense of well-being. 


McFarland, Gertrude K., and Mary Durand Thomas. Psy- 
chiatric Mental Health Nursing. Philadelphia: J. B. Lip- 
pincott, 1991. 
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Prader-Willi syndrome See DEVELOPMENTAL DIS- 
ORDERS. 


prayer An act of an individual speaking to God 
in adoration, confession, supplication or thanksgiv- 
ing. According to researchers, repeating a prayer 
can help reduce anxieties and improve the physical 
condition by lowering the heart rate, breathing rate 
and brain wave activity. 

At a national conference on faith in Boston, 
Massachusetts, in 1995, experts said that the impor- 
tance of prayer is gaining support among cost- 
conscious health organizations. “The supposed gulf 
between science and spirituality in healing does not 
always exist,” said Herbert Benson, M.D., a profes- 
sor at Harvard Medical School. Benson explained 
that scientific studies have demonstrated that by 
repeating prayers, words or sounds and passively 
disregarding other thoughts, many people are able 
to trigger a specific set of beneficial physiological 
changes. Studies show that this relaxation response 
decreased visits to health maintenance organiza- 
tions by 36 percent. 

Another internationally known authority in the 
field of mind/body medicine, Larry Dossey, M.D., 
said that the power of prayer to heal should no lon- 
ger be regarded as just a matter of faith. Dossey, a 
physician who has practiced medicine for more than 
20 years, has become a believer, not in religion, but 
in a growing body of research suggesting that prayer 
is an important scientifically verifiable factor in heal- 
ing. “I have come to regard it as one of the best-kept 
secrets in medical science,” he says in his book, Heal- 
ing Words: The Power and the Practice of Medicine. 

See also BENSON, HERBERT; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; DOSSEY, LARRY; RELAXATION; 
RELIGION. 
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prefrontal system One of the largest cortical sub- 
regions of the human brain, also known as the pre- 


frontal cortex. It may constitute nearly a third of 
the human brain and receives connections from all 
over it. 

The prefrontal areas have to do with motivation 
and initiative, as well as appreciation of the future 
consequences of behaviors or acts. Damage to the 
frontal lobes via head trauma, brain degeneration, 
tumors, strokes or chronic alcohol toxicity can 
cause marked behavioral changes and symptoms of 
apathy, with lack of spontaneous behavior. It can 
also cause a state of euphoria, with a deterioration 
of behavior including inappropriate sexual behav- 
ior or deterioration of personal habits. 

See also BRAIN. 


pregenital phase A term for the stages of psycho- 
sexual development before the stages when the 
penis and clitoris become the central erogenous 
zones and when the sex organs begin to exert a 
dominant influence. The pregenital phase includes 
the first stages of sexuality, when the individual 
concentrates on the mouth, anus and urethra 
rather than the genital organs. 
See also PSYCHOSEXUAL DEVELOPMENT. 


pregnancy Pregnancy evokes many mental health 
and physiological issues. Some women experi- 
ence frequent mood swings, ranging from crying 
to euphoria, and many have exciting or frighten- 
ing dreams, sometimes involving the unborn child. 
Emotional changes are due to hormonal as well as 
emotional adjustments involved in pregnancy. 

Both parents as well as extended family make 
many psychological adaptations to pregnancy. An 
important influence on the progress of the preg- 
nancy is the presence of a supportive emotional 
environment. For example, if there have been mul- 
tiple previous pregnancies, the attitude toward the 
current pregnancy will be affected. The parents’ atti- 
tude toward the pregnancy will also be influenced 
by factors such as whether the child was wanted or 
not, if an abortion had been attempted or consid- 
ered or if there are hereditary disorders in the fam- 
ily. However, these anxieties usually are replaced 
by positive feelings as signs of life are experienced 
and the pregnancy progresses. 
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For many women, an early symptom of preg- 
nancy is morning sickness, which is sometimes 
considered “imaginary” but is a very real problem 
for sufferers. Nausea during the first months of 
pregnancy may be due to a low level of vitamin B6 
or may occur because of the natural slowing down 
of a pregnant woman's digestive process. When 
food remains undigested in the stomach for longer 
periods than normal, nausea and the urge to vomit 
occur. Morning sickness usually diminishes or dis- 
appears by the time the pregnancy is in the fourth 
month. 

How a woman copes with pregnancy depends 
largely on the woman and her husband’s attitude 
toward pregnancy. While most couples have a posi- 
tive outlook, sometimes pregnancy occurs to please 
others, such as grandparents, or with the wish to be 
nurtured oneself. In some cases, conception occurs 
in an attempt to save a marriage that is dysfunc- 
tional or to deal with anxiety about sterility. At 
the time the new mother begins to feel the infant’s 
movement, ambivalence about becoming pregnant 
may become apparent. 

Many women cope with the psychological stresses 
of pregnancy better when they begin participating 
in “prepared childbirth” classes offered by many 
hospitals, which teach prospective parents about 
the physiological changes that occur during preg- 
nancy and labor. Some classes provide exercises 
to help the new mothers learn to relax and reduce 
tension. For example, the Lamaze method, named 
for a French obstetrician, involves learning breath- 
ing, relaxing and massage routines for the mother 
and her coaching partner. 


Men and Pregnancy 


Couvade (from the French word for hatching) 
is the term applied to the range of sympathetic 
physical changes men go through during their 
wives’ pregnancy. Some men actually experience 
symptoms such as nausea, fatigue, backache and 
weight gain as a result of the emotional conflicts 
of imminent fatherhood. Some cultures devel- 
oped elaborate rituals to help men through these 
difficult times. In Western cultures, however, 
men have a role in pregnancy and often partici- 
pate in prenatal education classes and the birth 
even itself. 


Assisted Pregnancy 


Pregnancy and motherhood without marriage has 
become more culturally acceptable in some West- 
ern countries. Couples who cannot conceive can 
now become parents with the use of “assisted repro- 
ductive” techniques, including in vitro fertilization 
and artificial insemination. Surrogate motherhood 
is also gaining some degree of acceptance, despite 
legal complications. Women who delay mother- 
hood into their late thirties or early forties because 
of their own or their husbands’ careers or because 
of the attraction of the single life face diminished 
fertility and greater anxiety about the possibility 
of birth defects that come with increased maternal 
age. However, amniocentesis (testing the amniotic 
fluid to detect abnormalities in the fetus) allays 
some fears of women who postpone motherhood. 


Baby Blues 


Subsequent endocrine changes after childbirth, as 
well as fatigue from being awakened during the 
night to feed the newborn, often lead to postpar- 
tum depression or “baby blues.” Some women 
become weepy a few days after giving birth. Some 
who experience clinical depressive symptoms may 
feel withdrawn and partially reject the infant. This 
response may become evident in difficulties in 
feeding and patterns of mother-child interaction. 
In most cases, postpartum depression does not last 
more than two weeks. However, if it persists lon- 
ger, professional help should be sought. A woman 
may develop irrational fears, despair and hopeless- 
ness and may have ideas involving violent anger 
toward the new baby. 


Fears Involving Pregnancy 

Fears of pregnancy stem from both psychologi- 
cal and physical sources. Some examples include 
unmarried women who fear conceiving and bearing 
a child out of wedlock; married women who do not 
want the burden of a child; women who fear the 
pain of childbirth or fear that they might die dur- 
ing pregnancy; and some who fear the interruption 
in their work and physical activity. Some women 
fear that their pregnant physical appearance will 
be unattractive to their husbands, and some fear 
that they will never return to their original physical 
appearance. 
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Many women become anxious and embarrassed 
by the physical symptoms associated with preg- 
nancy. Morning sickness, food cravings, frequent 
urination, water retention, bloating and swollen 
breasts are frequent complaints. First-time mothers 
fear that they may not be able to recognize the first 
movements of the fetus and as a result may worry 
that the baby is abnormal or dead. While some 
mothers fear weight gain during pregnancy, oth- 
ers feel that they are not gaining enough. Recent 
findings about effects on the fetus of the mother’s 
smoking and alcohol consumption have caused 
many pregnant women to abstain out of fear that 
they will have an unhealthy baby. 


Pregnancy and Sexual Intercourse 
Psychological stress arises for many couples during 
pregnancy when they become concerned about the 
advisability of continuing sexual intercourse during 
pregnancy. Although this is an individual matter 
for each couple, it causes stress in many relation- 
ships, as both partners may fear hurting the fetus, 
and the male may fear hurting the woman. How- 
ever, depending on the course of the pregnancy, 
gynecologists usually allow women who have no 
unusual vaginal discharges, pain or other symp- 
toms to continue sexual relations until the seventh 
month. In later months, modifications of coital 
position are suggested to ensure that intercourse 
will not harm the baby or cause a miscarriage. 

See also BONDING; CHILDBIRTH; COUVADE; POST- 
PARTUM DEPRESSION. 
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premenstrual depression Many women expe- 
rience irritability and depressed feelings before 
menstrual periods. In recent years, researchers 
have been considering premenstrual depression 
as part of premenstrual syndrome (PMS) and are 


looking into causes and relationships to depressive 
disorders. Researchers at the National Institute of 
Mental Health have noted that in some women, 
premenstrual depression is a cyclical problem, as 
is seasonal affective disorder (SAD), which is more 
common among women than men. Both may be 
biologically linked. Symptoms of premenstrual syn- 
drome (PMS) and SAD are similar, in that women 
feel lethargic and may oversleep or overeat. Some 
have more premenstrual symptoms seasonally, pri- 
marily during the winter, during which time they 
are depressed only when they are premenstrual. 
Light therapy that helps sufferers of SAD may also 
be helpful for premenstrual depression. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; PREMENSTRUAL SYNDROME; SEASONAL AFFECTIVE 
DISORDER. 


premenstrual syndrome (PMS) The recurrence of 
symptoms in the 14 days (or less) prior to menstrua- 
tion with absence of symptoms after menstruation. 
Discomforts that may occur before a menstrual period 
include water retention, tender breasts, headaches, 
body aches, food cravings, lethargy and depression. 
Asthma, herpes, acne, baby battering, epilepsy and 
mood swings have little in common, but they all 
have a connection if they recur at the same time in 
each menstrual cycle. Until the 1970s or 1980s many 
women experiencing these symptoms were told that 
they were imagining them. The medical profession 
did not recognize the constellation of symptoms as 
a “syndrome”; consequently, many women became 
even more stressed by lack of help from physicians 
and lack of understanding by family members. 

There is no single definitive test to diagnose PMS, 
but there are ways to determine if it is present. 
Mainly, it is the perception of the woman and her 
family and a confirmation of the cyclical nature of 
the symptoms by “charting” them each month. The 
severity of symptoms may vary from one cycle to the 
next, but the main symptoms will remain the same. 

Causes of premenstrual syndrome have not 
been determined and vary from woman to woman. 
Symptoms occurring several days before menstrua- 
tion seem to be related to the interrelationships of 
hormones between ovulation and the beginning of 
menstruation. 
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The medical profession’s attitude that the dis- 
comfort of PMS was “all in the mind” increased 
anxiety for many women. Attitudes are changing 
and PMS is now a recognized physical condition. 
Although there is no single successful treatment for 
PMS, a variety of treatments, such as hormones, 
vitamins, analgesics and diuretics, have been tried 
with varying degrees of success. Many women find 
that regular exercise, a healthy diet and enough 
rest helps relieve or eliminate some of the symp- 
toms of PMS. Selective serotonin reuptake inhibi- 
tor (SSRI) medications have been found useful in 
reducing symptoms of severe PMS. 

See also MENSTRUATION. 


primal anxiety A psychiatric term referring to the 
most basic form of anxiety that the infant first expe- 
riences during separation from the mother when 
he faces new stimuli in the real world. 


primal fantasies Children often fantasize about 
conception, birth, sexual intercourse by their par- 
ents and castration. Children do this to fill the gaps 
in their knowledge. Many such unconscious fanta- 
sies are revealed in dreams and daydreams. 


primal scene The sexual act between parents. 
Early psychoanalysts believed that witnessing the 
parent in a sex act would trigger a crisis in sexual- 
ity in the child. However, more recent theories have 
discounted the significance of this experience, point- 
ing out that in most places in the world entire fami- 
lies share a room, with little evidence that children 
suffer sexual trauma or confusion resulting from this 
lack of privacy. Nonetheless, Western culture usually 
downplays parental sexuality in front of children. 
See also PRIMAL THERAPY. 


primal scream therapy See PRIMAL THERAPY. 


primal therapy Primal therapy (also known as pri- 
mal scream therapy) is used to treat some mental 
dysfunctions, including anxieties about sexuality, by 


encouraging the individual to relive basic or “primal” 
traumatic events and let go of associated painful 
emotions. Such events may have led to development 
of anxieties and frequently involve feelings of aban- 
donment or rejection experienced in infancy or early 
childhood. The technique was developed by Arthur 
Janov (1924— ), an American psychologist and 
author of The Primal Scream (1970). During therapy, 
the individual may scream or cry and afterward feel 
that the “primal pain” has been released. 
See also PRIMAL SCENE. 


primary depression Depression in which one’s 
mood is unrelated to a preexisting mental disorder 
or to a physical condition, substance abuse disor- 
der or a medication. Primary depressions occur in 
individuals with no previous history of any other 
mental illness. Primary depression is divided into 
unipolar and bipolar depressions. Some individuals 
with primary depression complain of a sad, blue, 
low mood; others also complain of hopelessness, 
helplessness, irritability, fearfulness and anxiety. 

Sufferers complain of loss of interest in normal 
activities, diminished pleasurable experiences, with- 
drawal from other people and recurrent thoughts 
of death or suicide. Individuals who have primary 
depression may also have physical symptoms such 
as headache, fatigue, palpitations, gastrointestinal 
disturbances and weight loss. 


procreation fantasy Imagined or fantasized par- 
ticipation in sexual reproduction, for example, by 
women who experience a false pregnancy. In men, 
a common procreation fantasy is playing the role of 
a father who begets a famous offspring. 

See also FANTASY. 


prodrome An early symptom of a mental or physi- 
cal illness that serves as a warning sign that may 
lead to preventive measures. The word comes from 
the Greek word prodromos, which means “running 
before.” An example of a prodrome, or prodromal 
sign, is the beginning of withdrawal from social activ- 
ities by a depressed person. A prodromic dream is one 
that contains a warning of impending disorder. 
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prognosis Prediction of the future course, sever- 
ity, duration and outcome of a disease or mental 
disorder. A prognostic test forecasts results of edu- 
cation or training for a specific skill. 


progressive muscle relaxation A stress manage- 
ment technique in which individuals learn to make 
heightened observations of what goes on in their 
bodies. They learn to control all of the skeletal 
muscles so that any portion can be systematically 
relaxed or tensed by choice. 

First, there is recognition of subtle states of ten- 
sion. When a muscle contracts (tenses), waves of 
neural impulses are generated and carried to the 
brain along neural pathways. This muscle-neural 
phenomenon is an observable sign of tension. 

Next, having learned to identify the tension 
sensation, the individual learns to relax it. Relax- 
ation is the elongation (lengthening) of skeletal 
muscle fibers, which then eliminates the tension 
sensation. This general procedure of identifying a 
local state of tension, relaxing it away and mak- 
ing the contrast between the tension and ensu- 
ing relaxation is then applied to all of the major 
muscle groups. 

As a stress management technique, progres- 
sive relaxation is only effective when individuals 
have the ability to selectively elongate their muscle 
fibers on command. They can then exercise the 
self-control required for progressive relaxation and 
more rationally deal with the stressful situation. 

See also BIOFEEDBACK; COMPLEMENTARY AND ALTER- 
NATIVE MEDICINE; RELAXATION. 
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projection A defense mechanism one uses 
unconsciously that involves blaming somebody else 
for one’s own thoughts or actions. The individual 


unknowingly rejects emotionally unacceptable 
thoughts, attributing (projecting) them to others. 
See also DEFENSE MECHANISMS. 


prolactin A substance secreted by the anterior 
pituitary, possibly with a circadian rhythm. It is 
released in response to suckling, physical and emo- 
tional stress, hypoglycemia and estrogen administra- 
tion. Prolactin inhibitory factors (PIF) and prolactin 
releasing factors (PRF) are secreted at the hypotha- 
lamic level. Dopamine stimulates PRF secretion, 
whereas serotonin inhibits it. Studies of PRF secre- 
tion have been used to research the pathophysiol- 
ogy of affective disorders and schizophrenia. 

Some women experience amenorrhea because 
of increased prolactin thought to be produced in 
the pituitary gland. This condition may also be 
caused by psychotropic medications such as neu- 
roleptics. When occurring simultaneously, it can 
be diagnosed and treated by a general physician or 
specialist in endocrinology. 

See also PHARMACOLOGICAL APPROACH; PITUITARY 
GLAND; SCHIZOPHRENIA; SEROTONIN. 


pro-life and pro-choice Terms for individu- 
als who oppose abortion (pro-life) and those who 
favor giving women the option of abortion (pro- 
choice). Pro-life advocates believe in a general set 
of values regarding the value of all human life. Pro- 
choice advocates believe their position supports a 
woman’s civil rights. During the 2000s controversy 
between these groups continues. 
See also ABORTION; ROE V. WADE. 


Prolixin Trade name for fluphenazine, an anti- 
psychotic drug. 
See also PHENOTHIAZINE DRUGS. 


promiscuity The term given to certain sexual behav- 
ior of men or women; the term is somewhat judg- 
mental, and the definition has changed over a period 
of years, particularly after the “sexual revolution” of 
the 1960s. In the United States today, however, the 
most commonly held attitude is that a person is gen- 
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erally considered promiscuous if he or she has sexual 
intercourse with several casual acquaintances over a 
short period of time. Premarital intercourse with one 
partner is not considered promiscuous. Promiscu- 
ous behavior has been discouraged to a great extent 
because of the increase in sexually transmitted dis- 
eases and AIDS. It appears that since the emergence 
of the AIDS epidemic, promiscuous sexual behavior 
among homosexual people has reduced. 

See also ACQUIRED IMMUNODEFICIENCY SYN- 
DROME; PEER GROUP; “SAFE SEX”; SEXUALLY TRANS- 
MITTED DISEASES. 


propranolol A medication in the family of beta 
blocking agents commonly used to treat high blood 
pressure, migraine headaches and some heart 
conditions. In some individuals, it is prescribed to 
reduce rapid heartbeat (tachycardia) and general 
nervousness associated with anxiety disorders. In 
other cases, it is prescribed to help control symp- 
toms of stage fright and fears of public appearances. 
Many patients tolerate it well because it has few side 
effects. However, possible side effects include dizzi- 
ness, slow pulse, sleep difficulties, diarrhea, cold- 
ness, numbness and/or tingling of fingers or toes. 
Individuals who have chronic lung disease, asthma, 
diabetes or certain heart diseases and those who are 
severely depressed should not take propranolol. 
See also HEADACHES. 


proprietary A medication for which one company 
holds a patent for production. This differs from a 
generic drug, which may be manufactured by other 
companies without a patent. 

See also ETHICAL DRUG. 


prostitution A service providing sexual activity 
based on payment of money or exchange of other 
property or valuables. The term can apply to male 
and female, heterosexuals and homosexuals. The 
service may be sexual intercourse or performance 
of acts that gratify sexual deviations, or paraphilias. 

Fear of prostitutes is known as cyprianopho- 
bia. At the end of the 20th century, this fear has 
increased because of the risk of contracting a sexu- 


ally transmitted disease or the AIDS virus. In many 
parts of the world, these diseases are found in epi- 
demic proportions among prostitutes. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


protriptyline Generic name for the tricyclic anti- 
depressant medication marketed under the trade 
name Vivactil. 

See also ANTIDEPRESSANT MEDICATIONS; PHAR- 
MACOLOGICAL APPROACH; TRICYCLIC ANTIDEPRESSANT 
MEDICATIONS. 


Prozac The trade name for an antidepressant drug 
(fluoxetine) that has been available since the late 
1980s. It is part of a class of selective serotonin reup- 
take inhibitors (SSRIs) with low toxicity and free of 
many side effects attributed to tricyclic antidepres- 
sants. Fluoxetine is not a sedative, has no anticho- 
linergic side effects and does not promote weight 
gain. Side effects may include possible nausea and 
weight loss—both usually time limited—insomnia 
and anxious agitation that occurs rarely and is dose- 
related. Most people adjust to these side effects. 

See also SELECTIVE SEROTONIN REUPTAKE INHIBI- 
TORS (SSRIs). 


Doctor, Ronald M., and Ada P. Kahn. Encyclopedia of Phobias, 
Fears, and Anxieties. New York: Facts On File, 2000. 


pseudodementia A condition that sometimes 
accompanies depressive illness, which should be 
differentiated from dementia. In this disturbance, 
the depressed person seems to be demented. He or 
she is unable to remember correctly, cannot calcu- 
late well and complains of lost cognitive abilities 
and skills. The pseudodemented person has a treat- 
able illness and is not truly demented. The “demen- 
tia” is usually caused by the depressive illness. 
See also DEMENTIA; DEPRESSION. 


psyche A term derived from the ancient Greek 
word for soul or spirit. It refers to the mind as 
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opposed to the body. According to Sigmund Freud, 
the psyche could be divided into the conscious and 
the unconscious. The prefix “psych-” is derived 
from this word. 

See also PSYCHIATRIST; PSYCHOLOGIST; PSYCHOLOGY. 


psychedelic Drugs that are capable of producing 
altered states of awareness that may be marked by 
an unstable flow of ideas and moods, distorted per- 
ceptions, hallucinations or symptoms that mimic 
signs of mental disturbances observed in psychotic 
patients. Examples of psychedelic drugs are lysergic 
acid diethylamide (LSD) and mescaline. 

The Multidisciplinary Association for Psychedelic 
Studies (MAPS) is a membership based non-profit 
research and educational organization that assists 
scientists with designing, obtaining approval for, 
funding, conducting and reporting on research into 
the health and spiritual potentials of psychedelics 
and marijuana. 

See also HALLUCINATION AND HALLUCINOGENS; 
LYSERGIC ACID DIETHYLAMIDE. 


psychiatrist A medical physician who specializes 
in the diagnosis, treatment and prevention of mental 
illnesses, including substance abuse and addictions. 
Psychiatrists have completed medical school as well 
as an additional four years of approved, hospital- 
based residency training in psychiatry. Many train 
even longer, to specialize in a specific field, such 
as child and adolescent psychiatry, geriatrics, mood 
disorders, addiction or forensic psychiatry. 

According to the American Psychiatric Associa- 
tion, psychiatrists are uniquely qualified to assess 
both the mental and physical aspects of psycho- 
logical disturbances. Their medical education gives 
them a working knowledge of the many causes 
for a patient’s feelings and symptoms. With this 
understanding, psychiatrists can make a complete 
and accurate diagnosis and recommend or provide 
appropriate treatment. Psychiatrists—under state 
licensing laws—can prescribe medication and order 
and interpret medical tests. 

Psychoanalysis is practiced by some psychiatrists 
who have undergone specialized training in this 
field after residency training. Psychoanalysts must 


pass certifying examinations but are not necessarily 
medical doctors. 

In 2006 there were approximately 34,000 psy- 
chiatrists in the United States. They treat patients 
by establishing a solid doctor-patient relationship 
and then choosing treatments that may be the most 
effective, such as a combination of psychotherapy 
and medication. In psychotherapy, the doctor and 
patient discuss concerns that disrupt the patient’s 
life. Psychotherapy may focus on changing think- 
ing and behavior that may contribute to poor men- 
tal health or focus on the patient’s interactions with 
others. Medications can correct imbalances in brain 
chemistry, allowing the patient to function normally 
and participate meaningfully in psychotherapy. 
Medications may be antidepressants, antipsychot- 
ics, mood regulators or antianxiety medications. 
For some patients, psychiatrists may recommend 
electroconvulsive therapy (ECT). ECT is considered 
a safe, painless and effective treatment for major 
depression and is particularly useful for patients 
who do not respond to antidepressant medications 
and those who cannot take them because of a med- 
ical condition. 

Psychiatrists often cooperate and consult with 
primary care physicians and other providers for the 
provision of comprehensive care for patients. Many 
patients have a dual diagnosis or coexistence of a 
medical as well as psychiatric illness, and such col- 
laboration is essential for the best outcomes. 

The American Psychiatric Association (APA) 
is the medical specialty society representing psy- 
chiatrists from around the world. APA members 
work in private practices and hospitals, the public 
sector, community mental health centers, correc- 
tional facilities and corporate health care settings. 
APA advocates for parity of health insurance cover- 
age for mental illnesses, patient protection against 
abuses by insurance organizations and protection 
of confidential medical records. 

The Diagnostic and Statistical Manual of Mental 
Disorders, 4th ed., published by APA, remains the 
world’s gold standard for the diagnosis of psychiat- 
ric illnesses. 

See also DIAGNOSTIC AND STATISTICAL MANUAL OF 
MENTAL DISORDERS, 4TH ED.; ELECTROCONVULSIVE THER- 
APY; PHARMACOLOGICAL APPROACH: PSYCHOANALYSIS; 
PSYCHOTHERAPIES; RESOURCES. 
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psychoactive drug One of many chemical com- 
pounds that affect thought processes and mood. 
These drugs have been subject to both appropriate 
and inappropriate uses. Psychoactive drugs may 
make one more relaxed or more active. Antide- 
pressant drugs and tranquilizers are two examples 
of psychoactive drugs. Alcohol is also considered 
a psychoactive drug. Psychoactive drugs are pre- 
scribed for a wide range of mental health disorders, 
including depression, anxieties and phobias. 

It is possible to develop a dependency on one or 
more psychoactive substances prescribed by a phy- 
sician. Close monitoring by a physician is necessary 
when taking psychoactive drugs. 

See also ANTIDEPRESSANT MEDICATIONS. 


psychoanalysis The original mode of treatment 
for mental health disorders developed by Sigmund 
Freud and his followers. It aims to reorganize 
character structure, with an emphasis on self- 
understanding and a correction of developmental 
lags. Symptom relief usually occurs as a result of 
this understanding, but it is usually not the imme- 
diate goal of the treatment. 

Psychoanalysis is practiced by clinicians who 
have undergone specialized training in this after 
residency training. Individuals who practice psy- 
choanalysis are not necessarily medical doctors, 
but they must pass certain examinations given by 
many centers throughout the world. Analysts use 
features of free association, dream analysis and 
the development and working through of transfer- 
ence distortions in the relationship with the ana- 
lyst. Sessions are usually held four or five times 
a week, and a completed analysis generally takes 
three to five years, but length of treatment var- 
ies considerably with the nature of the problems 
being treated. 

The American Psychoanalytic Association has 
more than 3,500 members, and the International 
Psychoanalytical Association numbers over 11,000 
in 2006. 

The nature of psychoanalysis is changing to 
include multiple theoretical viewpoints that work 
synergistically. There is a proliferation of psycho- 
analytic publications dealing with clinical and 
theoretical issues, as well as the application of psy- 


choanalytic study to other fields such as history, lit- 
erature, anthropology and art. 
See also FREUD, SIGMUND; PSYCHOTHERAPIES. 


psychobiology An approach in which the individ- 
ual is viewed as an integrated unit, and both normal 
and abnormal behavior are explained in terms of bio- 
logical, sociological and psychological determinants. 
Symptoms are seen as real but distorted attempts at 
adjustment; these symptoms can be understood as 
such by observing the patient in everyday activity 
and by compiling a biographical report (anamnesis) 
based on all phases of his or her history—physical 
and mental, conscious and unconscious. 


psychodrama An adjunct to psychotherapy in 
which the patient acts out certain roles or incidents; 
this is sometimes useful for individuals trying to 
overcome the serious effects of stresses in their lives. 
The roles or incidents may or may not be related to 
people closely involved with the individual or situ- 
ations that they find particularly stressful. 

The purpose of psychodrama is to bring out hid- 
den concerns and to allow expression of a person’s 
disturbed feelings. Therapeutic value comes from 
the release of pent-up emotions and from insights 
into the way other people feel and behave. Psycho- 
drama is often carried out with a partner or in a 
group. In many cases, use of music, dance and pan- 
tomine may be included. 

The technique was developed by J. L. Moreno, 
a Viennese psychiatrist, in 1921. Psychodrama is 
considered an early form of group therapy or group 
psychotherapy. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; DANCE THERAPY; PSYCHOTHERAPIES. 


psychogenic A disorder caused by a mental rather 
than a physical disturbance. For example, some 
sexual dysfunctions are of psychogenic origins. 

See also SEX THERAPY. 


psychogenic amnesia Memory loss from psycho- 
logical causes. The disorder is defined as a single 
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episode of sudden inability to recall important infor- 
mation, a loss too extensive to be explained by ordi- 
nary forgetfulness. This has been reported to occur 
after severe physical or psychosocial stressors, for 
example after war or a fire. In a study of combat vet- 
erans, 5 to 10 percent were amnestic for their com- 
bat experiences, and 5 to 14 percent of all military 
psychiatric casualties have amnestic syndromes. 

See also AMNESIA; POST-TRAUMATIC STRESS DIS- 
ORDER. 


Andreasen, Nancy C., and Donald W. Black. Introductory 
Textbook of Psychiatry. Washington, D.C.: American Psy- 
chiatric Association, 1991. 


psychogenic fugue A mental health disorder in 
which there is sudden unexpected travel away from 
home or customary workplace with the assumption 
of a new identity and an inability to recall the previ- 
ous identity. The disturbance is not due to multiple 
personality disorder or to an organic mental disor- 
der. The fugue may follow a severe psychosocial 
stress, is usually brief (hours or days) and involves 
only limited travel, but rarely it may extend for 
months and involve complex travel. Significant 
alcohol use seems to predispose to this disorder. 

This disorder should be distinguished from mul- 
tiple personality disorder, which more typically 
involves repeated shifts of identity—more than a 
single episode—and a history of identity distur- 
bances since childhood. Psychogenic amnesia usu- 
ally lacks purposeful travel or the assumption of a 
new identity. 

See also PSYCHOGENIC AMNESIA. 


Amchin, Jess. Psychiatric Diagnosis: A Biopsychosocial Approach 
Using DSM-III-R. Washington, D.C.: American Psychiat- 
ric Press, 1990. 


psycho-imagination therapy (PIT) A process with 
major emphasis on subjective meaning through use 
of waking imagery and imagination to effect per- 
sonality changes. The basic proposition of psycho- 
imagination therapy recognizes the individual’s 
needs to become aware of how he defines him- 
self in relation to others and how he thinks oth- 


ers define him. A person’s imagery, more than 
any other mental function, indicates how he or 
she views the world. Use of systematically catego- 
rized imagery can open up the inner world to both 
patient and therapist. The technique was developed 
in 1965 by Joseph E. Shorr, an American psycholo- 
gist, and is theoretically related to the interpersonal 
school of psychoanalysis that stems from the work 
of Harry Stack Sullivan (1892-1949), an American 
psychiatrist and dissenter of Sigmund Freud. Many 
psychotherapists use aspects from several different 
schools of thought. 
See also PSYCHOTHERAPIES. 


psychological tests There are many tests com- 
monly used for diagnostic purposes. Some are used 
by therapists, while others are used by human 
resource departments as part of preemployment 
screening of applicants. 

Usually devised by psychologists, such tests are 
designed to determine qualities of the applicant’s 
or client’s personality and the suitability of the indi- 
vidual for the assignment. 

See also PSYCHOLOGIST; PSYCHOLOGY. 


psychologist A nonmedical specialist in diagnos- 
ing and treating mental health concerns. In most 
states, a psychologist has a Ph.D. degree from a 
graduate program in psychology. Psychologists are 
licensed, receive insurance reimbursement, have 
hospital privileges and act as expert witnesses in 
court cases. 

Prior to World War II, psychologists were pri- 
marily involved in academic institutions, with only 
a few individuals employed outside universities 
and actively engaged in mental health services. Not 
until 1977—with the passage of the Missouri psy- 
chology licensure act—did all 50 states and the Dis- 
trict of Columbia grant statutory recognition to the 
profession. Since that time, the number of licensed 
psychologists has grown, rising from an estimated 
20,000 in 1975 to almost 150,000 in 2006. 

Along with this dramatic growth in the popu- 
lation of practitioners was a significant expan- 
sion in psychologists’ role as direct mental health 
providers. Today, psychologists are involved in 
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almost every type of mental health setting, includ- 
ing institutional or community-based, research- or 
treatment-oriented and general health- or men- 
tal health-focused. Within these environments, 
psychologists’ roles have also expanded beyond 
traditional activities of diagnostic assessment and 
psychotherapy to include primary prevention, 
community-level intervention strategies, assessment 
of service delivery systems and client advocacy. 

Within psychology, there are many subspecial- 
ties. These include child, developmental, school, 
clinical, social and industrial. Many psychologists 
have private practices, are employed by a health 
care facility and teach in universities. 

Psychologists cannot prescribe medications. 
They usually refer patients requiring medication to 
a physician. 

See also PSYCHOLOGY. 


psychology The study ofall processes of the mind, 
such as memory, feelings, thought and percep- 
tion, as well as intelligence, behavior and learning. 
Within the field, many different approaches are 
applied. For example, behavioral psychology stud- 
ies the way people react to events and adapt accord- 
ingly; neuropsychology relates human behavior to 
brain and body functions; and psychoanalytic psy- 
chology emphasizes the role of the unconscious 
and experiences of childhood. 

Subdivisions in the American Psychological 
Association’s designated areas of specialization 
include medical, child, industrial, social and animal- 
experimental psychology. 

See also BEHAVIOR THERAPY. 


psychometry The measurement of psychological 

functions, using devices such as intelligence tests, 

personality tests and specific aptitude tests. While 

such tests have been refined since the earlier ver- 

sions, the validity of such tests is still questionable. 
See also INTELLIGENCE; PERSONALITY. 


psychoneuroimmunology (PNI) Psychoneuro- 
immunology is a relatively new branch of science 
that studies the interrelationships among the mind 


(psycho), the nervous system (neuro) and the 
immune system (immunology). The aim of this field 
is to investigate and document interrelationships 
between psychological factors and the immune and 
neuroendocrine systems. Research efforts include 
looking at the effects of emotional stress on the 
immune system and health. In a general way, PNI 
seeks to understand the scientific basis of the mind/ 
body connection. 

Steven Locke and Douglas Colligan, in The Healer 
Within, explain that a premise of PNI is that the 
immune system does not operate in a biological 
vacuum but is sensitive to outside influences. PNI 
researchers speculate that there is a line of commu- 
nication between the mind and cells that compose 
the immune system. Tendrils of the brain’s nerve tis- 
sues run through important sectors of the immune 
system, including the thymus gland, bone mar- 
row, lymph nodes and spleen. Hormones and neu- 
rotransmitters secreted by the brain have an affinity 
for immune cells. Also, certain states of mind and 
feelings can have strong biochemical results. 

The field began in 1981 with the publication, Psy- 
choneuroimmunology, edited by Robert Ader. While 
most of the research presented was primarily based 
on animal models of stress and illness, the collection 
paved the way for clinical research with humans. 

During the late 1980s and 1990s researchers 
from various backgrounds were drawn to this new 
discipline. Social psychologists, experimental psy- 
chologists, psychiatrists, immunologists, neuroendo- 
crinologists, neuroanatomists, biologists, oncologists 
and epidemiologists, among other specialists, have 
all made contributions to PNI research. Together, 
they seek to explain the way the brain and mind 
contribute to illness or keep people healthy. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; HUMOR; IMMUNE SYSTEM; LAUGHTER; MIND/BODY 
CONNECTION; NEUROTRANSMITTERS; PLACEBO, PLACEBO 
EFFECT; RELAXATION; STRESS. 


Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
Challenges. New York: Facts On File, 2000. 

Locke, Steven, and Douglas Colligan. The Healer Within. 
New York: New American Library, 1984. 

Moye, Lemuel A. “Research Methodology in Psychoneu- 
roimmunology: Rationale and Design of the Images-P 
Clinical Trial.” Alternative Therapies 1, no. 2 (May 1995). 
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Padus, Emrika, ed. The Complete Guide to Your Emotions and 
Your Health. Rev. ed. Emmaus Pa.: Rodale, 1994. 

Schwartz, Carolyn E. “Introduction: Old Methodological 
Challenges and New Mind-Body Links in Psychoneu- 
roimmunology.” Advances: The Journal of Mind-Body 
Health 10, no. 4 (Fall 1994). 


psychoneurosis A term used interchangeably with 
neurosis, which relates to mental disorders associ- 
ated with many psychological symptoms. In neuro- 
sis, the individual does not lose touch with reality 
but realizes that he or she is not mentally healthy. 
In psychosis, the individual loses touch with real- 
ity and believes that he or she does not have any 
illness. 
See also NEUROSIS; PSYCHOSIS. 


Psychonomic Society An organization of 
researchers in mental health, psychology and allied 
sciences. In 2005 the Society had 2,500 members 
in many fields related to mental health. Members 
are qualified to conduct and supervise scientific 
research, must hold a Ph.D. degree or equivalent 
and must have published significant research other 
than their doctoral dissertations. The main function 
of the society is to exchange information among sci- 
entists. To this end, it publishes six journals: Learn- 
ing and Behavior, Behavior Research Methods, Cognitive, 
Affective @ Behavioral Neuroscience, Memory and Cog- 
nition, Perception and Psychophysics, and Psychonomic 
Bulletin and Review. 

At the society’s annual conference, more than 
700 scientific papers and posters are presented 
by professionals in many mental health fields. 
Approximately 1,500-1,700 members attend the 
meetings. 


psychopathology The study of abnormal men- 
tal processes. There are two major approaches, the 
descriptive and the psychoanalytic. In descriptive 
psychopathology, the clinician records symptoms 
that make up a diagnosis, such as delusions, hal- 
lucinations or mood disturbances. In the psycho- 
analytic approach, the clinician delves into the 
individual’s unconscious motivations. 


The terms “psychopathic personality” and “socio- 
pathic personality” have been applied to the condi- 
tion of antisocial personality disorder, which was 
first recognized during the 19th century as “moral 
insanity.” It applied to immoral or guiltless behav- 
ior that was not accompanied by impairments in 
reasoning. 

See also PSYCHOANALYSIS. 


psychopharmacology Treatment of mental dis- 
orders with medications. Generally, medications 
used to treat psychiatric illnesses are known as 
psychotropic medications. There are several major 
categories of these drugs, including neuroleptic (or 
antipsychotic) medications, antiparkinsonian medi- 
cations, lithium, antidepressant drugs and antianxi- 
ety medications, as well as many other drugs that 
are known to be efficacious in some mental health 
conditions. 

See also ANTIANXIETY MEDICATIONS; ANTICHOLINER- 
GIC MEDICATIONS; ANTIDEPRESSANT MEDICATIONS; BEN- 
ZODIAZEPINE DRUGS; LITHIUM CARBONATE; NEUROLEPTIC. 


psychosexual anxieties Anxieties caused by men- 
tal attitudes about sexuality and physical conditions 
involving sexuality. Some anxieties are caused more 
by psychological attitudes, while others come from 
the physical aspects. Many psychosexual anxieties 
have arisen due to the new sexual freedoms that 
many individuals experienced in the latter decades 
of the 20th century. Sexual activity between men 
and women, unmarried as well as married, seemed 
to increase for a number of reasons. First, improved 
methods of contraception in the form of the birth 
control pill became available. Secondly, some sexu- 
ally transmitted (venereal) diseases, most notably 
syphilis and gonorrhea, became curable with peni- 
cillin and other drugs. 

During the last two decades of the 20th century, 
an increasing number of new sexually transmitted 
diseases (STDs) appeared, causing psychosexual 
anxieties that differed from previously recognized 
generalized sexual fears. For example, when an 
individual discovers, feels or suspects a genital 
lesion, he or she may lose interest in sexual inter- 
course or at least restrain himself/herself for fear of 
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infecting the partner. Another situation is the con- 
cern faced by the innocently infected partner of an 
individual with a sexually transmitted disease who 
has had intercourse outside a stable relationship. 
The innocent partner may realize the implications 
of the STD but may not want to face the reality of 
the diagnosis. 

Under the stress of having a sexually transmit- 
ted disease, a person may become angry, anxious or 
depressed. Anger may be directed at the physician 
consulted as well as the person who transmitted 
the infection. Professionals in clinics specializing in 
sexually transmitted disease deal with this kind of 
anxiety by letting the individual voice his or her 
feelings and later by offering reassurance. In some 
individuals, anxiety is so severe that a short course 
of antianxiolytic medication is given. 

Guilt and depression over a sexually transmitted 
disease are not uncommon. In some cases, antide- 
pressant medications are given. Many conditions, 
such as genital herpes, pelvic inflammatory disease, 
acute epididymitis and hepatitis B may also lead to 
anger, anxiety, guilt and depression. 

Physical symptoms of gonococcal and nongono- 
cocal urethritis may be more easily and rapidly 
treated than the psychological symptoms. Resum- 
ing intercourse soon after tests indicate cure may 
help to heal the psychological wound that one or 
both partners in a stable relationship feel. Unfortu- 
nately, nongonococal urethritis may be recurrent, 
and the patient may be told not to resume inter- 
course until the inflammation clears. This advice 
may put an extra strain on a relationship. 

Pelvic pain and pain during sexual intercourse 
(dyspareunia) usually interfere with satisfactory 
sexual intercourse. Pelvic inflammatory disease 
also causes pain during intercourse and may lead to 
infertility. Along with dealing with a women’s feel- 
ings of loss of health and fertility, a physician may 
see the couple together to identify problems that 
have occurred because one or both partners has 
had sex with others and to discuss the anger and 
resentment the woman feels if it is the man who 
has not been monogamous (as is often the case). 

Genital herpes may occur in one partner in a 
relationship when the other has never knowingly 
had the infection. Both may be confused about 
where the infection came from and may be angry, 


accusatory or resentful of the other partner. Discus- 
sion guided by a trained therapist enables the cou- 
ple to face the facts together. Such a couple should 
discuss whether herpes, once healed, might disturb 
further sexual relationships (usually not). 

Women and homosexual men who have had 
anorectal herpes may develop maladaptive behav- 
iors after the primary attack. Vaginismus (tightening 
of the vaginal muscles) and anospasm (tightening of 
the anus muscles) may continue long after the ulcers 
have healed. Systematic desensitization (for exam- 
ple, using the partner’s finger as a dilator) often is 
successful in overcoming this problem in a few ses- 
sions with an appropriately trained sex therapist. 

Frequent recurrences of genital candidiasis (yeast 
infection) may leave both partners confused, frus- 
trated and angry about the supposed source of the 
problem. If the relationship is unstable, symptoms 
may assume dimensions out of proportion to the 
signs. Trichomonas vaginalis and gardneralla vagi- 
nalis often involve offensive vaginal discharges, 
which may cause a loss of interest in the male part- 
ner. After treatment the odor may disappear, but the 
women may have lost confidence in herself, and the 
man may mistake the normal musky vaginal odor 
for the previous abnormal odor. The couple may 
need reassurance from a physician or sex therapist. 

Syphilis, whether congenital or acquired, is feared 
by many people as “worse than cancer.” Congenital 
syphilis that occurs in later life may devastate an 
individual when he or she realizes the implication 
of the disease with respect to his or her parents. 

An individual who has a sexually transmitted 
disease or whose partner is unfaithful may lose 
interest in intercourse. Loss of libido may be due to 
anxiety, depression or a lack of interest in the part- 
ner. Individuals who are undergoing treatment for 
a sexually transmitted disease should discuss with 
their physician their attitudes about resuming sex- 
ual relations. Counseling with short-term psycho- 
therapy may help the individual return to normal 
sexual function. 

Some individuals may complain of symptoms of 
a sexually transmitted disease yet not have any ill- 
ness. Some who have had an infection retain the 
symptoms after the infection has been cleared up 
with appropriate medication. Penile and urethral 
itching, penile and perineal pain, testicular pain 
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and pelvic pain may either be psychosomatic or 
represent symptoms of reactive sexually transmit- 
ted diseases. 

Many individuals visit sexually transmitted dis- 
ease clinics for checkups because they fear having 
acquired an STD. Some continue to believe or fear 
that they have contracted an infection in spite of 
extensive and frequent reassurance. Some of these 
individuals may have delusions of venereal disease, 
which are fixed ideas that the individual cannot 
be talked out of (found in schizophrenic disorders, 
psychotic depression and monosymptomatic delu- 
sions), and phobias or obsessional fears. Individuals 
who have a fixed belief of venereal disease should 
be referred for psychotherapy. 

See also DEPRESSION; GUILT; SEXUALLY TRANSMIT- 
TED DISEASES. 


*Adapted with permission from The Encyclopedia of Pho- 
bias, Fears, and Anxieties, 2nd ed., by Ronald M. Doctor 
and Ada P. Kahn. New York: Facts On File, 2000. 


psychosexual development A psychoanalytical 
term for the effects of sexual maturation on the 
development of personality; also called libidinal 
development. Freud viewed this development as 
a stage-by-stage expression of the libido, or source 
of energy. In the first stage (oral), the mouth is 
the prime erotic zone, with sucking and biting the 
characteristic expressions. In the next stage (anal), 
the infant derives pleasure in expelling or retaining 
feces. In the phallic stage, the libido focuses on the 
genital organs, with masturbation the major source 
of pleasure. The Oedipus complex may develop at 
this time. Next is the latency stage, in which overt 
sexual interest is repressed and sublimated into peer 
activities. The genital stage is reached in puberty, 
when one focuses erotic interest and activity on a 
sexual partner. 
See also PSYCHOSEXUAL DISORDERS. 


psychosexual disorders A group of sexual dys- 

functions that arise from psychological rather than 

physical factors. These include gender identity dis- 

orders, paraphilias and psychosexual dysfunctions, 

such as disturbances in sexual desire or response. 
See also PARAPHILIAS. 


psychosexual dysfunctions Disorders in which 
there is no known organic cause for an interference 
with the normal process of sexual response. Con- 
ditions termed “sexual dysfunctions” include lack 
of sexual desire, impotence, premature ejaculation, 
painful intercourse and lack of orgasm. These dys- 
functions are common in men and women, often 
start in early adult life and, in many people, dis- 
appear with experience, increased confidence and 
personality maturation. 

Many people respond well to sex therapy, which 
can be done with an individual or a couple. 

See also DYSPAREUNIA; IMPOTENCE; SEXUAL RESPONSE; 
VAGINISMUS. 


psychosexual trauma A frightening sexual expe- 
rience in early life that may relate to a current psy- 
chologically induced sexual dysfunction. Examples 
include child abuse, incest or rape. 

See also INCEST; RAPE, RAPE PREVENTION AND RAPE 
TRAUMA SYNDROME. 


psychosis A severe mental disorder in which the 
individual loses contact with reality. This differs 
from neurosis, which is a more mild group of men- 
tal disorders. Psychotic individuals have a distorted 
ability to think, perceive and judge clearly; they do 
not realize that they are ill. Neurotics, on the other 
hand, generally know they are ill. 

A psychotic episode can involve hallucinations, 
delusions, disorientation and extremely aggres- 
sive behavior. Schizophrenic and manic-depressive 
psychoses are examples of functional psychosis. 
In toxic psychosis, psychoticlike behavior results 
from impairment of brain cell function. Medical 
and neurological illness such as Alzheimer’s disease 
may also cause psychoses. 

Many people recover from psychotic episodes 
with appropriate treatment, often involving use of 
psychotropic medications, carefully monitored by 
their physicians. 

See also PSYCHOPHARMACOLOGY; PSYCHOTROPIC 
DRUGS. 


psychosomatic (psychosomatic illness) A term 
that refers to physical problems that may either be 
imagined or made worse by psychological factors. 
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Some examples of conditions that sometimes have 
psychosomatic components include headache, nau- 
sea, asthma, irritable bowel syndrome, ulcers and 
certain types of eczema. 

See also MUNCHAUSEN’S SYNDROME. 


psychosurgery Any operation on the brain as a 
treatment for symptoms of mental disorders, usu- 
ally performed when all other treatments have 
been ineffective. Although psychosurgery has 
helped some people, successes with the operations 
have been inconsistent, with highly unpredictable 
results, and remain a controversial form of treat- 
ment for mental illness. Cingulotomy, a modified 


form of psychosurgery, has produced favorable 
results for a small number of patients with refractory 
mental disorders. At one time, prefrontal lobotomy 
was the most widely used form of psychosurgery 
but, as it often resulted in harmful side effects, has 
been replaced by other safer operations. 

The term “neurosurgery” is preferred when refer- 
ring to the relief of pain due to organic diseases. 

See also BRAIN. 


psychotherapeutics Nonmedical use of any 
prescription-type pain reliever, tranquilizer, stimu- 
lant or sedative, including methamphetamine. Such 
use is considered substance abuse. (Over-the-counter 
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substances are not included.) The numbers of new 
users of psychotherapeutics in 2002 were 2.5 mil- 
lion for pain relievers, 1.2 million for tranquilizers, 
761,000 for stimulants and 225,000 for sedatives. 
Pain reliever incidence increased from 1990 to 2000, 
when there were 2.5 million users. In 2001 and 2002 
there was no change in the annual number of new 
users. More than half (55 percent) of new users in 
2002 were females, and more than half (56 percent) 
were aged 18 or older. 

Whereas the number of new users of stimulants 
increased during the 1990s, there has been little 
change since 2000. The incidence of methamphet- 
amine use generally rose between 1992 and 1998. 
Since then, there have been no statistically signifi- 
cant changes. There were an estimated 323,000 
new users of amphetamines in 2002. New users of 
tranquilizers increased during the 1990s, reaching a 
peak at 1.4 million initiates in 2000, and remained 
relatively stable at 1.3 million in 2001 and 1.2 mil- 
lion in 2002. The number of new users of sedatives 
rose steadily during the late 1960s and early 1970s 
and then declined during the early 1980s, remain- 
ing below 250,000 per year since 1984, according 
to the Substance Abuse and Mental Health Services 
Administration, Department of Health and Human 
Services. 


psychotherapies Treatment of mental and emo- 
tional concerns by psychological methods. In psy- 
chotherapy, a therapeutic relationship between the 
patient and a therapist (psychotherapist) is estab- 
lished. The relationship is focused on the patient’s 
symptoms. Patterns of behavior—mood swings, low 
self-esteem and not being able to deal with anxiet- 
ies—can benefit from interaction between patient 
and therapist. 

There are many types of psychotherapists who 
can be recommended by friends, family physicians 
or local community mental health centers. There 
are several rules to follow when choosing a ther- 
apist: Check out credentials. Know whether the 
therapist is a psychiatrist, psychologist or psychi- 
atric social worker. Determine where the person 
received training, and check with that institution. 
Also, because there are professional societies for 
many specialties, check with the appropriate orga- 


nization to see that the therapist has appropriate 
accreditation. 


Choosing a Psychotherapist 
People seeking help may be faced with the question 
of whom to choose. If they recognize what their 
problems are, and there are just occasional periods 
of feeling moody or low, a psychiatrist may not be 
needed. Guidelines for selecting a psychotherapist 
rather than a psychiatrist include: 


The end of the anxiety-producing problem is in sight, 
but the individual just can’t get there by himself or 
herself. 

The individual realizes that symptoms are of short dura- 
tion and that the stress that brought them on can be 
identified. 


However, a person who has tried going to a ther- 
apist and has not found relief, may need a psychia- 
trist because of the following reasons: 


M.D.s are the only mental health therapists who can pre- 
scribe medications. Some mental disorders, such as 
those caused by medical illnesses can be diagnosed by 
an M.D. 

For certain emotional illnesses, medications may be helpful. 

The individual has incapacitating or debilitating symptoms. 

The individual has other concurrent medical problems for 
which care and medications are being received. 

There is a history of mental illness in the family, if other 
family members have ever been hospitalized for men- 
tal illness or the individual requires hospitalization for 
a mental problem. 


Group Therapy 
Group therapy is treatment of emotional or psycho- 
logical problems in groups of patients or in self-help 
support groups led by a mental health professional. 
These groups attract individuals with similar con- 
cerns. For example, such groups may be for recently 
widowed persons, divorced people, parents who 
have lost a child to sudden infant death syndrome, 
people suffering from depression or those concerned 
with obesity. Group therapy is also useful for people 
who have personality problems, alcoholism, drug 
dependency, eating disorders and anxiety disorders. 
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Therapy groups may include from three to 40 
people, but they work best with 10 to 12 partici- 
pants who meet for an hour or more, once or twice 
a week. There is therapeutic interaction among the 
individuals in the group; members find that others 
share their feelings and experiences, and this helps 
them feel less alone and less helpless. 


Co-therapy 
A form of psychotherapy in which more than one 
therapist works with an individual or group. Co- 
therapy is also known as combined therapy, coop- 
erative therapy, dual leadership, multiple therapy 
and three-cornered therapy. Co-therapists work 
in various areas. For example, in sex therapy, one 
therapist is a male and the other is female to encour- 
age understanding of both viewpoints in sexuality 
problems concerning a couple. 


Geropsychiatry 

This is a specialized form of mental health care that 
addresses the complexities involved between men- 
tal and physical illness in the elderly. For example, 
an elderly patient who appears to have psychotic 
symptoms may be experiencing symptoms of toxic- 
ity resulting from taking two or more incompatible 
drugs. Many psychosomatic disorders and chronic 
conditions manifest themselves with symptoms 
of depression. Physicians specializing in geropsy- 
chiatry are located in community hospitals where 
they can provide a safe and secure environment, 
offer psychological evaluation in conjunction with 
medical testing and provide liaison services for 
elderly patients being treated for medical or surgi- 
cal conditions. 

An increasing number of hospitals are adding 
this component to their mental health programs. 
Some hospitals contract with various managed care 
organizations who provide these services. 


Family Therapy 
Family therapy is a form of psychotherapy that 
focuses on the family unit, or at least the parent and 
child (in single-parent families), rather than sepa- 
rate treatment of one or more family members. It is 
based on the theory that an individual who is trou- 
bled or is mentally ill should not be seen in isola- 
tion from the family unit. Family members become 


aware of how they deal with each other and are 
encouraged to communicate more openly. The dis- 
cussions and confrontations lead to understanding. 

Family therapy usually focuses on here-and- 
now stresses and their practical solutions. It can be 
helpful when at least one member has a relatively 
serious problem, such as recurrent depression, or 
needs ongoing assistance in coping with outbursts 
of anger and emotional withdrawal. 

Family therapy has become increasingly popular 
for dealing with problems of children and adoles- 
cents. Typically, the therapy group will consist of 
both parents, a parent and stepparent, two sepa- 
rated parents or other parental pairings depending 
on the environment in which the child lives. In 
many cases, the child is brought to a mental health 
professional because of difficulties in school, such 
as exhibiting aggressive behavior or cutting classes. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
ANXIETY DISORDERS; COMMUNICATION; DEPRESSION; 
EATING DISORDERS; GRIEF; LISTENING; MARITAL THERAPY; 
OBESITY; PSYCHIATRIST; PSYCHOLOGIST; SELF-ESTEEM; 
SEX THERAPY; SUDDEN INFANT DEATH SYNDROME; SUP- 
PORT GROUPS. 


psychotropic drugs Prescription medications that 
have effects on behavior, experience or other psy- 
chological functions. Psychotropic drugs include 
antidepressant drugs, sedatives, hypnotics, narcot- 
ics, stimulants, tranquilizer drugs and psychedelic 
drugs. Substances that have mind-altering effects 
that are not their primary function are not consid- 
ered psychotropic drugs. 

Psychotropic medications usually require highly 
individualized dosage schedules and are often pre- 
scribed to individuals who are receiving more than 
one drug at a time. Special attention should be 
given to the possibilities of drug interactions. 

See also ANTIDEPRESSANT MEDICATIONS; PSYCHO- 
PHARMACOLOGY. 


PTSD See POST-TRAUMATIC STRESS DISORDER. 


puberty and puberty rites Puberty, the period 
during which adult sexual characteristics develop, 
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normally occurs between age 10 and 14 in girls and 
one to two years later in boys, although precocious 
or delayed puberty can occur in both sexes. The 
onset of puberty is known as pubarche. 

In females, puberty usually starts with breast 
budding and/or the appearance of pubic hair. Over 
the next year or so, the breast tissue underlying the 
initial “buds” enlarges, the hips widen and pubic and 
axillary hair thickens. Soon menarche, the first men- 
struation, occurs. When regular cyclic menses have 
been established, puberty is considered completed. 

The high levels of estrogens that occur during 
puberty generally “seal” a girl’s leg bones, so little 
additional height growth will occur after puberty. 
Occasionally, a girl can conceive if sexual inter- 
course predates full pubertal development and 
ovulation occurs at this time. Increasingly intense 
interest in the opposite sex occurs in young women 
and men, and though neither sex is ready for the 
responsibilities of parenthood, it is usually possible 
for a young man to impregnate a young woman 
and for a young woman to become pregnant and 
bear a child. 

Puberty occurs earlier in well-nourished popula- 
tions, and the average age of menarche has declined 
in the developed world over the past few genera- 
tions to age 12. The occurrence of the normal ado- 


lescent tendency to try to establish independence; 
deteriorating social structures, such as church and 
family; and early sexual development have made 
adolescence a time of great turmoil for both chil- 
dren and their parents. 

Precocious puberty is the premature develop- 
ment of functioning gonads in young women and 
young men; women ovulate and men produce 
mature spermatozoa. Precocious puberty may occur 
as early as the age of eight in girls and the age of 10 
in boys; such young people also have adult levels of 
sex hormones and the secondary sex characteristics 
of their gender. 

Sexual awakening is a term for the period of 
psychological change that accompanies puberty. 
During this time, young people undergo changes 
in attitudes, emotions and interests that are appro- 
priate for approaching sexual maturity. Physical 
experimentation, including increased masturbation 
and petting, occurs during this phase. 

In some societies, ceremonies are performed to 
mark the arrival of puberty and the beginning of 
adulthood; the rites are also known as initiation 
rites. 

Formal rites may include teaching of legends and 
laws as well as sexual practices and responsibilities 
expected of an adult in the particular society. 


racing thoughts See THOUGHT DISORDERS. 


random drug testing A system of testing to iden- 
tify people who use illicit drugs. In many cases, 
drug testing is carried out as part of the preemploy- 
ment physical examination in workplaces or in hir- 
ing for sports teams. Testing may also be done after 
accidents or when an employer or coach believes 
there are reasonable grounds for testing. Employ- 
ers, coaches, candidates and players find this situa- 
tion very stressful because positive tests may result 
in dismissal, and false positive results can result in a 
company’s turning away an applicant. 

Employers are concerned with the effects of drugs 
on workplace productivity, absenteeism, health 
care costs and even legal liability. Most states offer 
employers incentives for promoting a drug-free 
workplace, including lower premiums for workers’ 
compensation. 

Advocates of testing believe that the decline 
in workplace drug use demonstrates the value of 
testing. However, civil liberties and privacy advo- 
cates oppose workplace drug testing as an invasion 
of privacy. Critics argue that few companies have 
conducted cost-benefit analyses to demonstrate 
the bottom-line benefits of testing programs. The 
American Civil Liberties Union (ACLU) opposes 
indiscriminate urine testing. The ACLU claims that 
urine tests do not determine when a drug was used; 
they only detect metabolites, or inactive, leftover 
traces of previously ingested substances. Also, the 
ACLU believes that drug screens often are not reli- 
able and many tests yield false positive results 10 
percent to 30 percent of the time. 

Drug testing is also prevalent in middle and high 
schools. Courts have upheld testing for student ath- 
letes because of the increased potential for injury dur- 
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ing competition. The ACLU has spoken out against 
extending drug testing to more students, arguing 
that students prone to drug abuse will be further iso- 
lated from the extracurricular activities that might 
provide positive alternatives to drug use. 

State laws regulating workplace drug testing 
vary. Some states ban or limit the use of random 
tests unless there is specific suspicion. Some states 
also provide for some type of appeals process or 
retesting for employees who test positive. 

Testing is done for alcohol, cocaine, heroin, LSD 
(acid), marijuana, MDMA (Ecstasy), methamphet- 
amine, nicotine, anabolic steroids and inhalants. 
Testing is usually carried out by independent testing 
organizations. One or more tests may be used. For 
example, breathalyzers can be used to detect alco- 
hol, and urinalysis can detect many drugs present 
in the body. Tests are also carried out on samples of 
hair, blood and saliva. Brain waves are also tested. 

Drug testing has increased since the mid-1980s. 
The incidence of testing is partially based on the 
type of worksite, characteristics of employees and 
policies of the company. Programs that test for illicit 
drugs are more than twice as prevalent as those 
that test for alcohol use. Programs are most preva- 
lent in large worksites, industries affected by drug- 
testing legislation and those employing high-risk or 
unionized workers. At many locations, drug testing 
is part of employee assistance programs. 

See also ADDICTION; ALCOHOLICM AND ALCOHOL 
DEPENDENCE; COCAINE; CODEPENDENCY; RESOURCES. 


randomized clinical trial An experiment designed 
to test the safety and/or efficacy of an interven- 
tion, such as a prescription drug, in which people 
are randomly allocated to experimental or control 
groups and outcomes are compared. Many new 
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pharmaceutical products are extensively tested in 
this way. 


Rank, Otto (1884-1939) An Austrian psycho- 
analyst who broke away from Sigmund Freud and 
his teachings to emphasize short-term therapy and 
the birth trauma, which Rank believed was the root 
of anxiety disorders. He aimed his therapy at elimi- 
nating the effects of trauma, especially anxiety and 
dependence, and helping the individual achieve 
constructive independence and trusting relation- 
ships. Rank believed that once the individual’s 
“primal anxiety” (known as “life fear”) was uncov- 
ered, the analyst could concentrate on helping the 
individual look forward to the process of separation 
(the termination of the analyst-patient relation- 
ship) by gradually undoing the individual's reli- 
ance. The aim of this separation was to inspire the 
successive stages of what Rank called “the wills of 
life,” which would enable the individual to become 
a fully integrated personality. The emphasis on 
“wills” led Rank’s theory of neurosis to become 
known as “will therapy.” This system directs atten- 
tion to present functioning potential as opposed to 
the Freudian emphasis on the unconscious past. 
See also ADLER, ALFRED; JUNG, CARL. 


Doctor, Ronald M. and Ada P. Kahn. Encyclopedia of Phobias, 
Fears, and Anxieties. New York: Facts On File, 2000. 


rape, rape prevention and rape trauma syndrome 
Rape is forcible sexual intercourse against the will 
of the partner. There is some variation among states 
as to the actual definition; in many states sexual 
assault need not involve either force, actual pen- 
etration or ejaculation. In some places genital con- 
tact under the heat of force or even implied threat 
of force meets the legal definition. 

In the majority of cases the perpetrator is male 
and the victim female, but it is possible for the 
victim to be male. In many states, sexual contact 
between an adult and an underage child or adoles- 
cent is automatically considered rape. 

Traditionally women have most feared violent 
sexual assault by a stranger. However, society has 
increasingly recognized that forced intercourse can 


occur with perpetrators known to the victim—even 
a husband. The incidence of “date rape” (rape by 
a person with whom one has had a social engage- 
ment) is increasingly reported. 

Rape is now recognized as more a crime of vio- 
lence than one of sexuality; rapists often have a his- 
tory of other types of violent crime. As courts and 
law enforcement agencies have been more sympa- 
thetic toward victims, the number of reported rapes 
in the United States has increased dramatically. 

Fear of rape, known as virgivitiphobia, underlies 
the entire female experience of sexuality. In early 
adolescence, girls are taught to be distrustful of men 
and fearful of being victimized. Adult women are 
often fearful of going out without a male escort out 
of fear of sexual harassment and possible assault. 

Although public support and sympathy for rape 
victims have recently improved, society continues 
to hold a “blaming the victim” mentality toward 
rape victims. Often victims are blamed for being 
in the wrong place or dressed in a seductive fash- 
ion, and the role of the criminal is downplayed. In 
recent years, the efforts of rape victim advocacy 
groups have helped place rape in the violent con- 
text in which it belongs. 

Immediate dangers of rape include direct injury, 
pregnancy and sexually transmitted disease (STD). 
Rape victims may be shot, knifed or beaten. The 
rape itself can cause perineal bruising or lacera- 
tions, particularly if the victim is very young, if anal 
penetration occurs or if dangerous objects are used 
in the assault. Cultures are taken for gonorrhea and 
other sexually transmitted diseases, and appropri- 
ate antibiotics may be recommended. For the vic- 
tim exposed to herpes or AIDS, there is at present 
no effective way of preventing these diseases. 

After the attack, the victim’s body and clothing 
will be examined for traces of semen, hair or cloth- 
ing of the rapist. Recent development of DNA “fin- 
gerprints” from semen and blood will allow for very 
accurate identification of the person responsible. 

Women at risk for pregnancy may be offered 
“morning after” contraception. Unfortunately, 
many victims fail to press charges, either out of 
fear of having to relive the incident in court, out of 
fear of shame or other reprisal or actual fear of the 
assailant. In later years, many victims suffer depres- 
sion and post-traumatic stress reactions, which can 
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adversely affect their professional, personal and 
sexual lives. 

Prevention of rape will depend on major restruc- 
turing of the way society views violence against 
women and prevention of the drug, alcohol and 
poverty problems that lead to violent crimes. To a 
lesser extent, self-defense and assertiveness training 
for women can decrease the risk to those women 
but fails to address the underlying psychopathology 
of the rapist. 

Rape trauma syndrome is a term used to describe 
the results of sexual victimization against the vic- 
tim’s consent. The trauma that develops from this 
attack or attempted attack may include an acute 
phase of disorganization of the victim's lifestyle 
and, in some cases, a long-term traumatization 
with symptoms similar to post-traumatic stress dis- 
order. Many factors influence the process of recov- 
ery from rape trauma syndrome, including the 
type of assault, the victim’s coping style and level 
of self-esteem, the type of social support available, 
additional life stressors and additional history of 
victimization. 

See also SEXUAL FEARS. 


Becker, Judith V., Linda J. Skinner, Gene G. Abel, and 
Joan Cichon. “Level of Postassault Sexual Functioning 
in Rape and Incest Victims.” Archives of Sexual Behavior 
15, no. 1 (1986). 

Clark, Stephanie. “Perspectives on Sexual Assault.” Cana- 
dian Family Physician 35 (January 1989): 77-80. 

Gordon, Margaret T., and Stephanie Riger. The Female 
Fear. New York: Free Press, 1989. 

Harrison, Maureen, and Steve Gilbert, eds. The Rape Refer- 
ence: A Resource for People at Risk. San Diego: Excellent 
Books, 1996. 

Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en’s Sexuality. Alameda, Calif.: Hunter House, 1992. 
Miller, Maryann. Drugs and Date Rape. New York: Rosen, 

1995. 


rapid cycling A mood disorder in which episodes 
of mania or depression occur at least four times 
within a year. 

See also DEPRESSION; MANIA; MANIC-DEPRESSIVE 
DISORDER. 


rationalization One type of defense mechanism. 
The individual uses rationalization as an uncon- 
scious way to attempt to justify or make consciously 
tolerable by plausible means feelings, behavior or 
motives that otherwise would be intolerable, such 
as personal shortcomings. An example is an indi- 
vidual who cheats and explains the behavior by 
thinking “everybody cheats.” Such an excuse is 
used to ward off feelings of guilt and maintain self- 
respect. 
See also DEFENSE MECHANISMS; PROJECTION. 


Doctor, Ronald M., and Ada P. Kahn. Encyclopedia of Phobias, 
Fears, and Anxieties. New York: Facts On File, 2000. 


Rat Man, case of A well-documented case, in 
which Sigmund Freud treated a young man tor- 
mented by anxieties and thoughts of harm to oth- 
ers and to himself. His most horrifying thoughts 
were of a form of torture involving rats eating at 
the anus of his father and the woman he loved. 
Probing further, Freud found that the death of the 
man’s father had occurred after he had imagined 
his death. Freud thought that the young man had 
developed a belief in what he termed “omnipotence 
of thought,” a feeling that thinking about an occur- 
rence could magically bring it about. 


Schur, Max. Freud: Living and Dying. New York: Interna- 
tional Universities Press, 1972. 


Ray, Isaac (1807-81) American physician and 
one of the most influential psychiatrists of his time. 
He helped create the Association of Medical Super- 
intendents of American Institutions for the Insane, 
the forerunner of the American Psychiatric Asso- 
ciation. He also contributed to the development 
of forensic psychiatry, and he collaborated with 
Thomas Kirkbride in developing policies and plans 
for well-built and well-managed mental hospitals, 
in which patients would have “abundant means for 
occupation and amusement,” though he also advo- 
cated physical restraint. 


Goldenson, Robert M., ed. Longman Dictionary of Psychol- 
ogy and Psychiatry. New York: Longman, 1984. 
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recreational therapists Health professionals (also 
known as therapeutic recreation specialists) who 
provide recreational activities and treatment services 
for elderly individuals or those who have disabilities 
or illnesses. Recreational therapists help individuals 
reduce stress, depression and anxiety; recover basic 
motor functioning and reasoning abilities; build 
confidence and socialize effectively so that they 
can enjoy greater independence as well as reduce 
or eliminate the effects of their illness or disability. 
Therapists use a variety of techniques, including arts 
and crafts, animals, sports, games, dance and move- 
ment, drama, music and community outings. 

In 2002, according to the U.S. Department of 
Labor, there were about 2,700 recreational thera- 
pists in the United States. About one-third of salaried 
jobs for therapists were in nursing care facilities and 
another third were in hospitals. Others worked in 
state or local government agencies and in commu- 
nity care facilities for the elderly, including assisted- 
living facilities. Only a small number of therapists 
were selfemployed, usually contracting with long- 
term care facilities or community agencies. 

Some recreational therapists teach, conduct 
research or consult for health or social services 
agencies. Most employers prefer to hire candidates 
who are certified therapeutic recreation specialists. 
The National Council for Therapeutic Recreation 
certifies these specialists. 

See also: DANCE THERAPY; DEPRESSION; MUSIC THER- 
APY; RESOURCES; STRESS. 


reflexology A form of body therapy based on the 
theory that every part of the body has a direct line 
of communication to a reference point on the foot, 
hand and ear. By massaging these reference points, 
professional reflexologists say they can help the cor- 
responding body parts to heal. Through improved 
circulation, elimination of toxic by-products and 
overall reduction of stress, the body responds and 
functions better because it is more relaxed. 





USING REFLEXOLOGY TO IMPROVE MENTAL WELL-BEING 





e Choose a quiet place. 

e Apply a few drops of a light, absorbent, greaseless 
lotion to your feet and massage them, continuing 
until the lotion is totally absorbed. 


e Grasp the ankle, heel or toes of one foot firmly in 
one hand, place the thumb of your other hand on the 
sole of your foot at the heel and apply steady, even 
pressure with the edge of your whole thumb. 

e Keep your thumb slightly bent at the joint and use 
a forward, caterpillar-like motion. This is called 
thumbwalking; press one spot, move forward a little, 
press again, etc. 

e When you reach the toes, start again at a new spot 
on the heel. Continue until the entire bottom of the 
foot has been worked. Then fingerwalk the top of the 
foot. Work your entire foot twice this way. 





See also BODY THERAPIES; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE. 


Feltman, John, ed. Reflexology: Hands-On Healing, Emmaus, 
Pa.: Rodale Press, 1989. 


regression A defense mechanism involving rever- 
sion to immature behavior when one feels threat- 
ened or overwhelmed by internal conflicts. Some 
individuals may regress on an ongoing basis, and 
others do it on a temporary basis in specific situ- 
ations. Examples of regression include crying or 
temper tantrums to gain attention. In psycho- 
analysis, individuals are sometimes encouraged to 
temporarily regress to help them remember some 
childhood events, their feelings and their methods 
of coping. In some alternative therapies, including 
primal therapy, individuals are also encouraged to 
regress during therapy. 
See also PSYCHOTHERAPIES. 


Reich, Wilhelm (1897—1957) Irish-American psy- 
choanalyst and member of the psychoanalytic 
movement that broke with Sigmund Freud. Reich 
refused to accept the death instinct, and he devel- 
oped his own theory that the achievement of “full 
orgiastic potency” is the single measure of psycho- 
logical well-being. 
See BIOENERGETICS. 


Goldenson, Robert M., ed. Longman Dictionary of Psychol- 
ogy and Psychiatry. New York: Longman, 1984. 


reinforcement Strengthening of good habits (or 
bad habits such as addictions) or behaviors by posi- 
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tive rewards (positive reinforcement). For good 
mental health, individuals have a need for positive 
self-regard, much of which comes from approval 
(or disapproval) from significant others. When good 
habits are praised and rewarded, they are rein- 
forced; when bad habits are ignored and rewards 
are withheld or punished (negative reinforcement), 
presumably they will diminish. In daily life as well 
as in therapy, individuals can be motivated to 
change behavior patterns to include more adaptive 
responses and more socially acceptable behaviors. 
Methods of reinforcement may include rewards 
such as privileges or increased social interactions. 
There is evidence suggesting that in humans posi- 
tive reinforcement works better than negative rein- 
forcement to change behavior. 


relationships Relationships are formed between 
individuals connected by affinity. These relation- 
ships include the individual’s family, spouse, lovers, 
friends and business or professional associates. Good 
relationships are healthy and nurturing and act as a 
buffer against stress on good mental health. How- 
ever, even the most meaningful relationships can at 
times be nonsupportive and sources of anxiety. 


Relationships and Health 


Best friends are invaluable to good mental health. A 
best friend is on the same wavelength as you; under- 
stands your personal situations, such as dealing with 
a difficult boss or overbearing parent; appreciates 
and admires who you are, even if there is not always 
agreement on what is being done or said; makes you 
feel important in his or her life; is very much like 
you and has the same values and belief systems. 





HOW A HEALTHY RELATIONSHIP CAN CONTRIBUTE TO 
BETTER MENTAL HEALTH 


e realism: openness and honesty with each other 

e trust: allowing the individuals to share their feelings 

e true friendship: having no hidden motives 

e forgiveness: accepting the individual as he or she is 

e security: knowing that individuals can count on one 
another 

e vulnerability: exposing weaknesses that allow the 
relationship to grow 





People who lack outlets for anxiety release are 
susceptible to a list of anxiety-related illnesses. 
Having one or two close friends with whom they 
feel free to say anything is invaluable. When they 
are overwhelmed, they do not trust their own 
judgment, and an objective view from a friend can 
help. 


Romantic Relationships 

Romantic relationships are far riskier and poten- 
tially more anxiety producing to the individual's 
emotional and physical well-being than people 
realize. Not only are feelings likely to be hurt, self- 
esteem damaged and trust betrayed, but there can 
be physical and mental battery by an outraged 
spouse. America’s high divorce rate suggests that 
intimacy has painful consequences. 

According to Geraldine K. Piorkowski, author of 
Too Close for Comfort: Exploring the Risks of Intimacy, 
romantic relationships can produce anxiety because 
they are related to the process of getting close to 
another person. As we become more intimate (both 
emotionally and sexually), we reveal our deepest 
secrets, hopes, inadequacies and even fantasies. 
We become more vulnerable, and thus easily cut 
to the core by a hostile comment, act of betrayal or 
moment of rejection. 

Furthermore, Piorkowski says, anxiety arises 
in relationships when our emotional needs and 
expectations are unrealistic. Also, we may lose our 
autonomy and wind up feeling suffocated by the 
other’s demands; their neediness may drain energy 
needed to pursue our own desires and interests. We 
may be blamed for all the problems in the relation- 
ship and suffer guilt and loss of self-confidence as 
a result. 


Relationships and Support Groups 
A lack of connections with other people can be det- 
rimental to good mental health, says Dr. Andrew 
Weil, author of Spontaneous Healing. “Surrounding 
yourself with supportive people is an important 
step for any healing you need to do. Whenever I 
take a family history from a patient, I always ask 
about people who are helping or hindering some- 
one’s illness. For example, sometimes a friend or 
family member who means well only make matters 
worse, maybe by not wanting the patient to express 
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sadness about being sick or show discomfort from 
pain.” 

In terms of building relationships through support 
groups, Dr. Weil urges patients to find and develop 
relationships with people who have the same con- 
ditions and have improved, rather than simply join 
a support group. “I find that some support groups 
can be counterproductive and cause more stress 
for the individual,” he says. “For example, some 
patients with cancer are horrified and extremely 
stressed when they see another person with a more 
advanced form of the disease. There is a similar phe- 
nomenon with chronic fatigue syndrome.” 

Some people are more fatalistic about their ill- 
ness while others tend to be positive thinkers. This 
should be factored into any relationships devel- 
oped through a support group and especially with 
regard to the regular people in your life, suggests 
Dr. Weil. 

See also AUTONOMY; DIVORCE; GUILT; INTIMACY; 
MARRIAGE; PARENTING; SELF-ESTEEM; SUPPORT GROUPS. 


*Adapted with permission from Encyclopedia of Phobias, 
Fears and Anxieties, 2nd ed., by Ronald M. Doctor and 
Ada P. Kahn. New York: Facts On File, 2000. 

Gilbert, Roberta M. Extraordinary Relationships: A New 
Way of Thinking about Human Interactions. Minneapolis: 
Chronimed Publishing, 1992. 

Piorkowski, Geraldine K., Too Close for Comfort: Exploring 
the Risk of Intimacy. New York: Insight Books, 1994. 
Weil, Andrew. Spontaneous Healing: How to Discover and 
Enhance Your Body’s Natural Ability to Maintain and Heal 

Itself. New York: Knopf, 1995. 


relaxation A feeling of freedom from anxiety and 
tension; mental conflicts and disturbing feelings 
of stress are absent. Relaxation also refers to the 
return of a muscle to its normal state after a period 
of contraction. 

People who are very tense and anxious can learn 
to relax using relaxation training, a form of behav- 
ior therapy. Relaxation techniques are methods 
used to unconsciously release muscular tension and 
achieve a sense of mental calm. Historically, relax- 
ation techniques have included meditation, t’ai chi, 
massage therapy, yoga, music and aromatherapy. 
More modern developments include autogenic 


training, progressive muscle relaxation, hypnosis, 
biofeedback and aerobic exercise. 

Many of these techniques were developed to 
help people cope with stresses brought on by the 
challenges of life. They are different approaches 
with the same goal of relieving stress by bringing 
about generalized physical as well as mental relax- 
ation. Relaxation techniques have in common the 
production of the relaxation response as one of 
their stress-relieving actions. Additionally, relax- 
ation may counter some of the immunosuppress- 
ing effects of stress and may actually enhance the 
activity of the immune system. 

Relaxation training programs are commonly used 
in conjunction with more standard forms of therapy 
for many chronic diseases. The mind/body con- 
nection between relaxation and ill health has been 
demonstrated in many conditions. Some of the phys- 
iological changes that occur during relaxation include 
decreased oxygen consumption, decreased heart and 
respiratory rates, diminished muscle tension and a 
shift toward slower brain wave patterns. 


“The Relaxation Response” 

In the 1970s Herbert Benson, M.D., a cardiologist 
at Harvard Medical School, studied the relationship 
between stress and hypertension. In stressful situa- 
tions, the body undergoes several changes, includ- 
ing rise in blood pressure and pulse and faster 
breathing. Dr. Benson reasoned that if stress could 
bring about this reaction, another factor might be 
able to turn it off. He studied practitioners of tran- 
scendental meditation (TM) and found that once 
into their meditative states, some individuals could 
willfully reduce their pulse, blood pressure and 
breathing rate. Dr. Benson named this “the relax- 
ation response.” He explained this procedure in his 
book, written with Miriam Z. Klipper, The Relax- 
ation Response (1976). 


Relaxation Applications 
Relaxation training can be particularly useful for 
individuals who have “white coat hypertension,” 
which means that their blood pressure is high only 
when facing certain specifically stressful situations, 
such as having a medical examination or visiting a 
dentist. It can also help reduce hostility and anger, 
which in turn affect the body and the individual’s 
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physical responses to stress. Anxieties can lead to 
panic attacks, nausea or gastrointestinal problems. 

There are many applications of relaxation train- 
ing to help individuals learn to control their mental 
state and body and to treat conditions as diverse 
as high blood pressure, cardiac arrhythmia, chronic 
pain, insomnia, premenstrual syndrome and side 
effects of cancer treatments. Relaxation training 
is an important part of childbirth classes to help 
women cope with the pain of labor. 

In a training program, individuals are instructed 
to move through the muscle groups of the body, 
making them tense and then completely relaxed. 
Through repetitions of this procedure, individuals 
learn how to be in voluntary control of their feelings 
of tension and relaxation. Some therapists provide 
individuals with instructional audio tapes for use 
during practice, while other therapists go through 
the procedure repeatedly with their clients. 

To determine the effectiveness of relaxation 
training, some therapists use biofeedback as an 
indicator of an individual’s degree of relaxation and 
absence of anxiety. 

See also AROMATHERAPY; AUTOGENIC TRAINING; 
BENSON, HERBERT; BEHAVIOR THERAPY; BIOFEEDBACK; 
GUIDED IMAGERY; HYPNOSIS; IMMUNE SYSTEM; KABAT- 
ZINN, JON; MASSAGE THERAPY; MEDITATION; MIND/ 
BODY CONNECTIONS; MUSIC THERAPY; PROGRESSIVE 
MUSCLE RELAXATION; STRESS; T’AI CHI; TRANSCENDEN- 
TAL MEDITATION; YOGA. 
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religion Systems of beliefs regarding oneself and 
the universe. Religion gives many people a sense of 
security, a feeling of meaning and order and an eth- 


ical pattern for living. Religious beliefs offer help, 
support and strength to those with both external 
and internal mental health concerns. Religious pro- 
grams and rituals facilitate social interaction, which 
is important in an age when contact with lifelong 
friends and extended family is the exception rather 
than the rule and when urban anonymity has pro- 
duced a sense of alienation for many. 

Religious beliefs and practices satisfy mystical and 
illusory needs for many individuals. For example, 
the image of a divine being or beings meets a long- 
ing evident in many civilizations for a higher power 
in control of the universe. Prayer and meditation are 
comforting and helpful to many people. Modern psy- 
chotherapeutic discoveries have confirmed the ben- 
efits of breath control and mental centering practiced 
for centuries in Zen Buddhism and yoga. Religion has 
also focused the energies of important artists by giv- 
ing them an outlet and inspiration for their creativity. 
Certain religions such as the Pentecostal movement 
in Christianity and Native American religions have 
fostered ecstatic, visionary states that satisfy a need 
for an experience that transcends reality. 

Religious attitudes have been of concern to men- 
tal health professionals since the 1800s, but the 
relationship between the disciplines has not always 
been congenial, despite the fact that the meaning of 
the word “psychology” (“the science of the soul”) 
implies a strong relationship between the fields. 
Members of the clergy, psychologists, psychiatrists 
and psychotherapists meet some overlapping needs 
in that they offer support, advice and wisdom and 
in many cases serve as confessors. 

There is a sharp division in the mental health 
field regarding the role of religion in preserving a 
healthy state of mind. For example, Sigmund Freud 
(1856-1939) considered religion to be an “illusion” 
and an extension of childlike attitudes toward par- 
ents. Carl Jung (1875-1961) believed that proving 
or disproving the existence of God was not within 
the framework of psychology but that psychologists 
should accept thoughts and feelings related to reli- 
gious beliefs as real and significant. In Modern Man 
in Search of a Soul (1933) Jung wrote, “Among all 
my patients in the second half of life, that is to say 
over 35, there has not been one whose problem in 
the last resort was not that of finding a religious 
outlook on life.” 
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In the period from 1930 to 1960, theologian 
Paul Tillich (1886-1965), philosopher Martin Buber 
(1878-1965) and psychoanalyst Rollo May (1909- 
1994) published important works attempting to 
synthesize religion, psychology and modern philo- 
sophical movements. An interest in combining the 
mental health disciplines with the influence of reli- 
gion has encouraged the development of training 
in pastoral counseling in recent years. In the early 
1970s, priest-sociologist Andrew Greeley (1928- ) 
in his book Unsecular Man: The Persistence of Religion 
(1974) described a conservative, religious social trend 
that recently has become more obvious in move- 
ments such as the creationist opposition to secular 
humanism in education, in the political influence of 
religious leaders and in celebrities publicizing their 
“born again” experiences. 

Religion contains elements that are both sup- 
portive and damaging to good mental health. 
The Christian promise of reward in the after- 
life has inspired and comforted many, but it has 
also been held responsible for making believers 
passive or accepting of hardships and inequities 
that they could overcome through their own 
efforts. Highly disturbed psychotic patients have 
been known to literally accept biblical passages 
as commands leading to self-mutilation. Others 
with obsessional disorders literally live a hellish 
life struggling with guilt and behaviors to undo 
what they feel are sinful (obsessive) thoughts. 
Many experience religion as being constraining 
and supportive of narrow-minded behavior. For 
example, Abraham Lincoln abandoned what he 
believed to be the pettiness of organized reli- 
gion while adhering to the high aspirations of 
religious thoughts. Religious movements have 
brought about bloodshed and dissension, as in the 
Protestant-Catholic conflict in Northern Ireland 
in the latter part of the 20th century. Historically, 
religious visions and thoughts have been part of 
unstable behavior, particularly in such religious 
leaders as Martin Luther, John Wesley and Saint 
Ignatius. More recently, reports of fraud and sex- 
ual abuse by religious leaders have shown that 
the power that society gives religious leaders can 
corrupt. 

Two surveys, one completed in 1991 for Time 
and one taken by the Gallup poll, indicate that 


while religion is a strong influence in the United 
States, there seems to be a lack of confidence or 
awareness of its importance. For example, the 
Time survey showed that 78 percent of those sur- 
veyed felt that children should be allowed to say 
prayers in public schools. Sixty-three percent said 
that they would not vote for a presidential candi- 
date who did not believe in God. Fifty-five percent 
said that there was too little religious influence in 
American life, and 65 percent felt that religious 
influence was decreasing. The latter opinion can 
be both supported and contradicted by the Gallup 
poll, depending on one’s point of reference. The 
percentage of those surveyed who felt that religion 
was “very important” or “fairly important” to them 
personally, about 85 percent, has remained fairly 
constant since the 1970s. Attendance at church or 
synagogue during the previous week had actually 
risen slightly from a low of 40 percent in the 1970s 
to 43 percent in 1989, while actual membership 
had dropped from 73 percent in 1965 to 68 percent 
in 1989. 

The Gallup survey further defined the religious 
in the population. Female nonwhite adults over 
the age of 50, southerners and those with annual 
incomes under $20,000 are most likely to place 
importance on religion. On the other hand, the 
wealthy have a high rate of church attendance and 
membership. 

An earlier survey of World War II veterans 
offered interesting insights into the religious state 
of mind of men who had experienced warfare. 
About 26 percent said that the war made them 
more religious; 19 percent that it made them less 
so. Fifty-eight percent of those surveyed said that 
even though their religious conviction may have 
increased, decreased or remained the same, their 
war experiences made them more interested in the 
subject of religion. The veterans exhibited an even 
stronger tendency when describing their religious 
attitudes during battle. Most were of the opinion 
that everyone prays in combat. The interesting 
variation was the comment “There were atheists in 
fox holes, but most of them were in love,” imply- 
ing that the thought of a loved one might carry a 
man through danger almost as well as an appeal to 
a higher power. 

See also CULTS. 
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remarriage Although the divorced and widowed 
remarry at a high rate, the divorce rate for these 
unions is higher than for first marriages. Responses 
to a survey concerning the failure rate of second 
marriages consistently listed two leading causes: 
children and money. Friction between stepparents 
and stepchildren is common. In remarriages, the 
husband is frequently several years older than the 
wife and may not want more children, while she 
may be eager for a family. The financial strains of 
a man called on to support two families are very 
often disruptive. 

Other major obstacles are a reflection of the 
reasons for the second marriage. Some divorced 
men and women marry a person very similar to 
their first spouse and encounter similar difficul- 
ties; others try so hard to find a quality that was 
lacking in their first spouse that they may marry 
a person who has that particular quality and 
become blind to the fact that in other ways they 
are actually incompatible. Divorced or widowed 
persons may remarry out of emotional and finan- 
cial need without fully establishing themselves or 
sifting through and resolving their feelings about 
their previous marriage. Some carry feelings of 
guilt about how the second marriage affects their 
children or previous spouse. The ex-wife or hus- 
band may interfere in the marriage, and family 
members may make it obvious that they preferred 
the previous spouse. 

How well one is accepted by the extended 
remarriage family may relate to the circumstances 
of the courtship. For example, if a woman was 
the “other woman” while the new husband was 
still married, relatives may regard her as a “home- 
wrecker.” If she knew him before he was wid- 
owed and marries him soon after his wife’s death, 
relatives may think the marriage was too hasty 
and disrespectful to the deceased. Many mid-life 
women grew up dependent on their families or 
their husbands. Until the 1950s, most women’s 
mindset when entering marriage was “until death 
do us part.” Having to seek a second, or third, 
husband weighs heavily on the self-esteem of 
divorced women. 

In the 2000s some individuals, after meeting a 
lovable other who loves them, choose not to marry 
for a variety of reasons ranging from not want- 


ing to lose alimony payments, to waiting for vest- 
ing in a pension plan, to fear of making a mistake. 
Many older individuals who are past childbearing 
and child-rearing years opt for a “living together” 
arrangement instead of remarriage. 

See also DIVORCE; MARRIAGE; STEPFAMILIES. 
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remembering See MEMORY. 


REM (rapid-eye-movement) sleep A stage of 
sleep in which dreams occur. A sleep cycle con- 
sists of stages (known as Stages I, H, II and IV) in 
a cycle lasting about 90 minutes followed by the 
period of REM sleep for about 10 minutes. With 
each cycle, REM periods lengthen. During the last 
cycle, REM sleep may last for 30 to 60 minutes. 
REM sleep onset has been found to occur earlier in 
individuals with symptoms of depression and may 
be a biological marker for depression or vulnerabil- 
ity to depression. 
See also DEPRESSION; DREAMING; SLEEP. 


repression In psychoanalysis, the basic defense 
mechanism, which excludes painful experiences and 
unacceptable impulses from consciousness. Repres- 
sion operates on an unconscious level against anxi- 
ety often produced by objectionable sexual feelings 
and feelings of hostility. 


resiliency The ability to overcome or adapt to 
stressful situations by maintaining adequate social 
supports and social functioning. Resiliency is a 
characteristic of good mental health. Learning from 
past experiences and acquiring good coping skills 
can help individuals become more resilient. 

See also COPING; HARDINESS; STRESS. 
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resistance The feelings, thoughts, attitudes 
and behaviors on the part of the patient that 
oppose therapeutic goals in a psychotherapeu- 
tic setting. Sigmund Freud viewed resistance as 
a defense mechanism, while behavioral thera- 
pists now explain resistance as part of avoidance 
learning; certain thoughts repeatedly associated 
with painful experiences, such as situations that 
produce anxieties or fears, become aversive. For 
best results, psychotherapists plan tactics to help 
overcome the patient’s resistance to the thera- 
pist, to the process of treatment and to the loss of 
symptoms. An examination of resistance by the 
therapist may suggest certain diagnoses as well as 
whether the patient is amenable to certain modes 
of psychotherapy. 

See also BEHAVIOR THERAPY; DEFENSE MECHANISMS; 
FREUD, SIGMUND; PSYCHOANALYSIS. 


respite care Short-term relief (respite) for fami- 
lies caring for a frail elder or a person with a seri- 
ous mental or other disorder. Respite care enables 
a family to take a break from the stress of the daily 
routine and prevent burnout and fatigue. It can 
be provided in the client’s home or in a variety of 
out-of-home settings, such as adult day care, skilled 
nursing facilities and short-term institutional care. 
Respite can vary in time from part of a day to sev- 
eral weeks. 

Respite care is an essential part of overall sup- 
port that families may need to keep their loved one 
with a mental disorder or chronic illness at home. 
Respite can help prevent abuse and neglect and sup- 
port family unity. Respite care enables families to 
take vacations or just have a few hours of time off. 

Not all families have the same needs. Respite 
care is geared to individual family needs through 
an identification of the type of respite needed; the 
needs are then matched with available services. 

For older individuals who have a disability, respite 
can assist them in building the skills needed for inde- 
pendent living. An appropriate living situation for 
many adults with a disability is in a group home or 
other supported environment; out-of home respite 
care can enable families to test this option, explore 
community resources and prepare themselves and 
their family member for this change. 


According to Autism-PDD.Net, an information 
and resource site for parents of disabled children 
and caregivers, states and communities are recog- 
nizing that respite care also benefits them. On aver- 
age, costs for respite services are 65 to 70 percent 
less than the costs of maintaining people in insti- 
tutions. The cost effectiveness of respite services 
allows scarce tax dollars to be used for additional 
community-based services. In the last 10 years, 
more than 30 states have passed legislation for 
in-home family support services, including respite 
care, either using direct services or voucher systems. 
Despite the availability of government funding in 
some areas, many respite programs must charge for 
their services. Some charge fees on a sliding scale 
based on the family’s income. Other programs are 
operated by nonprofit organizations that receive 
funding from donations or other sources. Many 
programs use a combination of funding sources in 
order to meet their financial needs. Charging for 
respite services can limit their availability to those 
families who can afford the fees. 

See also AGING; BURNOUT; CAREGIVERS; DAY CARE; 
STRESS. 


Restoril Trade name for the benzodiazepine med- 
ication known as temazepam. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


retardation, mental See MENTAL RETARDATION. 


retirement Withdrawing from the workforce, 
usually at an older age. Retirement is highly sought 
by some, but it produces mental health problems 
including anxieties, boredom and feelings of lack 
of productivity for others. Many retired people feel 
that they are not contributing members of society 
and become depressed and withdrawn. Some feel 
the lack of prestige they formerly received from 
their position. 

Retired people who adjust the best to retirement 
seem to be those who enjoy getting into new activi- 
ties and making new acquaintances. Most retired 
people enjoy having more time for family and 
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friends, for travel and for pursuit of long-standing 
hobbies. 

Those who enjoy their freedom from work usu- 
ally have planned ahead by starting an interest or 
form of recreation before retirement that they pursue 
with additional vigor when additional time is avail- 
able. For example, some individuals learn a musi- 
cal instrument, while others pursue woodworking 
or sewing as a hobby. Others do volunteer work to 
help others in their previous profession. Some U.S. 
cities have “job corps” of senior citizens willing to 
use their knowledge in business and industry. 

Many retired people enjoy going back to school 
and taking classes at local colleges and universities. 
Some participate in Elderhostel activities, travel- 
ing to a distant college campus for a week or two 
to study a favorite topic. Many people who retire 
actually go back to a paid position. 

Significant findings indicate that the average 
American male retires between age 61 and 62, that 
white-collar workers stay on the job about two years 
longer than blue-collar workers and that blue-collar 
workers spend an average of 10 years in retirement. 
White collar workers average 12 years of retirement. 

Wives of retired men are sometimes affected by 
their mates’ retirement. A research project reported 
in Modern Maturity (December 1990-January 1992) 
indicated that most women polled reported satis- 
faction with their husbands’ retirement. Effects 
of retirement on 413 upper-middle-class women 
married to men retired an average of 16 years were 
examined. More than one-third of the women 
had no problems with their husbands’ retirement, 
and two-thirds said they were fully prepared for it. 
Only 12 percent said they felt some loss of personal 
freedom, and 5 to 6 percent reported an increase 
in household chores. Among those who said they 
would have done things differently, the majority 
mentioned the need to be better prepared finan- 
cially for retirement. 

See also AGING. 
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Rett’s disorder See DEVELOPMENTAL DISORDERS. 


right to die See LEGAL ISSUES. 


Ritalin A trade name for a drug (methylphenidate 
hydrochloride) sometimes used to treat hyperactiv- 
ity in children. It is a mild stimulant to the cen- 
tral nervous system that may help some children 
increase their ability to concentrate in school and 
perform homework and other expected chores. 
Use of the drug has been controversial, because of 
concerns that it is too often prescribed for children. 
It is generally agreed that the diagnosis of Atten- 
tion Deficit Hyperactivity Disorder (ADHD) should 
be carefully evaluated prior to its prescription for 
children. Newer medications have been developed 
and have replaced the use of Ritalin to some extent, 
although numerous studies support the beneficial 
effects of Ritalin in ADHD. 

See also ATTENTION-DEFICIT/HYPERACTIVITY DIS- 
ORDER. 


rites of passage See PUBERTY AND PUBERTY RITES. 


ritual See OBSESSIVE-COMPULSIVE DISORDER. 


road rage Expressions of anger and hostility 
while driving a motor vehicle. This contemporary 
term came about because impatience and com- 
petition for speed have increased in our cities, 
perhaps in part because of increased population 
density and more automobiles and other vehicles 
on the roadways. Good mental health involves 
following rules, having patience and accepting 
minor mistakes by others. Unfortunately, not 
everyone behind the wheel of a motor vehicle 
maintains these attitudes while on the streets and 
highways. 
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Many acts of aggression on the roadways are 
triggered by trivial events, such as one car cutting 
another off or taking a desired parking spot. Usu- 
ally the anger brought about by these events is a 
cumulative result of a series of stressful events in 
the motorist’s life or the events of that particular 
day. A driver’s mood can influence his reaction to 
an incident and bring about road rage. Personal 
concerns and the driver’s mood play a large role 
in aggressive driving. For example, domestic dis- 
putes are high on the list; spouses and lovers may 
vent their rage on the road. A day with a difficult 
boss can cause a driver to vent anger on another 
driver. 

According to Louis Mizell, Inc., in a report for 
the AAA Foundation for Traffic Safety, an aver- 
age of at least 1,500 men, women and children are 
injured or killed each year in the United States as 
a result of “aggressive driving.” Mizell gathered a 
review of 10,037 incidents illustrating that anyone 
can be targeted and victimized. While the majority 
of aggressive drivers were between the ages of 18 
and 26, in hundreds of cases the drivers were 26 
to 50 years old. From January 1990 to September 
1996 there were 86 cases in which the aggressive 
driver was 50 to 75 years old. 

Of the 10,037 known aggressive driving inci- 
dents, the driver used a weapon or firearm in about 
4,400. The most widely used weapon was a fire- 
arm in 37 percent of the cases; the vehicle itself 
was the weapon in 35 percent of cases. In hundreds 
of cases, hostile motorists used their feet and fists, 
tire irons, jack handles and baseball bats to express 
their displeasure with other drivers. In at least 313 
cases, angry motorists threw beer and liquor bot- 
tles, rocks, garbage and partially eaten food. 

In some unique cases of road rage, vehicles such 
as a bus, bulldozer, tractor-trailer, military tank, 
tow truck or forklift were intentionally used to 
cause destruction and injury. 

There are drivers on the roads who may be men- 
tally or emotionally disturbed. They may harbor 
anger, fear and personal frustration. Others may 
be impaired by alcohol or other drugs. Millions 
of motorists are armed with firearms, knives and 
other weapons. Drivers must be wary at all times 
and avoid incidents that provoke another driver’s 
anger. 


HOW TO AVOID ROAD RAGE 





e Do not let your car phone be a distraction. 

e Do not drive if you are angry or overtired. 

e Give the other driver the benefit of the doubt. 

e Consider changing your schedule to avoid traffic 
congestion. 

e Be comfortable in your vehicle; use heat and air 
conditioning appropriately. 

e Remain relaxed in traffic; try to be patient and cour- 
teous to other drivers. 

e Correct any unsafe driving habits that are likely to 
antagonize other motorists. 

e Do not block the passing lane. Allow others to pass 
if they demand to do so. 

e Stay a safe distance from the vehicle in front of you. 

e Merge carefully. 

e Signal your lane changes. Turn your signal off after 
the maneuver. 

e Use your horn only when necessary. 

e Avoid making obscene gestures to other drivers. 





Mizell, Louis. “Aggressive Driving” A report for the AAA 
Foundation for Traffic Safety. Available online. URL: 
http://www.aaafoundation.org/resources/index.cfm? 
button=agdrtext#Aggressive%20driving. Downloaded 
on April 3, 2007. 


Roe v. Wade A 1973 ruling by the U.S. Supreme 
Court in which previous antiabortion laws enacted 
by individual states were struck down, making 
abortion legal in the United States and spelling out 
legal concerns about abortion during the three tri- 
mesters of pregnancy. 

See also ABORTION; PREGNANCY; PRO-LIFE AND 
PRO-CHOICE. 


Rogers, Carl R. (1902-1987) An American psy- 
chologist and a major early contributor in the 
movement known as client-centered therapy (phe- 
nomenology). He identified critical features of the 
psychotherapy encounter; these features, which 
apply to all therapies, include consequence on 
the therapist’s part, unconditional positive regard 
(“prizing” of the client), “empathetic understand- 
ing” (being in the frame of mind of the client) and 
communication of these qualities to the client. 
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Rogers considered clients as unique persons with 
unique perceptions, and he took psychotherapeutic 
techniques out of the area of disease and extended 
their use to normally functioning persons. His work 
has influenced all therapies. 

See also CLIENT-CENTERED THERAPY. 


role playing A technique used in psychotherapy 
in which the client acts according to a role that 
is not his or her own. It can be useful in a vari- 
ety of ways. For example, it can help a therapist 
determine how socially phobic people react to 
certain social roles and how they see themselves 
in social situations. Role playing can also help the 
individual gain insight into the conduct of others 
as well as catharsis, or release from their anxiety 
symptoms. 
See also CATHARSIS. 


Rolfing One of many contemporary body thera- 
pies used to relieve stress and improve mental and 
physical health. It is a form of deep tissue massage 
and is a combination of the disciplines of Eastern 
philosophical systems and practices and medical 
knowledge of muscular and skeletal structure. 

The technique, which is often combined with 
other body therapy techniques, was developed by 
Ida Rolf (1896-1979), an American biochemist. As 
a young woman, she had an accident and was suc- 
cessfully treated by both an osteopathic physician 
and a yoga instructor. She combined these two 
techniques with the medical system of homeopa- 
thy, a practice which calls upon the patient’s own 
healing powers rather than merely treating symp- 
toms. The therapy gained recognition through 
Rolf’s work at the Esalen Institute in California 
during the 1960s. From what had been consid- 
ered fringe or one of many complementary thera- 
pies, Rolfing and other body therapies entered the 
mainstream of mental and physical treatments in 
the mid-1900s. 

Rolfing focuses on the network of connective tis- 
sue—fascia, tendons and ligaments—that contains 
the muscles and links them to the bones. When- 
ever connective tissue fails to work effectively, pain 
results. For many, Rolfing helps to heal the body by 


bringing it into proper alignment and proper rela- 
tionship to the forces of gravity. A Rolfing practitio- 
ner puts pressure on certain areas of the patient’s 
connective tissue to improve the structure of the 
body. Certified Rolfers have had training in human 
anatomy, physiology, kinesiology and various mas- 
sage techniques. 


Finding a Rolfing Therapist 
The Rolf Institute, headquartered in Boulder, Colo- 
rado, has produced Rolfers since 1972. There are 
more than 600 practitioners across the United 
States and in 23 other countries. The Institute 
provides a complete listing of its graduates, their 
addresses and telephone numbers. The Institute 
also has a free pamphlet that lists books, videotapes 
and audio-visual information currently available 
about Rolfing. 
See also BODY THERAPIES; MASSAGE THERAPY. 


Rolf, Ida P. Rolfing: Reestablishing the Natural Alignment and 
Structural Integration of the Human Body for Vitality and 
Well Being. Rochester, Vt.: Healing Arts Press, 1989. 


Rorschach test (inkblot test) A standardized test 
in which an individual responds to a set of inkblot 
pictures. Presumably, the individual reveals his or 
her attitudes, emotions and feelings by interpreting 
the pictures. The test was developed by Hermann 
Rorschach (1884-1922), a Swiss psychiatrist and 
psychoanalyst. 
See also PSYCHOLOGICAL TESTS. 


rumination The act of being excessively anxious 
about, worrying about, thinking about and ponder- 
ing one concern for an inordinate period of time. 
Rumination is a common symptom of obsessive- 
compulsive disorder. Ruminations are repetitive, 
intrusive thoughts or obsessions about some aspect 
of one’s life, such as fear of contamination, fear of 
harming others or fear of not doing certain tasks 
correctly. The thoughts may be evoked by external 
cues or come out of the blue. Ruminations impair 
concentration and are hard to drive out of one’s 
mind. 
See also OBSESSIVE-COMPULSIVE DISORDER. 
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runner’s high A feeling of physical and men- 
tal well-being, which may occur during or after a 
period of exercise that makes the cardiovascular 
system work harder for longer than it usually does. 
For example, about 30 to 40 minutes of jogging 
may produce the feeling in many individuals. There 
is a common misconception that runner’s high is 
caused exclusively by the release of endorphins, 
brain chemicals that can reduce pain and elevate 
mood in a manner similar to that of opiate drugs. In 
addition to release of endorphins, exercise causes 
the body to release many neurochemicals that in 
turn trigger physiological reactions. For example, 
stimulation of the sympathetic nervous system, 
along with activation of the endocrine system’s 
adrenal medulla, causes the heart rate to increase 


and more oxygen to be delivered to the brain, all of 
which contribute to “runner’s high.” 
See also ENDORPHINS. 


Rush, Benjamin (1745-1813) An American physi- 
cian who was physician general during the Revo- 
lutionary War. He later turned his attention to 
psychiatry, establishing a separate wing of the 
Pennsylvania Hospital for the active treatment and 
intensive study of mental patients, on the theory 
that insanity is a disease and essentially treatable. 
His treatment methods, however, included not only 
calming patients through kindness but also blood- 
letting, purging, keeping them awake and on foot 
for 24 hours and intimidation. 


SAD See SEASONAL AFFECTIVE DISORDER. 


sadism A sexual deviation (paraphilia) in which 
an individual needs to inflict pain on another 
in order to achieve sexual satisfaction. The term 
“sadism” is named for the Marquis de Sade (1740- 
1814), a French novelist whose works described 
his own bizarre sexual activities. Works such as The 
Story of Juliette (1797) and The Bedroom Philosophers 
(1795) were long banned for obscenity; de Sade 
spent many years in prison for his views. 

Sadistic acts may include physical cruelty, such 
as beating or tying up the victim, or mental cruelty, 
as in humiliating the partner. Such acts may be 
inflicted on either a consenting or a nonconsenting 
person and may range from mild injury to raping, 
torturing or even killing the victim. Masochism is 
the term applied to instances in which an individ- 
ual must be subjected to pain in order to achieve 
such satisfaction. 

The term “sadism” was first used by Baron Rich- 
ard von Krafft-Ebing (1840-1902), a German author 
and neurologist, in his classic work Psychopathia Sex- 
ualis in 1882. He described the forms that sadism 
might take following unsatisfying intercourse, 
sadistic acts that increase desire and acts that 
brought about orgasm without intercourse in cases 
of impotence. 

Mental health professionals say that sadism as a 
psychological syndrome alone is rare. Most cases of 
sadism have been reported by prostitutes. Sadism is 
most frequently combined with masochistic behav- 
ior, a tendency to derive sexual pleasure from 
being dominated or injured by the sexual partner. 
A study of individuals who showed some type of 
sadomasochistic behavior showed that while men 
tended toward sadism and women toward masoch- 
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ism, both sexes derived pleasure from some behav- 
ior patterns of each type. 

See also MASOCHISM; PARAPHILIAS; SADOMASOCH- 
ISM; SEXUAL DYSFUNCTION. 


sadomasochism Two forms of sexual preference, 
one in which a person derives pleasure and sexual 
gratification from inflicting pain (sadism), and the 
other being when one becomes sexually aroused 
by experiencing pain (masochism). This practice is 
abbreviated as SM. Many sadomasochistically ori- 
ented people center their activities around read- 
ing magazines featuring photographs of women 
dressed in leather and spike-heeled shoes while 
they chain, whip and torture their victims; oth- 
ers actually practice this behavior. Some normal 
couples enjoy acting out sadomasochistic fantasies 
during lovemaking; the behavior becomes aberrant 
when it crosses into inflicting pain or humiliation 
on either individual. 

See also PARAPHILIAS; SADISM; SEXUAL DYSFUNC- 
TION in BIBLIOGRAPHY. 


Katchadourian, Herant A., and Donald T. Lunde. Funda- 
mentals of Human Sexuality. New York: Holt, Rinehart 
and Winston, 1972. 


SADS See SCHEDULE FOR AFFECTIVE DISORDERS AND 
SCHIZOPHRENIA. 


“safe sex” A term coined during the 1980s as the 
AIDS (Acquired Immunodeficiency syndrome) epi- 
demic heightened and was known to involve the 
heterosexual population of men and women. The 
term “safe sex” means avoiding behaviors in which 
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the AIDS virus can be transmitted. Anal intercourse 
seems to carry the highest risk for infection of all 
sexual techniques. 

Safe sex practices involve avoiding sexual inter- 
course with known drug users and those who test 
positive for the HIV virus (known to cause AIDS), 
knowing about one’s partner’s sexual background, 
using condoms as well as a spermicide and becom- 
ing involved in a monogamous relationship. Safe 
sex practices can also help avoid transmission of 
many sexually transmitted diseases. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME; 
SEXUALLY TRANSMITTED DISEASES. 

Kahn, Ada P., and Linda Hughey Holt. Midlife Health: A 

Woman's Practical Guide to Feeling Good. New York: Avon 

Books, 1989. 


“sandwich” generation The generation of mid- 
life adults who are involved in their adult chil- 
dren’s (and in some cases grandchildren’s) lives 
while still caring for aging parents. Estimates are 
that women in particular will spend more time car- 
ing for aging parents than they did in raising their 
own children. 

“Sandwich” generation adults have many stresses 
in their lives because of their multiple roles. For 
many, financial considerations are important, as 
they begin to face the possibility of requiring nurs- 
ing home care for aging parents when they have 
just finished paying off college tuitions. Many find 
that just as their children have left home, parents’ 
needs increase, and an increasing amount of time 
and energy is spent in caring for them. 

In many homes during the 2000s, adult children 
have returned to what parents thought would be 
an empty nest. With two (and sometimes three) 
generations in the home, as well as an elderly par- 
ent either in the home or elsewhere, adults find 
that they need to stretch their adaptive skills in 
family dynamics. Their children are no longer chil- 
dren, but in returning home they seem to have put 
themselves in that role. 

All involved experience many anxieties, particu- 
larly the midlife people because of their multiple 
and sometimes conflicting roles. They have time 
constraints, concerns about living arrangements 
and financial constraints, as in many cases, both 


individuals in a midlife couple are still working. 
Some in this situation must miss time from work 
or make many phone calls from work to keep their 
home situation going. 

Communication among all parties involved is 
essential. The concerns of the younger people must 
be balanced with the concerns of the elderly to 
reduce some of the tension in the household and 
stress on the middle generation. Those caught in 
the middle need to take time for themselves and 
their own interests. Relaxation techniques can also 
be helpful to improve mental health. 

Those who adapt well in this new dimension of 
parenting become good listeners, but not critics, 
helpers and supporters in emotional and finan- 
cial ways (to the extent possible) without becom- 
ing domineering. Just as when the children were 
younger, the goal of most parents is to encourage 
personal growth and independence in their chil- 
dren. In most cases, the younger generation wants 
to be on their own as soon as possible, and success- 
ful parents patiently encourage that goal. 

See also COMMUNICATION; ELDERLY PARENTS; EMPTY 
NEST SYNDROME; LISTENING; PARENTING; RELAXATION. 


schedule for affective disorders and schizophre- 
nia (SADS) A structured interview to aid in the 
diagnostic process as well as for use in research 
projects. Available since the 1970s, it covers symp- 
toms and past history. The first section evaluates 
the current condition; the second evaluates symp- 
toms occurring during the patient’s lifetime. It dif- 
fers from other such standard research diagnostic 
interview formats in that it records the severity of 
each symptom (on a 1-6 scale). 


schizoaffective disorder A category of illness 
used when a differential diagnosis between affec- 
tive disorders and schizophrenia or schizophreni- 
form disorder cannot be made. Elements of mood 
swings associated with bipolar disorder as well as 
psychotic symptoms associated with schizophrenia 
occur. Patients with the manic form of schizoaffec- 
tive disorder have been found to have increased 
likelihood of relatives with bipolar disorder. 
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See also AFFECTIVE DISORDERS; SCHIZOPHRENIA; 
SCHIZOPHRENIFORM DISORDER. 


schizoid personality disorder A personality char- 
acterized by social withdrawal, hypersensitivity, 
absence of tender feelings for others, indifference to 
praise or criticism, close friendships with only one 
or two persons and sometimes unusual thoughts or 
beliefs. Usually eccentricities of behavior, thought 
and speech are not present. 

See also SCHIZOPHRENIA; SCHIZOPHRENIFORM DIS- 
ORDER. 


schizophasia Jumbled speech characteristic of 
advanced schizophrenia. It is also known as word 
salad. 

See also SCHIZOPHRENIA. 


schizophrenia A group of mental illnesses or related 
disorders characterized in a general way by distortions 
of perception, speech and thoughts. Although symp- 
toms vary among individuals, common symptoms 
include disturbances in affect, inappropriate affect, 
withdrawal from reality, hallucinations and delu- 
sions. Schizophrenia causes pervasive dysfunction in 
many areas of behavior and is one of the most cata- 
strophic mental illnesses because of its chronicity and 
the devastating effects it has on family members. 

Individuals whose symptoms involve feelings 
of persecution and fixed delusions are said to have 
paranoid schizophrenia, despite the capacity to 
function socially and occupationally at some level; 
those who have incoherent thought and speech but 
do not have delusions are said to have disorganized 
schizophrenia. 

Schizophrenia is a chronic brain disease but it 
also highly treatable. Although there is no cure (as 
of 2006) for schizophrenia, the treatment rate with 
antipsychotic medications and psychosocial therapy 
can be high, according to the National Institutes of 
Mental Health. Some researchers believe that it may 
be possible to arrest the course of schizophrenia by 
intervening early, before truly psychotic symptoms 
begin. During this “prodromal” period, adolescents 
destined to develop schizophrenia often experi- 


ence thinking, mood and behavioral disturbances. 
Catching these problems early and treating them 
with medication and other therapies might help 
these teens avoid the full-blown illness. 

Schizophrenia is a costly disease for families as 
well as society. In 2002 the overall cost of schizo- 
phrenia in the United States was estimated to be 
about $62.7 billion, including $22.7 billion in direct 
health care costs ($7.0 billion outpatient, $5.0 bil- 
lion drugs, $2.8 billion patient and $8.0 billion 
long-term care.) 

More people in the United States suffer from 
schizophrenia than some other chronic diseases. 
(see chart below). 





RELATIVE PREVALENCE OF SCHIZOPHRENIA 





Disorder Number of People 





Schizophrenia Over 2.2 million 


Multiple sclerosis 400,000 
Insulin-dependent diabetes 350,000 
Muscular distrophy 35,000 





There seems to be a high genetic link to schizo- 
phrenia, because after a person has been diagnosed 
with schizophrenia in a family, the chance of a 
sibling to be diagnosed with the disorder is 7 to 9 
percent. If a parent has schizophrenia, the chance 
for a child to have the disorder is 10 to 15 percent. 
Risks increase when multiple family members are 
affected (see chart on page 384). 


Historical Background 


In the late 1800s Emil Kraepelin (1856-1926), a 
German psychiatrist, combined “hebrephrenia” and 
“catatonia” with certain paranoid states and called 
the condition “dementia praecox.” Kraepelin said 
the condition consisted of large irreversible intellec- 
tual deterioration that began around or shortly after 
adolescence. Eugene Bleuler (1857-1939), a Swiss 
psychiatrist, modified Kraepelin’s conception in the 
early 1900s to include cases with better outlook 
and in 1911 renamed the condition schizophrenia. 
The word “schizophrenia” is derived from the New 
Latin terms for “split mind” (schizo and phrenia). 
Diagnostic criteria in the Diagnostic and Statisti- 
cal Manual of Mental Disorders (4th ed., rev.) may 
include: (1) delusions, prominent hallucinations, 
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Risks of Developing Schizophrenia 








General population | |1% 


First cousins 2% 








Uncles/aunts | 2% 


Nephews/nieces 4% 


Grandchildren 5% 











Half siblings 6% 











Parents 6% 


Siblings 





Children 











Fraternal twins 


io 
Z 
o 
bS 
© 
a 
O 
N 
T 
v 
Nn 
< 
= 
c 
O 
Nn 
2 
© 
a 
o 
> 
2 
= 
Nn 
c 
© 
5 
w 
U 
oc 


Identical twins 














Risk of developing schizophrenia 


Source: Schizophrenia.com. “The Risks of Getting Schizophrenia." Available online. 
URL: http:/Awww.schizophrenia.com/szfacts.htm. Accessed December 4, 2006. 
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incoherence/loosening of associations, catatonic 
behavior, inappropriate/flat affect (at least two); or 
(2) bizarre delusions; or (3) prominent hallucina- 
tions, for at least one week. 


Gradual Onset of Symptoms 
Schizophrenia usually begins gradually during ado- 
lescence or young adulthood, except for the para- 
noid variety, which may develop in the late twenties 
or after. Early symptoms may not be detected by 
family and friends for a while. Initially, the sufferer 
may feel tense, is unable to sleep or concentrate 
and may become socially withdrawn, and there is 
general deterioration of job performance and self- 
appearance. Symptoms become increasingly bizarre 
as the disease progresses. Some individuals talk in 
nonsensical terms, and others have unusual percep- 
tions. The condition improves (remission or residual 
stage) and worsens (relapses) in cycles. Sometimes 





sufferers may appear relatively normal, while other 
patients in remission may appear strange because 
they speak in a monotone, have old speech habits, 
appear to have no emotional feelings and are prone 
to have “ideas of reference” (the idea that random 
social behaviors are directed at them). During an 
acute phase, schizophrenics suffer from hallucina- 
tions, delusions or thought disorders. 

The most commonly noted hallucination is hear- 
ing voices that give commands, comment on behav- 
ior or insult the patient. Hallucinations also occur 
in visual or tactile form. Visual hallucinations may 
include having nonexistent perceptions, such as 
walls bending in and out as they breathe. Tactile 
hallucinations may include itching or burning sen- 
sations or a sense that “unhealthy” processes are 
affecting the body. 

Delusions are bizarre thoughts that have no basis 
in reality. Some sufferers believe that someone can 
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Schizophrenia: Age at Onset, Males and Females 
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hear their thoughts, put thoughts into their heads 
or control their feelings. Some believe that others 
are spying on or planning to harm them, while oth- 
ers have delusions that they are a famous person 
from history or that they are part of some religious 
process. 

Thought disorders involve loosely associated 
thoughts, shifting from one topic to other, unre- 
lated topics with no logical connection. Some sub- 
stitute rhymes or make up their own words that 
mean nothing to others. 

Because of their illness, schizophrenics have a 
distorted ability to determine whether a situation or 
event they perceive is real, because while they are 
doing one activity, they may hear a voice talking 





about something totally unrelated. For example, 
while trying to read, they may hear a voice they 
attribute to Martians telling them to do something 
else. 

Schizophrenia ranks among the top 10 causes 
of disability in developed countries worldwide. 
The prevalence rate for schizophrenia is approxi- 
mately 1.1 percent of the population over the age 
of 18, according to the NIMH. Thus, at any time as 
many as 51 million people worldwide suffer from 
schizophrenia. Estimates indicate the following 
numbers: 


e China: 6 to 12 million people 
e India: 4.3 to 8.7 million people 
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e United States: 2.2 million people 
e Australia: 285,000 people 

e Canada: 280,000 people 

¢ Great Britain: 250,000 people 





PEOPLE WITH SCHIZOPHRENIA 








Status Percentage 
Homeless or living in shelters 6 percent 
In jails or prisons 6 percent 
In hospitals 5-6 percent 
In nursing homes 10 percent 
Living with family members 25 percent 
Living independently 28 percent 
Living in supervised housing 20 percent 


(group homes) 


Homelessness and Schizophrenia 
According to data from the Department of Health 
and Human Services, approximately 200,000 indi- 
viduals with schizophrenia or manic-depressive 
illness are homeless, constituting one-third of 
the approximately 600,000 homeless population. 
At any given time, there are more people with 
untreated severe psychiatric illnesses living on 
America’s streets than are receiving care in hospi- 
tals. Approximately 90,000 individuals with schizo- 
phrenia or manic-depressive illness are in hospitals 
receiving treatment for their disease. 


Suicide, Violence and Jail 


Suicide is the leading cause of premature death 
among people who have schizophrenia. The extreme 
depression and psychoses that can result from lack 
of treatment are usually the causes for attempted 
suicide or suicide. Those who have schizophrenia 
have a 50 times higher risk of attempting suicide 
than people in the general population. Violence is 
not a symptom of schizophrenia, and people with 
schizophrenia are more likely to harm themselves 
than be violent toward anyone else. Many people 
with schizophrenia are not violent toward oth- 
ers but are withdrawn and prefer to be left alone. 
Drug or alcohol abuse raises the risks of violence 
in people who have the illness, particularly if it is 
untreated. 


As many as one in five of the 2.1 million Ameri- 
cans in prisons are seriously mentally ill, out- 
numbering the number of mentally ill who are in 
mental hospitals The majority of those in jail who 
have schizophrenia have been charged with misde- 
meanors such as trespassing. The American Psychi- 
atric Association estimated in 2000 that one in five 
prisoners were seriously mentally ill, with up to 5 
percent actively psychotic at any time. Many peo- 
ple who have schizophrenia revolve between hos- 
pitals, jails and shelters. For example, in the state of 
Illinois, 30 percent of patients discharged from state 
psychiatry are rehospitalized with 30 days. In New 
York, 60% of discharged patients are rehospitalized 
within a year. 


Diagnosis and Causes 


Psychiatrists diagnose schizophrenia when the 
condition has lasted at least six months and has 
included a psychotic phase. Although there are no 
accepted laboratory tests for schizophrenia, studies 
of brain metabolism during a task requiring mental 
concentration have shown lack of normal increases 
in the frontal lobes of the brain. 

Some scientists believe that there may be an 
inherited susceptibility to schizophrenia, because 
the illness does run in families. According to the 
American Psychiatric Association, if one identical 
twin has the disease, there is a 50 to 60 percent 
chance that the sibling (identical genetic makeup) 
also has schizophrenia. If one parent suffers from 
schizophrenia, a child has an 8 to 18 percent chance 
of developing the illness. If both parents have the 
disease, the child has a risk of between 15 and 50 
percent. 

There are many theories regarding schizophre- 
nia. The onset of schizophrenia in most cases seems 
to be during puberty, as the body undergoes struc- 
tural and biochemical changes. It may be that a 
schizophrenic’s brain is more sensitive to certain 
biochemicals or that it produces excessive or inad- 
equate biochemicals necessary for good mental 
health, that the brain does not develop normally 
or that the brain may not effectively screen stimuli 
when processing information that healthy people 
easily handle. 

Some researchers have suggested that schizo- 
phrenia may have similarities to some “autoim- 
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mune” diseases, which are disorders caused when 
the body’s immune system attacks itself. Another 
theory is that the mother of a schizophrenic suf- 
fered with a viral infection while he or she was in 
the uterus. A recent finding of MRI (magnetic reso- 
nance imaging) abnormalities in non-concordant 
identical twins with schizophrenia not present in 
the normal twin supports the possibility of intra- 
uterine influence. The virus could have infected the 
baby in such a way that changes occurred many 
years after birth. Several factors put together, such 
as the genetic predisposition, the immune system 
and the virus, may interact to cause an individual 
to develop the disease. 


Treatment 


Treatment involves use of medication, hospitaliza- 
tion in some cases and psychotherapy for the indi- 
vidual as well as the sufferer’s family members. 
Treatment plans are individualized according to the 
patient’s condition and the needs of the families 
involved. 

New medical technology enables researchers to 
use several tools to diagnose or confirm diagnosis of 
schizophrenia and plan a treatment approach. One 
such technique is computerized axial tomography 
(CAT scan), which shows subtle abnormalities in 
the brains of some sufferers; ventricles (fluid-filled 
spaces within the brain) are larger in some schizo- 
phrenics’ brains. Enlarged ventricles are also seen 
in bipolar disorder, and CAT findings are therefore 
not diagnostic. 

In some schizophrenics, the prefrontal cortex in 
the brain appears to have either atrophied (shrunk, 
dried out) or developed abnormally. 

Medications that interfere with the brain’s pro- 
duction of dopamine (a biochemical) are successful 
with schizophrenics because their brains are either 
extraordinarily sensitive to dopamine or produce 
too much dopamine. 

A number of antipsychotic medications help 
bring biochemical imbalances closer to normal in a 
schizophrenic. Medications reduce delusions, hal- 
lucinations and incoherent thoughts and reduce or 
eliminate chances of relapse. 

Antipsychotic drugs have some side effects, 
including dry mouth, blurred vision, drowsiness, 
constipation and dizziness upon standing up; in a 


few weeks, these side effects usually disappear. A 
more serious possible side effect is tardive dyskine- 
sia (TD), a condition that affects 20 to 30 percent of 
people taking antipsychotic drugs. TD involves small 
tongue tremors, facial tics and abnormal jaw move- 
ments, and spasmodic movements of the hands, feet, 
arms, legs, neck and shoulders. TD symptoms are 
relieved in many cases when medication is stopped. 
A new “atypical antipsychotic” group of medica- 
tions including clozapine, risperidone, olanzapine, 
quetiapine, and ziprasidone have been shown to be 
more effective with so-called negative symptoms 
(social withdrawal, lack of initiative and motivation) 
than the older antipsychotic drugs. These newer 
medications do not depend solely on blockage of 
dopamine as do the older antipsychotic medications. 
These medications also have a much lower incidence 
of extrapyramidal side effects and tardive dyskinesia. 
A proportion of patients who have shown limited 
progress while treated with older medications have 
shown much improved responses with the use of 
“atypical antipsychotic” medications. 

Psychotherapy for the individual as well as 
family members helps all involved cope with the 
disease and its processes. Family members need 
reassurance and suggestions for handling the emo- 
tional aspects of the disorder. Suggestions may also 
be made regarding changes in the patient’s living 
and working environment that will reduce stress 
and anxieties. 

A variety of other therapies are useful for many 
schizophrenics, including dance therapy, art ther- 
apy, psychodrama and occupational therapy. 

See also AFFECTIVE FLATTENING; ANTIPSYCHOTIC 
MEDICATIONS; CLOZAPINE; HOMELESSNESS; PSYCHOSIS; 
PSYCHOTHERAPIES; RESOURCES; TARDIVE DYSKINESIA; 
THOUGHT DISORDERS. 


schizophrenic depression The term applied to a 
mental illness that is characterized by the combined 
symptoms of schizophrenia and depression. 

See also DEPRESSION; SCHIZOPHRENIA. 


schizophreniform disorder A disorder that meets 
the criteria of schizophrenia but is of shorter duration, 
generally lasting two weeks to six months. Although 


388 schizotypal personality disorder 





the onset is acute rather than gradual, there is a 
greater chance of recovery from schizophreniform 
disorder than from schizophrenia. The term was 
first used in 1939 to describe an acute disorder that 
occurred in persons with normal personalities. 

See also SCHIZOPHRENIA. 


schizotypal personality disorder A pattern of 
peculiar behavior, odd speech and thinking and 
unusual perceptual experiences; a mild form of 
schizophrenia without psychotic symptoms. Treat- 
ment often centers on issues that disturb the patient, 
such as mild feelings of paranoia or ideas of refer- 
ence. A supportive approach and training in social 
skills help many individuals feel more comfortable 
in social situations. 

See also PERSONALITY DISORDERS; SCHIZOPHRENIA. 


school phobia In children, one of the most com- 
mon anxiety disorders; also known as school refusal 
or school absenteeism. There is some controversy 
whether refusal to go to school is related to separa- 
tion anxiety, truancy secondary to conduct disor- 
der or a fear of failure. Fear of going to school may 
begin as early as kindergarten, but it usually devel- 
ops during grade or junior high school. In many 
cases, the child begins to devise reasons for staying 
home from school. Some develop symptoms, such 
as nausea, stomachache or headache. Others leave 
home for school but then return without their par- 
ents knowing that they are absent from school, or 
spend their day elsewhere. 

School avoidance should be evaluated and 
treated as soon as it is detected to prevent future 
personal, academic and social consequences. A 
therapist, along with teachers, parents and the 
child, should try to determine the underlying rea- 
sons for the school avoidance. Reasons may include 
low self-esteem, being teased or bullied by others, 
being criticized by others or feeling inferior to oth- 
ers. Situations surrounding actual school issues 
should be considered, such as riding on the school 
bus, eating in the school lunchroom, using the pub- 
lic washrooms and undressing in the gym locker 
rooms. Issues of body image may be involved. 
Often the child’s mother covertly remembers her 


own phobic behavior or has anxieties about the 
child and needs supportive help to not convey her 
anxieties to the child. 

Treatment of a child who avoids school should 
be regarded as a crisis intervention. The goal should 
be to get the child back in school as soon as possible 
and attending regularly with less fear and more 
confidence to meet the daily challenges, whether in 
the classroom, the playground or the gym. 

With appropriate counseling and conferences 
with teachers or other school officials, children and 
parents can develop a new understanding of the 
anxieties regarding school attendance. There is some 
evidence linking early history of school phobia with 
later occurrences of panic disorder and agoraphobia. 

Fear of school, or school phobia, is known as 
didaskaleinophobia. 

See also ANXIETY DISORDERS; PHOBIA. 


Andreasen, Nancy C., and Donald W. Black. Introductory 
Textbook of Psychiatry. Washington, D.C.: American Psy- 
chiatric Association, 1991. 


SCID-II The Structured Clinical Interview for Per- 
sonality Disorders is a research tool for screening 
personality disorders. Available from the American 
Psychiatric Press, it covers categories of personal- 
ity disorders included in the Diagnostic and Statistical 
Manual of Mental Disorders, 4th ed. 

See DIAGNOSTIC AND STATISTICAL MANUAL, 4TH ED., 
PERSONALITY DISORDERS. 


screen memory The memory of an unacceptable 
experience, often of a trivial or harmless nature, 
which unconsciously serves the purpose of con- 
cealing or screening out an associated experience 
of a more significant nature. Screen memory (also 
known as cover memory) is a form of resistance 
frequently encountered in psychotherapy. 


seasonal affective disorder (SAD) Seasonal affec- 
tive disorder (SAD) seems to result from the stress 
of not seeing much sunshine or daylight. It affects 
an estimated 35 million Americans. It is charac- 
terized by severe mood swings that correspond to 
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the change of seasons. Depression usually becomes 
more prevalent during the winter months, while the 
mood switches to mania with the coming of spring. 

The incidence of SAD rises with geographic lati- 
tude, affecting 1.4 percent of Floridians but almost 
10 percent of the population of New Hampshire. 

Therapy for SAD includes use of specially made 
bright lights that extend the hours of illumination 
during short winter days. In some cases, medica- 
tions and psychotherapy are useful. 


Role of Genetics 


People who eat more, sleep more and are more 
depressed during the winter months probably have 
family members experiencing similar changes, 
according to an article in the Archives of General 
Psychiatry (January 1996). Researchers from Wash- 
ington University School of Medicine in St. Louis, 
Missouri, surveyed 4,639 adult twins from Australia 
to determine if there is a biological predisposition to 
seasonal rhythms in mood and behavior (seasonal- 
ity). Two types of seasonality have been clinically 
described: one characterized by a winter pattern and 
a second by a summer pattern of depressive mood 
disturbance. Other surveys, cited by the research- 
ers, have shown that one in four adults suffers from 
some type of seasonality disorder. 

Many of the twins surveyed for this study (40 
percent) lived in the Australian state of Victoria. 
The region has seasonal changes in sunlight expo- 
sure similar to Montgomery County, Maryland, 
where research on SAD was pioneered, according 
to the article. 

The researchers found that winter was much 
more likely than summer to lead to changes in 
mood, energy, social activity, sleep, appetite and 
weight. They also found a “significant genetic influ- 
ence” on those changes. The researchers wrote: 
“Thirteen percent of our sample complained that 
seasonality was a personal problem, 17 percent 
reported that they felt worse during the winter 
and eight percent reported that they experienced a 
summer pattern of worsening in mood. Only 2 per- 
cent of our sample reported a degree of seasonality 
that resembled the response of patients who were 
clinically diagnosed as having seasonal affective 
disorder (SAD),” which is the most extreme form 
of seasonality. 


The researchers concluded that “There is a ten- 
dency for seasonality to run in families, and this is 
largely owing to a biological predisposition.” These 
findings support continuing efforts to understand 
the role of seasonality in the development of mood 
disorders. 

See also DEPRESSION; PHARMACOLOGICAL APPROACH; 
PSYCHOTHERAPIES. 


Madden, Pamela A. F. “Seasonal Changes in Mood and 
Behavior.” Archives of General Psychiatry (Janurary 1996). 


secondary depression A depression occurring 
in an individual who has another illness—either 
mental or physical—that precedes the depression. 
Depression may accompany psychiatric disorders, 
such as obsessive-compulsive disorder, alcohol 
abuse or alcoholism (most common), and it may 
occur after or along with a medical illness. Careful 
evaluation of secondary depression is essential to 
determining the cause and course of treatment. 
See also ANTIDEPRESSANT MEDICATIONS; DEPRESSION. 


secondary gain Advantages derived from an 
anxiety disorder, other than the primary gain of 
relieving the internal conflict or anxiety. Examples 
of such gains include attention, sympathy, avoid- 
ance of work and domination of others. These gains 
are reactions to the illness instead of causal factors. 
They often prolong the anxiety disorder and may 
create resistance to therapy. 


secrets The word “secret” is derived from the 
Latin word “secretus,” meaning separate, or out of 
the way. The current definition, according to the 
American Heritage Dictionary of the English Language, 
includes the following: 


e something kept hidden from others or known 
only to oneself or to a few 


e concealed from general knowledge or view 
e dependably close-mouthed; discreet 


e not visibly expressed; private; inward 
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Most of us know something that fits into the 
above definitions that we do not tell others. What 
the definition does not say, however, is that many 
of us are uncomfortable and stressed by the secrets 
we keep. Many of us have a lifelong struggle with 
the keeping of secrets. Some of us think that there 
is something wrong in having a secret, but we do 
not know what to do about it. Some of us even 
think there is something wrong with us. 

Some of us have serious secrets, such as having 
committed a crime, while others have less serious 
secrets, such as having had orthodontia as a teen- 
ager. We use energy worrying about keeping the 
secret. We feel scared, threatened and held back 
from letting our real selves emerge. Some secrets 
become all-consuming. 

There are those whose sexual orientation may 
be unknown to their friends and families, adults 
who have never had a sexual experience, secret 
alcoholics, agoraphobics afraid to venture out of 
their homes without a trusted person, women who 
have had abortions or gave babies away, people 
who know they are adopted and choose not to tell 
their spouses. Some people were married once and 
never told their second spouse. Some are currently 
victims of abuse by their husbands or wives. Others 
may have a history of mental illness in their family, 
once attempted suicide or struggled with mental 
health issues. 

An increasing number of individuals undergo 
cosmetic surgery. Then there are those who never 
tell their wartime secrets, or those who undergo rig- 
orous religious training for the priesthood or rab- 
binate but later perform more secular jobs, or those 
in professional capacities, such as doctors or lawyers 
who hide just as many secrets about themselves 
(e.g., psychiatrists who are drug addicts) as the rest 
of us. Hiding a nonvisible handicap, such as vision 
or hearing impairment, diabetes or cancer, pro- 
duces stresses that can lead to anxiety disorders. 
Just as the size of ears and noses vary among indi- 
viduals, so do the sizes and shapes of secrets vary 
among individuals. But the common factor among 
them is the indecision, anxiety and stress they 
produce. 

As we continue to worry about hiding our 
secret, the stress produced by the hiding leads to 
body tension, thereby producing psychophysiologi- 


cal illnesses, such as headaches and stomachaches, 
and behavioral symptoms, such as irritability, short 
temper and difficulty concentrating, and psycho- 
logical reactions, such as anxieties, depression and 
frustration. 


Telling Secrets 


Some secrets should be kept. Divulging some 
secrets at the wrong time to the wrong people can 
be embarrassing, shameful and may interfere with 
one’s life and lifestyle. On the other hanad, telling a 
secret at an appropriate time to an appropriate per- 
son may help you feel freer, unburdened and able 
to let go of the fears that you have faced. Telling 
can be a positive force and work to your benefit. 


Secrets to Share 


Secrets can be divided into those to keep, those to 
let go of and those to share; the person with the 
secret must decide which category pertains to his 
or her particular knowledge. Many couples share 
secrets—the intimacies of their relationship is one 
example. Business associates share secrets. Moth- 
ers and daughters, fathers and sons share secrets. 
Many admit to shared secrets, and for many their 
sharing has helped bond their loving and support- 
ive relationship. Fortunately for them, their shared 
secrets are “constructive” secrets. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


security object A special object, such as a blanket 
or a favorite toy, that gives a young child reassur- 
ance and comfort. Many children sleep with their 
security object or take it with them wherever they 
go. If the item is lost or taken away, the child will 
become extremely distressed until it is returned. 


sedative drugs Substances that tend to moder- 
ate or tranquilize (sedate) a person’s state of mind 
and help induce sleep. Many drugs have sedative 
side effects; examples include antianxiety drugs, 
antipsychotic drugs, some antidepressant drugs 
and some sleeping medications. Many sedative side 
effects decrease as the patient takes the medica- 
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tion over time, and the patient accommodates to 
the side effects. Many people receive sedative drugs 
before surgery. 

See also BARBITURATE DRUGS; CENTRAL NERVOUS 
SYSTEM; HYPNOTIC DRUGS. 


seizures A sudden episode of uncontrolled elec- 
trical activity in the brain. Symptoms may be as 
subtle as a twitching of a small area of the body— 
such as the face or an arm or leg—or more severe, 
causing a convulsion of the body. Consciousness 
is almost always lost during a seizure. Recurrent 
seizures are known as epilepsy. Seizures can occur 
because of infection, head injury, brain tumor or 
stroke (cerebrovascular accident) or may be alco- 
hol-related. 

See also ANTICONVULSANT MEDICATIONS; CONVUL- 
SIONS; EPILEPSY. 


selectiveserotoninreuptakeinhibitors (SSRIs) A 
type of antidepressant available since the late 1980s. 
The first drug in this group was fluoxetine (mar- 
keted as Prozac). Certain brain chemicals known as 
neurotransmitters are associated with depression, 
particularly the neurotransmitter serotonin. SSRIs 
are called selective because they seem to affect 
only serotonin. Abnormalities in neurotransmit- 
ter activity may affect mood and behavior. SSRIs 
appear to relieve symptoms of depression by block- 
ing the reabsorption or reuptake of serotonin by 
certain nerve cells in the brain. Thus, more sero- 
tonin is available to enhance neurotransmission 
and improve mood. 

SSRIs are considered generally safer than other 
classes of antidepressants because they are less 
likely to have adverse interactions with other 
medications and are less dangerous if taken in an 
overdose. While SSRIs are not considered addic- 
tive, they can cause withdrawal-like symptoms if 
treatment is stopped abruptly or if several doses are 
missed. Users should consult their physicians before 
stopping these and other medications. 

SSRIs appear to be effective in treating vari- 
ous anxiety disorders, particularly panic disorder, 
obsessive-compulsive disorder and possibly social 
phobia. 


GENERIC AND BRAND NAMES OF SSRIs 





Generic Name Brand Name 





citalopram Celexa 
escitalopram oxalate Lexapro 
fluoxetine Prozac 
paroxetine Paxil 
sertraline Zoloft 





See also ANTIDEPRESSANT MEDICATIONS; DEPRESSION. 


Kelsey, Jeffrey E. “Selective Serotonin Reuptake Inhibi- 
tors.” In Kaplan and Sadock’s Comprehensive Textbook of 
Psychiatry, Vol. 2, 8th ed. Philadelphia: Lippincott Wil- 
liams & Wilkins, 2005. 


selegiline A medication (trade name: Depreny]l) 
that slows the progress of Parkinson’s disease. It 
was approved for use in the United States in 1989. 
It is a monoamine oxidase (MAO) Type B inhibitor 
at low doses that increases brain dopamine level; 
at higher doses it inhibits MAO Type A and may be 
useful for depression. A selegiline patch (a trans- 
dermal treatment, marketed as EMSAM) has been 
approved by the Food and Drug Administration for 
use in treating depression. 
See also PARKINSON’S DISEASE. 


self-efficacy (SE) Expectations or beliefs in our 
capabilities to perform a given behavior or group of 
behaviors successfully. These beliefs may influence 
behavioral choices, performance and persistence. 
The concept was developed in the 1970s by Albert 
Bandura (1925- ), a Canadian-born American psy- 
chologist. The concept of self-efficacy expectations is 
widely used and studied. It was first applied to career 
psychology and counseling in the early 1980s. 
Bandura suggested that one of the major tasks of 
a counselor was to assist the client in increasing his 
or her expectations of self-efficacy regarding tar- 
geted behavioral areas, through interventions based 
on sources of information, such as performance 
accomplishments, vicarious learning and encour- 
agement. The more dependable the experiential 
sources, the greater the change in perceived self- 
efficacy and the improvement in mental health. 
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Self-efficacy beliefs can be helpful in under- 
standing and predicting behavior. Low self-efficacy 
expectations regarding a behavior or area of behav- 
ior lead to avoidance of those behaviors. Increases 
in expectations of self-efficacy should increase 
the frequency of approach instead of avoidance 
behavior. Additionally, interventions designed to 
facilitate approach behavior are effective because 
they increase the individual’s expectations of self- 
efficacy regarding previously avoided behavior. The 
concept is often used in treating phobias and anxi- 
ety disorders, as avoidance is a major part of phobic 
reactions. 

Improved self-efficacy or self-confidence after 
therapy may reduce the stress associated with a pho- 
bia. However, a better way to increase SE is by expo- 
sure, the same procedure that can reduce fear. If a 
task is frightening, SE reflects an individual’s willing- 
ness rather than ability to do it. When willingness 
rises, there is less anticipated fear and stress. 

SE can predict psychological changes that might 
result from various modes of treatment. For exam- 
ple, expectations of personal efficacy determine 
whether better coping behavior will begin, how 
much effort will be expended and how long it will 
continue in the face of previously avoided situa- 
tions. Persistence in activities that are subjectively 
threatening but in fact are relatively safe produces, 
through experiences of mastery, further enhance- 
ment of self-confidence and corresponding reduction 
in defensive behavior and reduction of anxiety. 

See also ANXIETY DISORDERS; BEHAVIOR THERAPY; 
EXPOSURE THERAPY; PHOBIA; SELF-ESTEEM; STRESS. 


self-esteem Liking, respecting and accepting 
oneself and appreciating one’s self-worth. In the 
1990s, self-esteem has been targeted as a major char- 
acteristic of good mental health. Low self-esteem can 
lead to mental and physical disorders, such as depres- 
sion, poor appetite, sleeplessness and headaches. 
People tend to compare themselves with others, 
their own standards and standards set for them by 
others. If they think they do not measure up, they 
have low self-esteem. Such individuals may feel 
inferior, either intellectually or physically, while 
individuals with high self-esteem feel confident and 
capable. People with low self-esteem often depend 


on approval from others. Some become workahol- 
ics, and some become totally dependent on outside 
approval. 

Lack of self-esteem can be life threatening, par- 
ticularly in young people when it is a major factor 
in suicide. Lack of self-esteem has been pointed to 
as a cause for many social ills, including juvenile 
delinquency, crime and substance abuse. While it 
may not be the most important causative factor, it 
usually plays a role. 

Causes of low self-esteem vary among individu- 
als, but there are many common themes. For exam- 
ple, many people have low self-esteem because of 
physical appearance. Obesity is a common situation; 
this can be overcome by seeking counseling regard- 
ing a diet and exercise program. Some adults have 
lifelong low self-esteem because of a prominent 
facial feature, such as a misshapen nose or ear; with 
counseling and possibly cosmetic surgery, improve- 
ments can be made in both outlook and appearance. 
But some people have obsessional ideas about unat- 
tractive body features (dysmorphophobia), which 
seems to be a subtype of obsessive-compulsive dis- 
order; this should be understood and treated. 

There are other common physical causes of low 
self-esteem. Child abuse, whether sexually or psy- 
chological, can be a major factor. Abused spouses 
and lovers also suffer from low self-esteem. Being 
bullied or criticized in school can also harm a child’s 
confidence and self-worth. 

Some children lose their self-esteem on the ath- 
letic fields because they do not compete well or 
do not have the physical ability to keep up with 
others. Other children lose self-esteem in the class- 
room when they find doing math or science dif- 
ficult and are advised to pursue other avenues of 
career choice. Simple comments by teachers can 
ruin a child’s self-esteem; for example, when a 
child is told that he cannot sing well and should 
just mouth the words, he may lose his confidence 
in ever trying to sing again. A high school student 
criticized because of lack of public speaking abil- 
ity may become afraid of standing up in front of a 
crowd. In such cases, lack of self-esteem can lead to 
social fears and phobias. 

Extreme over-inflation of self-esteem is a char- 
acteristic of manic behavior. An individual may feel 
extremely powerful and influential and may even 
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experience delusions. Narcissistic individuals act 
as if they feel very important, but in fact they rely 
constantly on external support for money, clothes, 
important friends and success to counteract their 
inner emptiness and low self-esteem. 

See also BODY IMAGE; CODEPENDENCY; CRITICISM; 
DEPRESSION; INFERIORITY COMPLEX; SCHOOL PHOBIA; 
SUICIDE. 


Kahn, Ada P., and Sheila Kimmel. Empower Yourself: Every 
Woman's Guide to Self-Esteem. New York: Avon Books, 
1994, 


self-help groups These consist of people who 
share a common experience and wish to assist one 
another with or without the use of a trained mental 
health professional. Such groups became popular 
during the 1970s and continue to be so. Central to 
a self-help group is the idea of sharing feelings, per- 
ceptions and problems with others who have had 
the same experience. The group can pass on practi- 
cal advice to new members, such as what life is like 
after divorce or how to cope with aging parents. 

The National Self-Help Clearinghouse can pro- 
vide information about groups throughout the 
United States, as well as books and pamphlets on 
how to start a group and what to look for in an 
existing group. 


self-help techniques American society has been 
offered self-help in the form of magazine articles, 
radio call-in shows, television talk shows, speakers, 
support groups, audio and video tapes. Self-help 
can work if the individual is motivated to make it 
work. In fact, even with psychotherapy under the 
guidance of a mental health professional, much of 
the improvement in a person’s mental health actu- 
ally comes from self-help. 

Self-help techniques include meditation and 
progressive relaxation. Both are skills that can be 
learned and applied to relieve many mental health 
concerns, such as stress, anxiety and phobias. 

Many individuals join self-help groups or sup- 
port groups to learn various techniques for particu- 
lar situations. 

See also ANXIETY; MEDITATION; STRESS. 


“Special Focus on Self-Help.” Anxiety Disorders Association 
of America Reporter 6, no. 3 (Summer/Fall 1995). 


self-hypnosis See HYPNOSIS. 


self-injurious behaviors Deliberately injuring or 
destroying body tissue, particularly to change a 
way of feeling, such as emotional tension, anxiety, 
anger toward oneself or low self-esteem. According 
to the American Academy of Child and Adolescent 
Psychiatry, the causes and severity of self-injuries 
vary; some forms may include scratching, picking, 
cutting, burning, biting and bruising. Tattoos and 
body piercings are not considered self-injurious 
behaviors because they are performed by someone 
else in a context intended to beautify the body. 

Estimates are that 1 to 2 million people in the 
United States intentionally injure themselves; many 
of these are adolescents. Some teenagers may feel 
gratification, relief and comfort after the act of self- 
injury. Self-harm often begins in early adolescence 
and peaks between the ages of 18 and 24, although 
there are cases of self-injury occurring in younger 
children as well as those in middle age. Teenagers 
who have undiagnosed and untreated anxiety and 
depression are the ones most likely to engage in 
these behaviors. It is a dissociative process, permit- 
ting the individual to detach from his or her body 
and environment. Negative thoughts are forgotten, 
and he or she regains a sense of control, if only for 
the moment. Some self-injurers have no conscious 
memory of injuring themselves. 

While many feel helpless to stop, self-injurious 
behaviors can be reduced and eventually stopped. 
Individuals can be helped to overcome these self- 
destructive acts with self-help strategies, individual 
and family therapy, support groups and sometimes 
medications. 

See also CHILDREN, ADOLESCENTS AND YOUTH; 
DEPRESSION; DISSOCIATIVE DISORDERS; SELF-ESTEEM. 


AmericanAcademyofChildandAdolescentPsychiatry. “Self 
Injury in Adolescents.” Available online. URL: http:// 
www.aacap.org.page.ww?name=Self-Injury+in+ 
Adolescents&Section=Facts+for+Families. Downloaded 
on April 3, 2007. 
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self psychology A term for the psychological sys- 
tem propounded by Heinz Kohut (1913-81), an 
Austrian-born American psychoanalyst. This the- 
ory holds that all behavior can be interpreted in 
reference to the self. He proposed that the young 
child has tendencies toward assertiveness and 
ambition as well as tendencies toward idealization 
of parents and the beginnings of ideals and values. 
Both groups of tendencies contribute to strong 
ties between the infant and parent. He believed 
that the real mover of psychic development is the 
self, rather than sexual and aggressive drives, as 
Sigmund Freud suggested. Kohut used the term 
“self-object” to describe an object in an infant’s sur- 
rounding that the infant regards as part of him- or 
herself. People with narcissistic personality disorder 
cannot separate adequately from the selfobject and 
thus cannot perceive or respond to the individual- 
ity of others. Kohut believed that lack of emphatic 
response between parent and infant is the cause of 
later psychological disorders in the growing child. 

Kohut developed his major theories in several 
publications, including The Analysis of the Self (1971), 
The Restoration of the Self (1977) and The Search for 
the Self (1978). 


self-talk See AFFIRMATION. 


Seligman, Martin E. P. (August 12, 1942— ) An 
American psychologist known for his work on posi- 
tive psychology, learned helplessness, depression and 
optimism and pessimism. He is currently Leadership 
Professor of Psychology in the department of psychol- 
ogy at the University of Pennsylvania and is a best- 
selling author. He has published more than 20 books 
and 200 articles on personality and motivation. 

Dr. Seligman’s research and writing has been 
supported by many institutions, including the 
National Institute of Mental Health since 1969, the 
National Institute of Aging, and the National Sci- 
ence Foundation. He is the director of the Positive 
Psychology Network and is a past president of the 
division of clinical psychology of the American Psy- 
chological Association. His books have been trans- 
lated into 20 languages and have been best sellers 
both in America and abroad. 


Since 2000 Dr. Seligman’s main mission is to 
promote the field of positive psychology, which 
includes the study of positive emotion, positive 
character traits and positive institutions. He is the 
author of Authentic Happiness published in 2004. 

See also POSITIVE PSYCHOLOGY. 


Selye, Hans (1907-1982) AnAustrian-bornCana- 
dian endocrinologist and psychologist well known 
for his work in stress research. He introduced the 
concept of stress to the psychological world during 
the early 1940s. He is the author of The Stress of Life 
(1956) and Stress without Distress (1974). 

He received his medical training in Europe, 
but he did most of his innovative research on the 
effects of stress in Montreal at McGill University 
and the Institute de Medicine et de Chirugie Exper- 
imentales de l'Universite de Montreal. He received 
his medical degree and his Ph.D. from the German 
University in Prague. He held earned doctorates in 
medicine, philosophy and science, as well as at least 
19 honorary degrees from universities around the 
world. He authored more than 32 books and more 
than 1,500 technical articles. For many years he 
was professor and director of the Institute of Exper- 
imental Medicine and Surgery at the University of 
Montreal. 

In 1950 Selye coined the term “general adapta- 
tion (or stress) syndrome.” Selye borrowed the term 
“stress” from physics and applied it to the mutual 
actions of forces that take place across any section 
of the body and threaten homeostasis. Although 
not all states of stress were noxious, according to 
Selye, he held that the more severe, protracted 
and uncontrollable situations of psychological and 
physical distress led to disease states. His concept of 
GAS focused on the reaction of the body to illness 
or foreign substances as opposed to concentrating 
on specific illnesses and their treatment. Although 
his work was medical and in some ways controver- 
sial, the mental health disciplines profited from his 
groundbreaking stress research. 

He defined stress as “the nonspecific response of 
the body to any demand made upon it.” It is more 
than “merely nervous tension,” and he ultimately 
categorized well over 1,000 physiological things 
that occur in stress and adaptation. His theory is a 
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description of what one may expect in the body’s 
attempts to adapt and return to “normality” during 
chronic exposure to stressors. 

Selye believed that “stress is the spice of life. 
Without it you would be a vegetable—or dead.” 

His famous and revolutionary concept of stress 
opened countless new avenues of treatment 
through the discovery that hormones participate 
in the development of many degenerative diseases, 
including coronary thrombosis, hardening of the 
arteries, high blood pressure, arthritis, peptic ulcers 
and even cancer. 

See also DIS-STRESS; EUSTRESS; GENERAL ADAPTA- 
TION SYNDROME; HOMEOSTASIS; STRESS. 


Selye, Hans. The Stress of Life. New York: McGraw-Hill, 
1956. 

. Stress without Distress. Philadelphia: J. B. Lippin- 

cott, 1974. 





senile dementia See DEMENTIA; SENILITY. 


senility Changes in mental ability brought on by 
old age, including impaired memory and reduced 
ability to concentrate. Dementia affects about one 
in five individuals over age 80. 

See also DEMENTIA; MEMORY. 


sensate-focus-oriented therapy The approach 
developed by Masters and Johnson to overcome 
sexual difficulties involving training sessions in 
which both partners learn to think and feel sensu- 
ally by progressively touching, stroking, fondling, 
kissing and massaging all parts of their mate’s body. 
The therapy also includes a complete history of 
each partner’s attitudes, steps toward improvement 
in communication between the partners and at- 
home practice. 
See also SEX THERAPY; SEXUAL DYSFUNCTION. 


sense of humor See LAUGHTER. 


sensory integration disorder (SID) A neurologi- 
cal disorder characterized by difficulty in taking in 


information through the five senses (touch, move- 
ment, smell, taste, vision and hearing) and inte- 
grating it with prior information, memories and 
knowledge stored in the brain to make meaningful 
responses to stimuli in the environment. SID can 
affect learning ability and social interactions. Stud- 
ies indicate that approximately 70 percent of chil- 
dren who have learning disabilities have sensory 
issues. Children with pervasive developmental dis- 
orders such as autism, children born prematurely, 
children who have had head trauma or attention- 
deficit/hyperactivity disorder and children with 
anxiety disorders are also more prone to SID. 
Sensory integration occurs in the central nervous 
system and is thought to occur through complex 
interactions of portions of the brain responsible for 
coordination, attention, arousal levels, autonomic 
functioning, higher-level cognitive functions, emo- 
tions and memory. An abnormal reaction to touch 
and movement is the most common symptom. SID 
involves underprocessing, overprocessing and pro- 
cessing with interference, such as “white noise.” 
According to A. Jean Ayres, Ph.D., in her book 
Sensory Integration and the Child, “good sensory pro- 
cessing enables impulses to flow easily and reach 
their destination quickly. Sensory integrative dys- 
function is a sort of ‘traffic jam’ in the brain. Some 
bits of sensory information get tied up in traffic, 
and certain parts of the brain do not get the sensory 
information they need to do their jobs” (Ayres, 51). 
Some young children may constantly ask about or 
orient to sensory input that others ignore, such as air 
conditioner noises, lawnmowers, or other outdoor 





COMMON BEHAVIORS IN CHILDREN WITH SENSORY 
INTEGRATION DISORDER 





e repetitive movements, such as hand flapping 
e likes taking things apart 

e unusual sensitivity to certain sounds or smells 
e unusually high or low activity level 

e difficulty with transitions 

e short attention span 

e tendency to be easily distracted 

e fascination with water, fans, lights 

e acute awareness of background noises 

e little awareness of pain or temperature 

e coordination difficulties 
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sounds. Other children may fail to respond to certain 
stimuli, such as when their name is called. Children 
with regulatory disorders may have difficulty estab- 
lishing appropriate sleeping and eating patterns. 
Other children may seem distractible, hyperactive or 
uninhibited because they do not screen out nones- 
sential sensory or visual information. 

While young children’s attention span is generally 
short, a child who has sensory integration dysfunc- 
tion shows even more distractibility and does not 
play, climb and swing in an organized way. Other 
children with this dysfunction may play with toys in 
repetitive ways. They may learn one way to play with 
a toy or playground equipment without adding vari- 
ations, or they may play creatively. Other children 
may have poor balance and may trip easily and bump 
their heads because they lack protective responses 
when they begin to fall. Sensory integration disorder 
is often diagnosed in young children who lack pur- 
pose in their activity and are easily distracted. 

After exciting physical activity or after becom- 
ing upset, some children have trouble calming 
down. Tantrums may occur, and the child may 
seem inconsolable. Other children seek excessive 
amounts of vigorous sensory input, such as swing- 
ing or spinning, without experiencing dizziness. 

Children may become discouraged or develop 
low self-esteem when they become aware of dif- 
ferences in their function and those of their peers. 
The child may have difficulty with transitions such 
as leaving one activity and moving on to another. 
If a child has difficulty with motor skills and play 
activities, it may be hard for him or her to be part 
of a group, may cause aggressive behaviors or may 
cause the child to be a loner. 

Help may be sought from certified profession- 
als (usually occupational or physical therapists) 
when behavior patterns and problems interfere 
with the child’s function in his or her play, physi- 
cal and emotional development, interaction with 
other children and adults and ability to develop 
independence. Therapists specializing in sensory 
integration will do a structured examination of 
the child’s responses to various sensory stimula- 
tion, checking for balance, fine and gross motor 
skills, coordination and eye movements. Other 
tests may also be done, such as developmental 
testing to be sure that the child is developmentally 


SYMPTOMS CAUSED BY FIVE SENSES 





Sensory Symptoms 





Auditory Holds hands over ears frequently 

Seems oblivious to sounds while 
engaged in an activity 

Responds negatively to unexpected 
sounds 

Hesitates going up and down stairs 

Avoids bright lights 

Avoids eye contact 

Prefers to be in the dark 

Avoids certain smells/tastes 

Routinely smells nonfood objects 

Seeks out certain smells and tastes 

Does not seem to smell strong odors 

Hangs on people, furniture; likes 
familiar situations 

Seeks out action in daily life 

May have poor endurance 

May walk on toes 


Visual 


Smell/taste 


Body position 


Movement Unawareness of risk of certain 
behaviors 
Avoids climbing or jumping 
Avoids playground equipment 
Touch Has decreased awareness of pain 


Avoids messiness of glue, sand, etc. 

Sensitive to certain clothing fabrics 

Touches people inappropriately 

Difficulty paying attention 

Overly affectionate with others 

Noticeable anxiety 

Goes from one activity to another 
frequently 

Difficulty making friends 


Attention and 
social 
behavior 





up to par. Based on deficits noticed, activities will 
be performed with the child to help him or her 
react properly to sensory stimulation. The focus 
will be on adaptive measures to help the child 
function more appropriately and feel more com- 
fortable. Therapists may administer and interpret 
the results of the Sensory Integration and Praxis 
Tests (SIPT) and make recommendations. Physi- 
cal therapists emphasize the importance of the 
ear, which affects balance and gravity response 
and muscle tone. 
See also ASPERGER’S SYNDROME; AUTISM. 
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Ayres, A. Jean. Sensory Integration and the Child. Los Ange- 
les: Western Psychological Services, 1994. 


separation anxiety A distressed feeling one expe- 
riences when separated from parents or individuals 
with whom one has an attachment. Infants and tod- 
dlers normally experience anxiety about separation 
from parents or caregivers, but the intensity usually 
diminishes by the time the child is four to five years 
old. Children who fear separation cry, cling to the 
parent and demand to be held and cuddled. 

In childhood, symptoms of separation may be 
headaches, stomachaches and other vague com- 
plaints in an effort to keep the parent from leaving 
or to keep the child from going off to school. School 
phobia, or school refusal, is sometimes a case of sep- 
aration anxiety rather than a fear of being bullied 
or a fear of failure. What some children fear is that 
something dreadful will happen to their parent(s) if 
they are away or that the parent will not be there 
when the child returns. 

Sometimes the parent (usually the mother) has 
fears of danger when her child is away from her, 
which get transmitted to the child and augments 
the child’s fears. This means that often the mother 
of a child with separation anxiety may need sup- 
portive psychotherapy to help the child. There is 
some evidence that a child who has a history of 
separation anxiety is associated with panic attacks 
and agoraphobia as an adult. 

See also AGORAPHOBIA; SCHOOL PHOBIA; SECURITY 
OBJECT. 


Serax Trade name for the benzodiazepine medica- 
tion oxazepam. It is also approved for treatment of 
acute bipolar disorder. Recent studies have shown 
significant antidepressant effects in people with 
bipolar depression. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


serious mental illness (SMI) Serious mental ill- 
ness is defined as having at some time during the 
past year a diagnosable mental, behavioral or emo- 
tional disorder that meets the criteria specified in 


the fourth edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM-IV) (American Psy- 
chiatric Association, 1994) and results in functional 
impairment that substantially interferes with or 
limits one or more major life activities. 

Mental disorders are the leading cause of dis- 
ability (lost years of productivity) in North America 
and Europe and increasingly throughout the world. 
According to the National Alliance for the Mentally 
Ill (NAMI). Without treatment, the consequences 
of mental illnesses for many are staggering. There 
may be unnecessary disability, unemployment, sub- 
stance abuse, homelessness, inappropriate incarcer- 
ation and suicide. The estimated cost of untreated 
mental illness is more than $100 billion each year 
in the United States. Treatments for SMI are highly 
effective, and 70 to 90 percent of individuals have 
significant reduction of symptoms and better qual- 
ity of life with a combination of pharmacological 
and psychosocial supports. Early identification and 
treatment is essential. 


Demographics of Persons with SMI 


According to the 2002 National Survey on Drug Use 
and Health (NSDUH), in 2002 there were 17.5 mil- 
lion adults aged 18 or older with SMI during the 12 
months prior to being interviewed (see chart). This 
represents 8.3 percent of all adults in the United 
States. On average, adults with SMI were younger, 
less educated and more likely to be female than 
adults who did not have SMI. Among those with 
SMI, 65.4 percent were female. Adults with SMI 
were less likely to have not completed high school. 
People with SMI were more likely to be unem- 
ployed or not in the labor force than those who did 
not have SMI. 

Serious mental illnesses can affect people of 
any age or demographic characteristics. Mental 
illnesses are not the result of personal weakness, 
lack of character or upbringing. Mental illnesses are 
treatable. Most people who have SMI need medical 
help to control symptoms but also rely on support- 
ive counseling, self-help groups and in some cases 
assistance with housing, vocational rehabilitation, 
income assistance and other services in order to 
achieve a good level of recovery and lifestyle. 

Serious mental disorders can disrupt a person’s 
moods, thinking and feeling and the ability to relate 


398 serious mental illness 





Past Year Treatment for Mental Health Problems among Youths, 


Ages 12 to 17, by Gender: 2002-2005 





30 


= 
© 
o 
> 
p 
Nn 
© 
a 
v 
T 
5 
E 
» 
€ 
o 
E 
5 
© 
o 
= 
5 
D 
= 
2 
© 
v 
o 
i 
2 
= 
o 
v 
— 
© 
a 


Overall 


Male 


Female 


2004 ee 2005 


Year 


o 


Note: “Difference between estimate and the 2005 estimate is statistically significant at the .05 level. 


Source: SAMHSA. 2005 National Survey on Drug Use and Health. Available online. 
URL: http:/Awww.oas.samhsa.gov/NSDUH/2k5NSDUH/2k5results.htm. Accessed December 4, 2006. 
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to others and to cope with everyday life demands. 
SMI includes numerous disorders: schizophrenia, 
schizoaffective disorder, major depressive disorder, 
obsessive-compulsive disorder, panic and severe 
anxiety disorders, autism, pervasive developmen- 
tal disorders, attention-deficit/hyperactivity dis- 
order, borderline personality disorder, and other 
severe and persistent mental illnesses that affect 
the brain. 





SMI and Illicit Drug Use 
SMI is correlated with illicit drug use, although 
SMI and chronic drug abuse may exist indepen- 
dently of each other. In 2002 an estimated 5 mil- 
lion adults met the criteria for serious mental 
illness and substance dependence or abuse in the 
past year. Chronic drug abuse is the habitual abuse 
of drugs to the extent that the abuse substantially 
injures a person’s health or interferes with his or 
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Rates of Serious Psychological Distress in the Past Year among Adults 
Ages 18 and Older, by Age: 2004-2005 





25 








— 
© 
o 
> 
p 
uw 
© 
a 
v 
£ 
5 
= 
ww 
Nn 
o 
x 
5 
a 
5 
T 
co 
D 
2 
O 
£ 
v 
> 
nw 
a 
Nn 
3 
o 
= 
© 
Nn 
2 
= 
v 
D 
© 
£ 
c 
© 
v 
= 
D 
a 











18 or older 














Note: * Difference between estimate and the 2005 estimate 














50 or older 


Age in Years 


2004 w 2005 


is statistically significant at the .05 level. 


Source: SAMHSA. 2005 National Survey on Drug Use and Health. Available online. 
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her social or economic functioning. A person who 
loses self-control over the use of drugs is considered 
a chronic drug abuser. Chronic drug abuse may 
occur in conjunction with any mental illness. Some 
common serious mental disorders associated with 
chronic drug abuse include schizophrenia, bipolar 
disorder, manic depression, attention-deficit/hyper- 
activity disorder (ADHD), generalized anxiety disor- 
der, obsessive-compulsive disorder, post-traumatic 
stress disorder, panic disorder and antisocial per- 


Its.htm. Accessed December 4, 2006. 





sonality disorder. There is an increased risk of drug 
abuse for persons with these disorders (see chart on 
page 400). 

The prevalence of SMI was more than twice as 
high among people who used an illicit drug during the 
year previous to the one studied than it was among 
those who did not. This relationship was observed 
across demographic and socioeconomic groups. 

In 2002 there were 5 million adults aged 18 or 
older who had SMI and used an illicit drug. This 
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DISORDERS WITH INCREASED RISK OF DRUG ABUSE represented 28.9 percent of all people with SMI. 
Disorder Risk Adults with SMI who used illicit drugs were younger 
SE ty than those with SMI who did not use illicit drugs. 
Antisocial personality disorder 15.5 % : ires 
Manic épisode 145% Among adults with SMI who were illicit drug users, 
Schizo can D 38.8 percent were 18 to 25 years old compared 
Panic eae 43% with 17.1 percent of persons with SMI but no illicit 
Major depressive episode 41% drug use. Of those age 50 and over who had SMI, 
Obsessive-compulsive disorder 3.4% 7.2 percent used illicit drugs, compared with 18.2 
Phobias 2.1% percent with SMI but no illicit drug use. 





The prevalence of SMI among adults with a 
Source: National Institute of Mental Health. “Disorders with Increased ; : 
Risk of Drug Abuse.” Available online. URL: http://www.usdoj.gov/ substance use disorder varied by age and gen 
ndic/pubs7/7343/. Downloaded on February 21, 2007. der. Among adults with any illicit drug or alcohol 


Past Year Treatment among Adults Ages 18 and Older with Both Serious 
Psychological Distress and a Substance Abuse Disorder: 2005 
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for Mental Health 
Problems Only <=" No Treatment 


5.2 Million Adults with Co-occurring SPD and 
Substance Use Disorder 
Note: Because of rounding, these percentages do not add to 100 percent. 


Source: SAMHSA “2005 National Survey on Drug Use and Health.” Available online. 
URL: http:/Awww.oas.samhsa.gov/NSDUH/2kK5NSDUH/2k5results.htm. Accessed December 4, 2006. 
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dependence or abuse, women had a higher preva- 
lence of SMI than men (20.3 versus 15.7 percent). 
Women aged 26- to 48 had the highest rate of SMI 
(32.2 percent). 

The prevalence of SMI varied by the type of 
substance used. The rate of SMI was 16.7 percent 
among those who used marijuana, 20.5 percent 
among those who used any illicit drug other than 
marijuana, 22.0 percent among those who used 
cocaine, and 28.8 percent among those who used 
crack cocaine. For those who used hallucinogens, 
the SMI rate was 19.7 percent, and for inhalants, it 
was 20.6 percent. For all nonmedical use of psycho- 
therapeutics, the rate of SMI was 21.8 percent; the 
rate of SMI was 33.6 percent for those who used 
sedatives, 28.8 percent for those who used stimu- 
lants, 26.5 percent for those who used tranquilizers 
and 22.4 percent for those who used pain relievers. 
The rate for those who used methamphetamine 
was 31.8 percent. 

Whether chronic drug abuse or serious mental 
illness comes first is an unanswered question. In 
some cases, people with undiagnosed SMIs may self- 
medicate with drugs to alleviate their symptoms. 
According to the American Psychiatric Association, 
some individuals with schizophrenia sometimes 
use substances such as marijuana to combat their 
depression, apathy and social withdrawal; to com- 
bat auditory hallucinations and paranoid delusions; 
or to lessen the adverse effects of the prescribed 
medication. 

For some individuals, an SMI is caused by drug 
abuse. For example, MDMA (3,4-methylene- 
dioxymethamphetamine), commonly known as 
Ecstasy, produces long-term deficits in serotonin 
function in the brain, leading to mental disor- 
ders such as depression and anxiety. Drug use by 
adolescents is a concern because it can interfere 
with normal socialization and cognitive develop- 
ment, which may contribute to the development 
of mental disorders. 


Serious Mental Illness and 
Cigarette and Alcohol Use 


The prevalence of SMI varied between past-year 
cigarette smokers and nonsmokers, but no differ- 
ences were observed between past-year alcohol 
users and nonusers. The rate of SMI was 13.0 per- 


cent among adults who smoked cigarettes in the 
past year and 6.1 percent among those who did not 
smoke. Although the rate of SMI did not vary by 
past-year alcohol use, adults who were heavy alco- 
hol users in the past month were more likely to 
have SMI than those who were not heavy alcohol 
users (11.1 versus 8 percent). 


Mental Illnesses among Prison Inmates 


About 3 percent of the U.S. adult population is 
under some form of jail or correctional supervision. 
According to William Kanapaux in Psychiatric Times, 
an estimated 200,000 to 300,000 male and female 
prison inmates suffer from mental disorders such as 
schizophrenia, bipolar disorder and major depres- 
sion. Approximately 70,000 inmates in U.S. prisons 
are psychotic. Inmates have rates of mental illness 
possibly four times greater than those of the general 
population. Prisons hold three times more people 
with mental illness than do psychiatric hospitals. 

Kanapaux points out that most prisons do not 
provide adequate mental health care services and 
that prison environments may be dangerous and 
debilitating for prisoners who have mental illnesses. 
Prisoners may be victimized by other inmates or 
punished by prison staff for behaviors associated 
with their illnesses. Further, they are often placed 
in highly restrictive cells that cause their symptoms 
to worsen. 

Many people in the criminal justice system who 
have mental illness are there for misdemeanors and 
crimes of survival. Many are members of minor- 
ity groups who are disabled and impoverished by 
their illness. Communities face ongoing challenges 
to care for persons with serious mental illness so 
that imprisonment can be avoided. 


Cost of Care for Medicaid Recipients with SMI 


According to the Center for Mental Health Policy 
and Services Research, University of Pennsylvania, 
people who had both serious mental illness and 
HIV infection or AIDS had the highest annual med- 
ical and behavioral health treatment expenditures 
(about $13,800 per person), followed by people 
with HIV infection or AIDS only (annual expendi- 
tures of about $7,400 per person). Annual expen- 
ditures for people with serious mental illness only 
were about $5,800 per person. The control group 
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without SMI, HIV infection or AIDS had annual 
expenditures of about $1,800 per person. The con- 
clusions of the University of Pennsylvania study 
were that given the high cost of treating people 
with comorbid serious mental illness and HIV infec- 
tion or AIDS, integration of HIV prevention into 
ongoing case management for persons with SMI 
who are at risk of infection may be a cost-effective 
intervention strategy. 


Serious Mental Illness and Parenting 


Parental mental illness affects family life. Parents 
with mental illness face challenges in dealing with 
many issues, such as custody loss, reproduction, 
victimization and possibly often lack of support and 
special services. Children may be placed in a posi- 
tion of responsibility for caring for younger siblings 
or managing household chores as well as taking care 
of the emotional or physical needs of their parents. 

According to the National Mental Health Asso- 
ciation, children living with a parent who has SMI 
are also adversely affected by the poverty that 
accompanies the illness. The NMHA reports that 
41 percent of these families live in poverty and less 
than a quarter have had steady employment in the 
last month. 

Parents who have SMI face everyday life stresses 
experienced by other parents, but because of their 
illness they are ill equipped to cope effectively. Rel- 
atives and friends can be a significant source of sup- 
port for parents and their children. 

See also ANXIETY DISORDERS; PARENTING; PHAR- 
MACOLOGICAL APPROACH; SCHIZOPHRENIA; SUBSTANCE 
ABUSE. 


Kanapaux, William. “Guilty of Mental Illness.” Psychiatric 
Times. 21, no. 1 (January 2004). Available online. URL: 
http://www.psychiatrictimes.com/p040101a.html. 
Downloaded on February 21, 2007. 

National Mental Health Association. “Strengthening Families 
Fact Sheet.” Available online. URL: http://www.nmha. 
org/children/invisible.cfm#strengtheningfactsheets. 
Downloaded on April 3, 2007. 


Seroquel The trade name for quetiapine, an 
“atypical antipsychotic” medication used in the 
treatment of schizophrenia. 


serotonin A neurotransmitter (also known as 
hydroxytryptamine, 5-hydroxytryptamine or 5-HT) 
found in the central nervous system, in many tis- 
sues, in the lining of the digestive tract and in the 
brain. Serotonin influences sleep and emotional 
arousal and is indirectly involved in the psychobi- 
ology of depression and impulsive behavior. It may 
be that low levels of serotonin are a factor in the 
development of depression and impulsive, some- 
times violent behavior. Some antidepressant drugs 
increase the levels of serotonin and norepinephrine, 
another neurotransmitter. Serotonin is derived 
from tryptophan, an essential amino acid found 
throughout the body and in the brain. Serotonin 
stimulates smooth muscles (involuntary muscles 
such as in the intestinal wall) and constricts blood 
vessels. Serotonin was identified in the 1950s. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; NEUROTRANSMITTERS. 


sertraline hydrochloride An antidepressant drug 
(trade name: Zoloft). This medication is indicated 
for the symptomatic relief of depressive illness. It 
should not be taken along with monoamine oxi- 
dase inhibitors. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; SEROTONIN. 


Serzone Trade name for nefazodone, an antide- 
pressant medication which increases brain sero- 
tonin function but may have fewer sexual side 
effects because of its capacity to block out the sero- 
tonin receptor (5HT receptor). 


sex addiction According to Joel Z. Spike, D.D., 
associate professor and director of Education and 
Drug Prevention, Southeastern College of Osteo- 
pathic Medicine, North Miami Beach, Florida, sex 
addiction meets the criteria of addiction that we 
tend to use, including compulsive behavior, loss of 
control and continuing behavior despite knowing 
the negative consequences. 

Men are more affected with sexual addictions 
than women; Dr. Spike reports the ratio as being 
about eight to one. Sexual addictions occur in all 
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socioeconomic groups; concurrent psychopathol- 
ogy may or may not be present. 

According to Dr. Spike, “These people are totally 
preoccupied with sex. They feel a compulsion to 
have sexual activity, which while not pleasurable 
for them, is a way of relieving stress and anxiety. 
They repeatedly have sexual activity followed by 
guilt, shame and depression. It is not unusual for 
these men to have literally thousands of partners 
in a year.” 

About 87 percent of male sex addicts come from 
dysfunctional families in which some addictions or 
substance abuse occurred. Many male sex addicts 
have backgrounds of childhood physical, sexual 
or emotional abuse. Many were victims of sexual 
trauma, such as seductions or incest. 

Lives of sex addicts revolve around compulsiv- 
ity, having experiences and recovering from the 
experiences. Addicts spend large amounts of time 
every day with their activity; many have financial 
problems, spending thousands of dollars on mas- 
sage parlors, prostitutes, phone sex and pornogra- 
phy. Very often there are also major family issues, 
causing these men to seek relationship counseling. 


Recognizing Sex Addiction in Men 

The most notable signs are presence of a sexually 
transmitted disease, urinary tract symptoms and 
depression. Sex addicts want help, even though 
they show excessive reliance on denial. Sex addicts 
express cognitive distortions including denial, min- 
imization, rationalization, suspicion, paranoia and 
self-delusion. Addicts work hard to maintain their 
secret and believe that they are the only one who 
feels such severe pain. 

Most sex addicts have feelings of low self-esteem 
and isolation, and some may come in for treatment 
with ideas of suicide. They have basic beliefs about 
themselves that they are bad and unworthy people 
and feel unlovable as they are. They suffer from 
“stroke hunger” and want attention. They feel a 
major conflict with their own role system, values 
and morals. 

Sex addiction involves a continuum of com- 
pulsive behavior and loss of control. Behavioral 
abnormalities may include reduced community 
involvement and social interactions, as well as 
family, employment and legal problems. Risking 


increasing consequences to achieve more exciting 
highs indicates an escalation of a sexual addiction. 
Individuals often escalate within their own levels. 
Level I addiction involves exaggeration of behaviors 
considered normal, acceptable or tolerable. Such 
behaviors, however, are carried out compulsively; 
there is anonymous sexual behavior. 

Level I addictions involve even greater risks of 
social, moral and legal sanctions. The addict may be 
a “nuisance” offender, such as a voyeur or “flasher;” 
he may be perceived by others as pathetic. Esca- 
lation may place him at risk of inflicting damage 
to others and of legal consequences for himself in 
committing incest, rape or pedophilia. 


Treatment 


To treat a sex addiction, the patient must be drug- 
free. According to Dr. Spike, “Any substance abuse 
or dependency must be treated before beginning 
active treatment of the sex addiction.” Sexual addic- 
tion is more difficult to treat than drug dependency 
or alcoholism. One must help the patient develop 
communication skills, deal with the issues of truth 
and improve cognitive distortions. Behavioral ther- 
apy may help in treating sexually dysfunctional 
individuals as they come out of other addictions. 

Treatment for sex addiction may consist of 
abstinence, education, medication and group, co- 
joined and individual therapy. Group therapy helps 
because it breaks down denial more than can be 
done in individual therapy. In some programs, 
addicts enter into an eight-week celibacy contract, 
avoiding all forms of sexual expression, including 
masturbation and fantasy, that may act as a bridge 
between their past and future. 


sex anxiety inventory (SAI) A questionnaire used 
by therapists with individuals in counseling for 
sexual anxieties. Responses to the SAI give some 
indications of the individual’s sexual attitudes, 
experiences and possible basis for anxieties. Devel- 
oped in 1974, the 25-item questionnaire permits 
the respondent to select alternative answers. 
See also SEX THERAPY; SEXUAL FEARS. 


Kleinknecht, Ronald A. The Anxious Self. New York: 
Human Sciences Press, 1986. 
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sex drive The desire to have sexual activity. This 
drive varies in strength in different women and 
men and at different ages and stages of life in the 
same individual. Differences may be due to inhi- 
bitions about sexual activity produced by parental 
attitudes toward sex and those of peer groups. One’s 
expression of sex drive may differ also, according to 
whether or not one has a partner. For example, sex 
researchers have found that some widowed post- 
menopausal women who have no partner do not 
believe that their sex drive is very strong, while 
women in the same peer group who date and have 
regular, attractive male companions feel a strong 
sex drive. 

Although some researchers believe that sex 
drive decreases with age, many senior adults will 
attest to the fact that sex drive can persist through- 
out all stages of life. Good health, freedom from 
chronic disease and companionship with others of 
the opposite sex stimulate the sex drive to continue 
until older age. 

See also LIBIDO; SEX THERAPY. 


Trudel, Gilles, Lyne Landry, and Yvette Larose. “Low Sex- 
ual Desire: The Role of Anxiety, Depression and Mari- 
tal Adjustment.” Sexual and Marital Therapy 12, no. 1 
(February 1997): 95-99. 


sex therapy Counseling and treatment of sexual 
difficulties that are not due to physical causes. Many 
people are helped by a combination of sex therapy 
and marital counseling. The purpose of sex therapy 
is to reduce anxieties the couple has about sexual 
activity and increase their enjoyment of their rela- 
tionship. In sex therapy, couples learn about nor- 
mal sexual behavior and to reduce their anxieties 
about sex by gradually engaging in increasingly 
intimate activities. Couples learn to communicate 
better with each other regarding sexual matters 
and preferences and to retrain their approaches and 
response patterns. 

Sex therapists use several techniques. One is 
sensate-focus therapy, in which the couple explores 
pleasurable activities in a relaxed manner without 
sexual sensations. The couple might start with mas- 
sage of nonerogenous areas of the body. Gradu- 
ally, as anxieties diminish, the couple progresses 


to stimulation of sexual areas and finally to sexual 
intercourse. 

Other techniques sex therapists use are directed 
toward reducing premature ejaculation, relieving 
vaginismus (muscle spasm of the vagina) and help- 
ing both partners reach orgasm. 

For sexual problems related to physical causes or 
illness, individuals should consult a physician, par- 
ticularly specialists in gynecology or urology. 

See also ANORGASMIA; DYSPAREUNIA; EJACULA- 
TION; ORGASM; SENSATE-FOCUS-ORIENTED THERAPY; 
SEXUAL FEARS. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 


sexualabuse The forced participation of an unwill- 
ing individual in sexual activity by use of direct or 
implied threats. Abuse may involve actual physical 
contact, acts of exhibitionism or indecent exposure 
between adults and children. Fear of sexual abuse 
is known as agraphobia or contrectophobia. Sexual 
abuse occurs at all ages, from infants through older- 
age adults. 

See also ABUSE; DISSOCIATIVE DISORDERS; DOMES- 
TIC VIOLENCE; INCEST; RAPE, RAPE PREVENTION AND 
RAPE TRAUMA SYNDROME. 


Matas, M., and A. Marriott. “The Girl Who Cried Wolf: 
Pseudologia Phantastica and Sexual Abuse.” Canadian 
Journal of Psychiatry 32 (May 1987). 

Walker, Edward, et al. “Relationship of Chronic Pelvic 
Pain to Psychiatric Diagnoses and Childhood Sexual 
Abuse.” American Journal of Psychiatry 145, no. 1 (Jan- 
uary 1988). 


sexual dysfunction Any condition that interferes 
with the process leading to and including coitus. 
Masters and Johnson estimated that 50 percent of 
American marriages were affected by some form of 
sexual dysfunction. Individuals may have temporary 
dysfunctions or situations that persist throughout 
life. Use of some prescription drugs may cause sex- 
ual dysfunction for some individuals; in some cases, 
other similar drugs may be substituted by a physi- 
cian that do not have these unpleasant side effects. 
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To some extent, sexual dysfunction is culturally 
defined; for example, anorgasmia in women was 
considered proper and even desirable in the Vic- 
torian era. Homosexuality and masturbation have 
at different times been considered abnormal and 
at other times normal behavior. Present forms of 
female sexual dysfunction include painful sexual 
intercourse (dyspareunia) and vaginismus. Exam- 
ple of male sexual dysfunctions include impotence, 
difficulty in maintaining erection, premature ejacu- 
lation and retarded ejaculation. 

See also ANORGASMIA; DYSPAREUNIA; IMPOTENCE; 
ORGASM; SEX THERAPY; SEXUAL RESPONSE; VAGINISMUS. 


Brown, Pamela. “Sexual Dysfunction in Women.” Cana- 
dian Family Physician 35 (June 1989). 

De Amicis, Lyn A., et al. “Clinical Follow-Up of Couples 
Treated for Sexual Dysfunction.” Archives of Sexual 
Behavior 14, no. 6 (1985). 

Pinhas, Valerie. “Sexual Dysfunction in Women Alcohol- 
ics.” Medical Aspects of Human Sexuality (June 1987). 


sexual fears Many people have fears that impair 
or weaken their sexual responses to partners. For 
example, some women are afraid of experienc- 
ing pain during intercourse or that they will not 
experience orgasm. Some men fear that they will 
not be able to achieve or maintain an erection long 
enough for a satisfactory experience. 

Ill health can cause people to fear that they will 
not be able to enjoy sexually fulfilling experiences. 
For example, some people after surgery fear being 
hurt by their partner or hurting their partner dur- 
ing sexual activity. 

The threat of acquiring a sexually transmitted 
disease (STD) or the HIV virus (known as the cause 
of AIDS) is a contemporary fear of many people 
who are not in monogamous relationships. These 
fears can largely be overcome by the use of “safe 
sex” practices. 

See also BEHAVIOR THERAPY; DYSPAREUNIA; PSY- 
CHOSEXUAL ANXIETIES; “SAFE SEX”; SEX THERAPY; SEX- 
UAL DYSFUNCTION. 


sexual harassment Unwanted and uninvited sex- 
ual attentions whether from men toward women, 


women toward men or toward same-sex individu- 
als. Such attentions may include jokes and remarks, 
questions about the other’s sexual behavior, “acci- 
dental” touching and repeated and unwanted invi- 
tations for a date or for a sexual relationship. 

In 1980 a U.S. Supreme Court decision (Meritor 
v. Vinson) declared that sexual harassment is a form 
of sex discrimination and therefore a violation of 
Title VU of the 1964 Civil Rights Act. 


sexual identity An individual's biologically deter- 
mined sex orientation. 


sexuality The ability to think and behave as a 
sexual being; also, any aspect of human thought or 
behavior that has sexual meaning. Sexuality implies 
a self-concept of oneself as a sexual being as well as 
having the capacity to respond to erotic stimuli and 
sexual activity. Sexuality encompasses being com- 
fortable with sexual fantasies and erotic zones of 
the body as well as with one’s own gender identity, 
although no specific set of behaviors or sexual pref- 
erence is necessary to have a good sense of one’s 
own sexuality. There are social, psychological and 
biologic dimensions to human sexuality. 


sexually transmitted diseases (STDs) A group of 
diseases affecting men and women that are gener- 
ally transmitted through sexual contact. These dis- 
eases cause discomfort, may lead to infertility and 
may be life threatening. They have physical as well 
as psychological implications for many reasons, 
including a need to communicate one’s distress 
to one’s partner and a need to disclose informa- 
tion about past sexual relationships. The diseases 
reportable to the Centers for Disease control (CDC) 
include chlamydia, gonorrhea and syphilis. The 
term “safe sex” relates to prevention of STDs as well 
as AIDS. 

The U.S. Public Health Service Centers for Dis- 
ease Control refers to STDs as a major public health 
challenge in the United States. Although progress 
has been made in preventing, diagnosing and treat- 
ing certain STDs in recent years, the CDC estimates 
that 19 million new infections occur each year, 
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almost half of them among young people age 15 
to 24. The CDC data, while useful for examining 
overall trends and trends among populations at 
risk, represent only a small proportion of the true 
national burden of STDs. Many cases of STDs are 
undiagnosed, and some prevalent viral infections, 
such as human papillomavirus and genital herpes, 
are not reported at all. 

While young people are more at risk of acquir- 
ing an STD, concerns about their transmission 
are also prevalent among individuals who are 
divorced or widowed and who seek new partners 
after their loss, as well as never-married individu- 
als. Fears of acquiring an STD have led many for- 
merly sexually active people to seek fewer sexual 
partners. These concerns have also increased the 
use of condoms, as they are thought to reduce 
the likelihood of spreading most STDs as well as 
AIDS. 

According to the CDC, STDs exact an economic 
toll because direct medical costs associated with 
these diseases in the United States are estimated at 
$13 billion annually. 


Women, STDs and Pregnancy 


In women, STDs can lead to cervical and other can- 
cers, chronic hepatitis, pelvic inflammatory disease, 
infertility and other complications. Many STDs in 
women are silent, without symptoms. 

Pregnant women can become infected with the 
same STDs as women who are not pregnant. The 
CDC advises women to become aware of the harm- 
ful effects of STDs and know how to protect them- 
selves and their children against infection. 

For pregnant women and their babies, the 
consequences of an STD can be serious, even life 
threatening, if the woman becomes infected while 
pregnant. A pregnant woman with an STD may 
have early onset of labor, premature rupture of the 
membranes surrounding the baby in the uterus and 
uterine infection after delivery. 

A pregnant woman can pass an STD to her baby 
before, during, or after the baby’s birth. Some STDs 
(such as syphilis) cross the placenta and infect the 
baby while it is in the uterus. Other STDS (such 
as gonorrhea, chlamydia, hepatitis B and genital 
herpes) can be transmitted from the mother to the 
baby during delivery as the baby passes through 


the birth canal. HIV can cross the placenta during 
pregnancy, infect the baby during the birth process 
and, unlike most other STDs, can infect the baby 
through breastfeeding. 

Harmful effects of STDs in babies may include 
stillbirth, low birth weight (less than five pounds), 
conjunctivitis (eye infection), pneumonia, neona- 
tal sepsis (infection of the baby’s blood stream), 
neurologic damage (brain damage or lack of coor- 
dination in body movements), blindness, deaf- 
ness, acute hepatitis, meningitis, chronic liver 
disease and cirrhosis. Some of these problems 
can be prevented if the mother receives routine 
prenatal care, including screening tests for STDs 
early in the pregnancy and repeated testing closer 
to delivery. If infections are found at birth, many 
problems can be treated. 

Some STDs can be treated during pregnancy. 
Chlamydia, gonnorhea, syphilis, trichomonas and 
bacterial vaginosis (BV) can be treated and cured 
with antibiotics during pregnancy. There is no cure 
for genital herpes and HIV, but antiviral medication 
for herpes and HIV may reduce symptoms. Women 
who have active genital herpes lesions or HIV infec- 
tion at the time of delivery may be advised to have 
a cesarean delivery (C-section) to protect the baby 
against infection. 





ESTIMATED NUMBER OF 
PREGNANT WOMEN WHO HAVE STDS 





Some STDs, such as genital herpes and bacterial vagi- 
nosis, are common in pregnant women in the United 
States. Other STDs, notably HIV and syphilis, are less 
common in pregnant women. 








Infections Number of Pregnant Women 
Bacterial vaginosis 800,000 
Herpes simplex 800,000 
Chlamydia 200,000 
Trichomoniasis 80,000 
Gonorrhea 40,000 
Hepatitis B 40,000 
HIV 8,000 
Syphilis 8,000 


Source: Centers for Disease Control. “STDs and Pregnancy-CDC 
Fact Sheet.” Available online. URL: http://www.cdc.gov/std/Fact- 
STDs&Pregnancy.htm. Last downloaded January 19, 2006 
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Other STDS 


There are several other types of STDs for which 
the CDC does not collect data. These include hepa- 
titis B, pubic lice, genital warts, and trichomonas. 
Although yeast infections (monilia) are not neces- 
sarily sexually transmitted diseases, the organisms 
also live in the vagina and under the foreskin of 
the penis and can be transmitted during sexual 
intercourse. Many women, however, have yeast 
infections without having had sexual intercourse. 
Taking antibiotics can trigger a yeast infection by 
destroying the balance of organisms in the vagina. 

Bacterial infections can also be transmitted dur- 
ing sexual intercourse; these are treatable with sulfa 
creams or oral antibiotics. 


Reducing Risks of Acquiring an STD 
Although some STDs seem to be increasing in prev- 
alence, people can reduce their risk of these dis- 
eases by taking certain precautions: 


1. Have a monogamous relationship. Have sexual 
contact with only one partner who limits con- 
tact to you only. 

2. Look your partner over. Ask about any 
suspicious-looking discharges, sores or rashes. 

3. Be clean. Partners should bathe before and after 
sexual intercourse. Wash with soap and water. 

4. Use condoms. Condoms provide some (though 
not complete) protection against STDs. How- 
ever, the condom must be put on before sexual 
activity begins and not removed until the end of 
the activity. 

5. Use foam, a diaphragm with spermicides, or 
sponge spermicides, which kill many infectious 
agents; these should be used in addition to the 
condom. 

6. Avoid the ping-pong effect of infection. If one 
partner has an STD, the other partner must be 
informed and treated at the same time to avoid 
reinfection. 


See also ACQUIRED IMMUNODEFICIENCY SYN- 
DROME; CHLAMYDIA; CONDOM; GONORRHEA; PREG- 
NANCY; SYPHILIS. 


sexual response Physiological reaction to sexual 
stimulation and arousal. In women, vaginal lubrica- 


tion is an early sign in the sexual response cycle. In 
men, erection of the penis occurs. Responsiveness 
is a highly individual matter, largely determined 
by mutual feelings of love and affection between 
the partners and a wide variety of emotional and 
physical circumstances. Levels of responsiveness 
vary among individuals and vary within the same 
individual at different times. Many people become 
anxious about their responses, not realizing that a 
wide range of differences, are considered normal. 
See also SEX THERAPY. 


sexual revolution Changes in sexual attitudes 
and behaviors during the 1960s, 1970s and early 
1980s. These included more liberal attitudes toward 
premarital sexual activity, changes in the sexual 
double standard in which sexual activity is seen as 
more acceptable for men than for women and more 
open discussion of women’s sexual needs. Changes 
in the double standard and increases in premarital 
activity evolved in part as a result of development 
of better and easier means of birth control, includ- 
ing oral contraceptives during the late 1950s. 

For many young people, dating habits during the 
sexual revolution included sexual intercourse early 
in the relationship. However, with the recognition 
of the increase of sexually transmitted diseases and 
acquired immunodeficiency syndrome (AIDS) in 
the heterosexual population in the 1980s, many 
people became more cautious and selective about 
their choice of sexual partners and monogamy 
regained favor. 

The sexual revolution was closely tied with the 
Women’s Liberation Movement. Many college dor- 
mitories became coeducational, offering women 
more options regarding housing. There was wider 
acceptance of unmarried adults “living together.” 

Movies and plays during the sexual revolution 
included more sexually explicit scenes, and sexual- 
ity was discussed more openly in the media. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME; 
WOMEN’S LIBERATION MOVEMENT. 


shell shock A term that referred to mental disor- 
ders that occurred as a result of battle. This term, 
as well as “combat fatigue,” was used during World 
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War I. A newer term for the same syndrome or 
effects is post-traumatic stress disorder (PTSD). 
There are still a few elderly veterans in Veterans 
Administration hospitals who are there because 
of lifelong mental difficulties ensuing after shell 
shock. 

See also POST-TRAUMATIC STRESS DISORDER. 


shenjian shuairuo In China, a term for a combi- 
nation of symptoms including physical and mental 
fatigue, difficulty concentrating, sleep disturbances, 
dizziness, headaches and other pains and memory 
loss. There may be gastrointestinal problems, irrita- 
bility, excitability, sexual dysfunction and various 
signs suggesting disturbance of the autonomic ner- 
vous system. In Western cultures, these symptoms 
might be suggestive of an anxiety disorder. 

See also ANXIETY DISORDERS; CULTURE-RELATED 
SYNDROMES. 


shen-k'uel or shenjui In China (or Taiwan), this 
term describes severe anxiety or panic symptoms 
along with somatic complaints for which no physi- 
cal cause is apparent. Symptoms might include 
dizziness, backache, tiredness, general weakness, 
insomnia, frequent dreams and sexual dysfunction. 
The sexual dysfunction symptoms (premature ejac- 
ulation and impotence) are attributed to excessive 
semen loss from frequent intercourse, masturba- 
tion, nocturnal emission or passing of “white urine” 
believed to contain semen. Some in the culture fear 
excessive loss of semen because they believe that it 
represents loss of one’s vital essence and therefore 
can be threatening to life. 

See also ANXIETY DISORDERS; CULTURE-RELATED 
SYNDROMES; SEXUAL DYSFUNCTION. 


shiatsu A specific method for manipulating tsubos 
(the points along the meridians where the flow 
of energy may become blocked). There are many 
forms of shiatsu. The manipulation may occur 
through pressing with the fingers and hands, or 
through the use of elbows, knees and feet. 

Shiatsu is considered a complementary therapy 
and may be useful for some individuals to prevent 


or relieve the effects of stress, thus improving their 
mental health. Manipulation of the body’s approxi- 
mately 360 tsubos, also known as acupressure or 
acupuncture points, is thought to release the flow 
of energy (chi). 

See also BODY THERAPIES; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; MASSAGE THERAPY. 


shift work Many psychological factors related to 
adaptation to night-shift work are based on how 
well the individual handles the interruption of the 
circadian rhythm. The break in circadian rhythm can 
affect mental ability, alertness and temperament. 
Some night-shift workers experience anxiety and 
lapses in memory as a result of sleep deprivation. 
Coping mechanisms to combat fatigue, and later to 
induce sleep, may include overeating, alcohol con- 
sumption and use of sedatives and stimulants. 

Social needs of night-shift workers are a consid- 
eration. For example, the rest of the world oper- 
ates on a 9 to 5 schedule, with most socialization 
occurring after work and on weekends. For night- 
shift people to have a family or social life, they must 
schedule creatively. 


Hurley, Margaret, and Elizabeth A. Neidlinger. Schumpert 
Medical Quarterly [Schumpert Medical Center, Shreve- 
port, La.], vol. 9, no. 2 (October 1991). 


shin-byung A syndrome in Korea characterized 
by anxiety and somatic complaints such as general 
weakness, dizziness, fear, loss of appetite, insom- 
nia and gastrointestinal problems. These symptoms 
may be followed by dissociation and folk belief that 
one is possessed by ancestral spirits. 

See also ANXIETY DISORDERS; CULTURE-RELATED 
SYNDROMES; DISSOCIATIVE DISORDERS. 


shock therapy See ELECTROCONVULSIVE THERAPY. 


shopaholism Stress reduction by shopping that 
can create a compulsive syndrome. Excessive shop- 
ping shares some characteristics with obsessive- 
compulsive disorder, in which people perform 


shyness 409 





certain rituals to relieve tension. In this way, com- 
pulsive shopping is similar to the problems of alco- 
holics or compulsive gamblers. 

Compulsive shoppers buy things in order to 
make themselves forget the pressures of their lives 
and make themselves feel good. However, what 
happens is that it takes more and more spending 
and buying to improve their moods. 

According to Thomas C. O’Guinn of the Univer- 
sity of Illinois, probably 2 percent of Americans can 
be described as compulsive buyers, and another 2 
or 3 percent are on the verge. Advertising suggests 
that shopping is a good way to relieve anxiety. 

In a symposium on compulsive buying dur- 
ing a conference of the American Psychological 
Association in San Francisco in September 1991, 
advertisers and store owners drew some blame for 
encouraging irresponsible spending, as did credit 
card companies. Stores that are most tempting to 
compulsive buyers feature soft lights and music, 
in which reality is shut out and the customers can 
indulge in fantasy; some gambling casinos have 
similar characteristics. After studying hundreds of 
compulsive buyers, O’Guinn concluded that such 
buyers have a knack for deluding themselves when 
they want to buy something. They believe that they 
will have the money to pay for the items when the 
bills come, but they really will not. 

Many people who are normally good about 
balancing their budget overbuy around holidays. 
According to Dr. James Jefferson, director of the 
Center for Affective Disorders, University of Wiscon- 
sin Hospital and Clinics and professor of psychiatry 
at the University of Wisconsin Medical School, for 
people who are compulsive shoppers, the problem 
can be magnified during holidays. Excessive shop- 
ping can be attributed in part to an attempt to pro- 
mote a better self-image through buying multiple 
or expensive gifts. For others, gift giving is seen as a 
way to change people’s perceptions about the giver, 
to make an economic statement or to serve as a sub- 
stitute for other, weaker aspects of the relationship. 

Evan Steffans, consulting therapist for Shopper 
Stoppers, a support group for addictive spenders in 
Dayton, Ohio, has some tips for shopaholics: 


Work Out Your Stress Most people with addictive 
illnesses do not know how to cope with stress. 


Learn alternatives to blotting out the stress, 
which is what the shopping does. 

Develop Social Outlets Cultivate groups of friends 
with whom you can share activities as a health- 
ful alternative to shopping. 

Exercise Physical exercise is a good stress reliever 
and will clear the mind for better concentration 
later on. 


While it is impossible to give up shopping 
entirely, compulsive shoppers who understand 
their addiction can help themselves by following a 
few reminders: 


e Shop with a list and buy only what is on the list. 


e Shop with a partner who will help you resist 
temptations. 


e Do not browse. 


e Avoid sales. The excitement can trigger a shop- 
ping spree. 

e Avoid use of credit cards. Use them only for busi- 
ness, if you need to. 


See also OBSESSIVE-COMPULSIVE DISORDER. 


Moore, Judy Kay. “Holiday Shopping Can Be Compul- 
sive for Some: UW Expert.” Feature Story [Center for 
Health Sciences, University of Wisconsin—Madison], 
(November 1991). 

Nilsson, Pam. “No, It Won't Kill You ... But Shopahol- 
ism Will Murder Your Bank Account.” Today’s Chicago 
Woman, November 1991. 


shyness Generally refers to avoidance of other 
people, or excessive discomfort, embarrassment and 
inhibition in the presence of others; it is a source 
of anxiety for many individuals who would like to 
become more dynamic and outspoken. 

Many people would like to be more outgoing, 
meet new people and learn new activities. Their 
reluctance to facing possible criticism or even being 
watched holds them back from pursuing advance- 
ments and goals in life. Shyness is fairly common 
in children and adolescents. However, as the young 
person develops an increasing sense of self-esteem, 
shyness often disappears. 
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See also PHOBIA; PUBERTY AND PUBERTY RITES; 
SELF-ESTEEM. 


sibling rivalry Competition between brothers 
and/or sisters is normal. The first situation occurs 
after the birth of a new baby, when an older sibling 
feels “displaced” and constantly seeks to command 
the parents’ attention. Feelings of rivalry may per- 
sist throughout life. One child may be continuously 
compared with another in the family, and the par- 
ents may influence the feeling of rivalry by show- 
ing one child as the better example. Throughout 
school, brothers and sisters may feel competitive 
with one another in order to gain more affection 
from their parents. 

Personality differences may account for sibling 
rivalry. For example, while one child may be extro- 
verted, have an outgoing personality and make 
friends easily, another child in the family may be 
more introspective and find it difficult to mingle in 
new groups of children. The quieter child may be 
jealous of the other child, even though he excels in 
academic skills, while the child with many friends 
may be jealous of her sibling’s academic achieve- 
ments. 

Sibling rivalry may persist even after the death 
of parents, when brothers and sisters become jeal- 
ous over uneven distribution of their parents’ pos- 
sessions. 

See also JEALOUSY. 


sick building syndrome A contemporary personal 
and societal threat to mental health once known as 
building-related illness. People who work in office 
buildings may experience symptoms such as head- 
aches, itchy eyes, itchy nose and throat, dry cough, 
diminished mental acuity, sensitivity to odor and 
tiredness. These symptoms may be caused by air 
conditioning systems, fluorescent lighting systems 
and poor ventilation. Modern buildings are tighter 
in construction and depend on air-circulators, as 
opposed to outside air, for ventilation. 
Additionally, the sources of stressful symptoms 
may be caused by the frustration of feeling closed 
in and unable to control the amount of heat or light 
in the immediate environment. Thus the stress of 


the syndrome is also related to feelings of lack of 
personal control. 

A ripple effect sometimes occurs when one 
employee in such a building starts complaining. 
Soon others believe that they too have headaches 
as a result of the workplace. The notion of becom- 
ing ill from the building in which one works is not 
entirely farfetched when one considers the out- 
break of Legionnaire’s disease, a form of pneumo- 
nia, which was first identified among American 
Legion conventioneers in a Philadelphia hotel dur- 
ing the 1970s and was caused by bacteria in the 
air conditioning system; similar outbreaks have 
occurred as recently as 1995. Tests identified the 
organisms responsible for the disease as a contami- 
nant of water systems that had been responsible 
for earlier epidemics of pneumonia, although the 
cause had not been understood earlier. 

The influence of sick building syndrome as a 
source of employee stress was recognized on a fairly 
large scale when complaints characteristic of sick 
building syndrome made to the U.S. Department 
of Occupational Safety and Health (OSHA) dou- 
bled between 1980 and 1981. Recognized by the 
insurance industry under the name “tight building 
syndrome,” Fireman’s Fund Insurance Company 
established a “tight building syndrome” laboratory 
in late 1983, after investigating 48 buildings in the 
U.S. and discovering that about one-third presented 
health hazards from indoor air pollution. 


Relieving Anxieties Caused 

by Sick Building Syndrome 
Individuals who believe that they are being made 
ill by their building should consult their company 
psychologist, if there is one, or the department 
of human resources. Reports should be filed in 
a timely way so that investigations can be made. 
Removal of the pollutant, if possible, is essential. 
There may be possibilities for improvement of air 
balance and adjustment, including circulating a 
percentage of outside air. All humidifiers, filters and 
drip pans must be checked. Overall maintenance of 
the building should be evaluated and care should 
be taken regarding selection of cleaning materials, 
air fresheners and moth repellents. New carpeting 
should be installed on a Friday, so as to allow venti- 
lation of the building over the weekend. 
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Additionally, individuals should determine if 
there are any steps they can take to relieve their 
personal stress. These may include being moved 
to another part of the building, or bringing a small 
electric fan or heater to work with them. If nec- 
essary, a short vacation away from the pollutants 
may be helpful. 

See also ENVIRONMENT; WORKPLACE. 


Crawford, Joanne O., and Sean M. Bolas. “Sick Building 
Syndrome, Work Factors and Occupational Stress.” 
Scandinavian Journal of Work, Environment and Health 
22, no. 4 (August 1996): 243-250. 


sick role A protective role given to a person who 
is mentally ill, physically ill or injured. Often many 
people with illnesses begin to enjoy the attention 
and achieve what is known as secondary gain. 

See also SECONDARY GAIN. 


side effects of drugs Results that occur after tak- 
ing medications that are unrelated to the hoped-for 
effect. Not all individuals experience the same side 
effects. Usually individuals are warned about possi- 
ble side effects of medications, such as dry mouth as 
a common side effect of some antidepressant drugs. 
Other common side effects of some drugs include 
dizziness, nausea and constipation. Sometimes side 
effects occur because of synergism between drugs 
(additive effects) or an individual’s allergies. 

When an individual experiences side effects of 
a prescription medication, this situation should be 
discussed with the prescribing physician. Some peo- 
ple choose to stop taking their medication because 
of a side effect, and when this occurs, they are put- 
ting themselves at risk for the more severe conse- 
quences of their unmedicated condition. 


SIDS See SUDDEN INFANT DEATH SYNDROME. 


Siegel, Bernie S(hepard) (1921— ) Surgeon, lec- 
turer and author of the best-selling book, Love, Med- 
icine and Miracles (Harper, 1986). He completed his 
surgical training at Yale New Haven Hospital and 


the Childrens’ Hospital of Pittsburgh. He received 
his M.D. degree from Cornell University and his 
B.A. from Colgate University. He has been a practi- 
tioner of pediatric and general surgery. 

Siegel is the founder of Exceptional Cancer 
Patients (ECP), a support group whose members 
try to help heal themselves. By sharing their fear 
and anger with each other, ECP members undergo 
a form of alternative therapy which, according to 
Siegel, aids in the healing process. They utilize the 
concept of “carefrontation,” a loving, safe, thera- 
peutic confrontation, which facilitates personal 
change and healing. 

Siegel believes that getting well is not the only 
goal; more important is learning to live without 
fear and to be at peace with life and ultimately 
death. He utilizes group therapy involving patients’ 
dreams, drawings and images. Siegel travels exten- 
sively to speak and run workshops sharing his tech- 
niques and experiences. 

See also SUPPORT GROUPS. 


Siegel, Bernie S. Love, Medicine and Miracles, New York: 
Harper & Row, 1986. 


sign An objective indication of a disorder that 
is observed or detected by a physician or another 
person as opposed to indications reported by the 
individual, which are known as symptoms. For 
example, repeated bruises on a child may be a sign 
to a physician that the child is a victim of child 
abuse. On the other hand, headaches, which the 
physician cannot see, may be reported by a patient 
and may be a symptom of underlying disease. 
See also SYMPTOM. 


Sinequan Trade name for doxepin hydrochloride, 
a tricyclic antidepressant drug. 
See also ANTIDEPRESSANT MEDICATIONS. 


Skinner, Burrhus Frederic (1904-1990) An Amer- 
ican psychologist and pioneer in operant behavior- 
modification techniques of psychotherapy. Skinner’s 
work affected approaches to treatment of anxiet- 
ies, phobias and other areas of mental health. He 
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constructed a major learning theory and was an 
influential spokesman for radical behaviorism. His 
theory of behavior was based on a deterministic phi- 
losophy that included the notion that individuals’ 
behavior and personality are determined by both 
past and present events, as well as genetic makeup, 
and not by internal influences. He believed that 
psychologists should focus on observable and veri- 
fiable behavior and also that behavior can be best 
understood and modified by manipulating its con- 
sequences. 
See also BEHAVIOR THERAPY. 


Doctor, Ronald M. and Ada P. Kahn. Encyclopedia of Pho- 
bias, Fears, and Anxieties. New York: Facts On File, 
2000. 


sleep Recurring periods of relative physical and 
psychological disengagement from one’s environ- 
ment. Sleep-related problems are among the most 
common complaints individuals have when they 
visit physicians or other therapists. Depression 
seems to be a major factor that interferes with sleep, 
causing some individuals to sleep too much and 
preventing others from getting to sleep or sleep- 
ing through the night. Sleep in individuals with a 
chronic illness or pain is often interrupted. 

Sleep patterns vary with age, state of health, 
medication and psychological state. Sleeping habits 
affect most people’s moods. Many feel somewhat 
irritable and short-tempered without adequate 
sleep. According to Rosalind Cartwright, Ph.D., 
director of the Sleep Disorder Service at Rush- 
Presbyterian-St. Luke’s Medical Center, Chicago, 
people who cannot fall asleep are usually the com- 
plainers and worriers, those who do not learn how 
to relax before sleeping and those whose minds do 
not stop to let them relax. 

The old adage “early to bed and early to rise” 
is too generalized a plan for most people, says Dr. 
Cartwright. There are many individual patterns of 
sleep that work well. Some elderly people do not go 
to bed until 4:00 A.M. They stay awake until then, 
reading, knitting or doing some creative work. They 
wake up at 8:00 A.M. when everyone else does and 
they feel good. Such individuals once went to bed 
at midnight and worried about staying awake four 


hours; now they turn those hours into doing some- 
thing constructive. 

Stages of sleep differ in proportion to how we 
spend our time during the day. People who do 
hard physical work do not necessarily need more 
sleep than sedentary office workers, but their sleep 
is deeper. According to Dr. Cartwright, they have 
more prolonged stage 4 sleep at the beginning of 
the night. 

There are some sleep differences between men 
and women. One difference is that men lose their 
ability for deep sleep (delta sleep) as they age 
sooner than women, even though more women 
complain about insomnia and light sleeping. Men 
begin to lose their deep sleep in their late 40s and 
50s, while women continue to have deep sleep 
later in life. 


Sleep Disorders 


There are two basic categories of sleep disorders. 
One is known as DIMS, or disorders of initiat- 
ing or maintaining sleep. These include difficulty 
getting to sleep or staying asleep or waking too 
early. The second category is known as DOES, or 
disorders of excessive sleep. Characteristics may 
include falling asleep inappropriately and diffi- 
culty in awakening. Such individuals are known 
as hypersomniacs. 

Another common and more serious disorder of 
sleep is sleep apnea. This consists of brief periods of 
ceasing to breathe. There may be at least 250,000 
people in the United States who cease breathing 
so often or for such long periods of time at night 
that they are tired all day and are likely to drift off 
into sleep at any moment. They must walk around 
often to fight off sleep. Such individuals cannot 
drive safely. 

Signs of sleep apnea are loud snoring, prolonged 
periods between breaths (apnea), weight gain and 
elevated blood pressure. Diagnosis of sleep apnea 
can be made from a tape recording at the bedside 
of the snorer. If there are repeated pauses of more 
than 10 seconds between snores, it may mean that 
the oxygen level in the brain is going down. The 
person must wake himself to restart the brain. There 
is treatment for sleep apnea, and it is important that 
such people be treated because this disorder causes 
a strain on the heart. 
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Repetitive Nocturnal Myoclonus 


This involves involuntary jerky motions of the 
legs, episodes of muscle spasms and twitching that 
disturb sleep. This is an uncomfortable sensation 
that occurs just before falling asleep. The individ- 
ual feels an urge to get up and walk around. This 
sensation may increase with age and, according to 
some researchers, frequently runs in families. It is 
more common in individuals age 50 to 60 than in 
younger people. 


Sleep Difficulties of Menopausal Women 
Many women experience changes in their sleep 
patterns around menopause. Some changes may be 
due to hot flashes or to many other factors involv- 
ing other individual psychosocial stresses. Accord- 
ing to Dudley Dinner, M.D., director of the Sleep 
Disorders Center, the Cleveland Clinic Foundation, 
while women may have slept seven to eight hours 
at age 20, they may decrease up to six or six and 
a half hours between age 55 and 60. In addition, 
sleep tends to become more “fragmented.” Women 
in this age group may awaken more often and 
spend more time awake during the night, although 
the total time in bed may increase. 


Sleep Disturbance Related to Medication 


Because many medications can cause sleepiness in 
some individuals, all such medications should be 
taken only under a physician’s supervision. Some 
medications may make sleep apnea worse. 


Medications Used for Inducing Sleep 

Many individuals have sleeping medications pre- 
scribed for them at some time during their life. 
Often at a time of great bereavement, such as after 
the death of a spouse or parent, an individual will 
have difficulty sleeping and can be helped with the 
assistance of an appropriately prescribed medica- 
tion for short-term use. 


Dreaming 
Most dreaming takes place during the REM (rapid- 
eye-movement) stage. Nightmares of being unable 
to move have a real basis during this phase of sleep 
because of the limpness of the muscles. Most people 
forget dreams unless they awaken during a REM 
period or within 10 minutes afterward. 


According to Dr. Cartwright, dreaming has a 
role in our mental health. This is indicated by the 
fact that people in poor mental health are distinctly 
different. “Dreaming doesn’t cause mental illness, 
but when dreams work well, they help process our 
emotions of the day. We put our emotions to rest 
during sleep. When we are upset, our dreaming 
does not serve us well,” Dr. Cartwright said. 


Research 


Evaluation of individuals’ problems as well as sleep 
research is carried out in many sleep laboratories 
across the United States. Sessions for a troubled 
sleeper in a sleep laboratory depend on the diagnosis 
and how complex the problem is. Some tests, such as 
those for narcolepsy—a disorder of excessive daytime 
sleepiness—are done during the day, with a series of 
five short naps. However, most sleep lab evaluations 
are done during the night. Patients are monitored 
for many things, including naso-oral air flow and 
heart rate. Insomniacs are tested to determine how 
much they really sleep. Typically, many physiological 
parameters are measured on a 16-channel machine. 
One person can be measured on 16 channels, or two 
people on eight channels. There is an intercom from 
the control room, and researchers can talk to any 
sleeper in a room or tape-record from any room. 

With use of an electroencephalogram (EEG), a 
graphic depiction of the brain’s electrical poten- 
tials recorded by scalp electrodes, sleep is divisible 
into two categories: nonrapid-eye-movement sleep 
(NREM) and rapid-eye-movement (REM) sleep. 
Dreaming sleep is another term for REM sleep. 
There are four stage of NREM sleep. Stage I occurs 
immediately after sleep begins with a pattern of low 
amplitude and fast frequency. Stage II has charac- 
teristic waves of 12 to 16 cycles per second known 
as sleep spindles. Stages III and IV have progressive 
further slowing of frequency and increase in ampli- 
tude of the wave forms. After the beginning of sleep, 
over a period of 90 minutes, a person goes through 
the four stages of NREM sleep and goes from them 
into the first period of REM sleep. Dreaming usu- 
ally occurs during REM sleep, and short cycles (20 
to 30 minutes) of REM sleep recur about every 90 
minutes throughout the night. This type of sleep 
is so named because of the coordinated rapid eye 
movements that occur. 
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HOW TO GET A GOOD NIGHT'S SLEEP 





It takes most people about 15 minutes or less to fall 
asleep. If you have trouble getting to sleep and staying 
asleep long enough to feel good throughout the day, 
try some of these suggestions: 


e Drink a cup of warm milk before bedtime. Eat 
a light snack. Avoid stimulating beverages that 
contain caffeine, such as coffee, cola beverages and 
chocolate. 

e Take a warm, relaxing bath. 

e Relax in bed and read something you enjoy. As 
your mind becomes engrossed, your muscles will 
relax. When your body is relaxed, you are likelier 
to become sleepy and ready for sleep. Watching 
television may have the same effect. 

e Read something you find very dull. When your 
mind cannot handle what you present, your 
internal coping mechanism of falling asleep may 
take over. Watching television may have the same 
effect. 

e Experiment by changing your environment. Make the 
room warmer or colder. Use different combinations 
of covers. Some people like the feeling of the 
“weight” of blankets, while others do not. If you 
like warmth without weight, use an electric blanket. 
Some have dual controls so that each bed partner 
can have individual arrangements. 

e Avoid stressful situations before bedtime. Postpone 


discussions of problems until morning when possible. 


Avoid lengthy telephone conversations that may 
upset you before bedtime. 

e If you have an argument or tension-filled discussion 
late at night, do not go to bed mad. 

e If you are alone and feel hostile, call a friend and 
talk. Venting may help you unload and you will sleep 
better. 

e Avoid using sleeping pills. People build up a 
tolerance to them, and some have daytime hypnotic 
effects. Some pills induce sleep apnea. 

e If you must take a sleeping pill during times of 
extreme stress, such as after the death of a loved 
one, after surgery or during extreme jet lag, take 
short-acting sleeping medications. 

e Nightly use of sleeping medications may not be 
effective after a while. If you have to use them at all, 
use them only every other night, or every third night. 

e Avoid taking naps during the day; go to bed a little 
later each night. 





Sleep and Sex Research 

Sex researchers test individuals’ capabilities for 
sexual arousal while they are asleep to determine 
if sexual dysfunctions are caused by physiological 
problems. In males, a penile plethysmograph indi- 
cates changes in blood flow and size of the penis as 
it undergoes erection. In females, a vaginal plethys- 
mograph records vaginal blood flow during sexual 
arousal. When individuals show indications of high 
sexual arousal during sleep, psychotherapy often 
helps them achieve improved sexual function dur- 
ing waking hours. 


Snoring 

Snoring is a serious problem for more than 10 mil- 
lion Americans. It is a problem for the snorer as 
well as their bed partner or roommate, often caus- 
ing the other to awaken tired and irritable after 
many awakenings throughout the night. Snoring is 
the cause of many marital arguments. 

Heavy snoring accompanied by slowed breathing 
patterns may indicate the presence of sleep apnea. 

See also DREAMING; JET LAG; REM SLEEP; SNORING. 


Kahn, Ada P., and Linda Hughey Holt. Midlife Health: A 
Woman's Practical Guide to Feeling Good. New York: Avon 
Books, 1989. 


sleep apnea See SLEEP; SNORING. 


sleep disorders See SLEEP. 


sleep paralysis A sensation of being unable to 
move at the moment of waking up or going to 
sleep. This feeling may last for only a few seconds 
and be accompanied by frightening hallucinations. 
This occurs in some people who have narcolepsy 
but also occasionally happens in normally healthy 
people as well. 
See also NARCOLEPSY; SLEEP. 


sleep therapy A treatment sometimes used for 
depression in which the individual is monitored 
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in a sleep laboratory and the sleep-wake cycle is 
altered. For example, the individual might be kept 
awake during one full night or during specific hours 
of several nights. This is termed sleep deprivation 
therapy. Russian psychiatrists have used sedative 
drugs to promote sleep for several days as a form 
of therapy. This type of sleep therapy is not used in 
the United States as a standard treatment. 
See also DEPRESSION; PSYCHOTHERAPY; SLEEP. 


sleepwalking (somnambulism) Walking while 
asleep during NREM (nonrapid eye movement) 
sleep; this affects about 5 percent of adults and 
many more children. For unknown reasons, boys 
are more likely to sleepwalk than girls. A child may 
sleepwalk after awakening from a nightmare or 
night terror and may scream, talk or even urinate 
in an inappropriate place. 

It is difficult to awaken a sleepwalker; the best 
approach is to calmly lead him or her back to bed. 
However, in a household where an individual is 
known to sleepwalk, it is best to close off stairwells 
and remove loose objects in the possible pathway 
to prevent injury. 

Since somnambulism occurs during stage IV 
sleep, it frequently responds to benzodiazepine 
medications, such as flurazepam (Dalmane) or 
temazepam (Restoril). 


slips of the tongue Also known as “lapsus lingae,” 
slips of the tongue occur when one says one thing 
but means another. Most people do this at times, 
and doing so does not mean that one is losing one’s 
memory. These are mistakes that grouped together 
with other errors such as mislaying objects, memory 
lapses and writing errors are known as symptomatic 
acts. Sigmund Freud theorized that these acts have 
a subconscious basis with some motivation that is 
not recognized by the person who commits them. 
This type of behavior is temporary and correctable. 
Although undesirable, it tends to fall within normal 
limits and is not considered pathological. 


Campbell, Robert Jean. Psychiatric Dictionary. New York, 
Oxford University Press, 1981. 


smoking The actual physiological effects of smok- 
ing are somewhat at odds with the sensations that 
smokers report. When nicotine enters the blood- 
stream, it raises the heart rate, blood pressure and 
blood flow and dilates the arteries. It also raises the 
level of glucose in the blood. However, smokers 
report a sense of tranquility, despite the stimulating 
effects of nicotine. 

Smoking is generally experienced as an uncom- 
fortable, negative experience the first time it is 
attempted, but it soon becomes a habit that is dif- 
ficult to break despite its link with cancer and heart 
disease. 

The habit of smoking is usually started in adoles- 
cence and seems to be a function of a desire to con- 
form to peer pressure. Rebellious attitudes, lower 
socioeconomic status, desire for tension relief and 
patterns of family smoking also seem to be factors 
that contribute to teenage smoking. 

Despite warnings about the health hazards of 
smoking, about 23 percent of U.S. adults were cur- 
rent smokers in 2001, according to the Centers for 
Disease Control and Prevention. Among adults, 
about 19 percent smoked daily and about 4 percent 
smoked less than daily. Daily smokers smoked an 
average of 18 cigarettes a day compared with five 
cigarettes a day for nondaily smokers on days that 
they smoked. Approximately three in 10 current 
smokers (30.9 percent) usually smoked 15-24 ciga- 
rettes in a day. Approximately three in 10 current 
smokers (30.9 percent) started smoking before the 
age of 16 years. About four in 10 current smok- 
ers (42.4 percent) attempted to quit smoking in the 
past year. Nondaily smokers (54.3 percent) were 
more likely than daily smokers (39.9 percent) to 
have attempted to quit smoking in the past year. 
Among nondaily smokers, quit attempts did not 
show a clear association with age: 50—60 percent of 
nondaily smokers had tried to quit smoking in the 
past year, regardless of age. 


Smoking, gender, and age 
Smoking was most prevalent among adults aged 
18-24 years (27.2 percent) and aged 25-44 years 
(26.7 percent) and declined with age. Men (25.1 
percent) were more likely than women (21.2 per- 
cent) to be current smokers, and men (27.5 per- 
cent) were more likely than women (18.7 percent) 


416 smoking 





to be former smokers. Male daily smokers smoked 
more cigarettes a day than female daily smokers. 
Male smokers were more likely than female smok- 
ers to have started smoking before the age of 16 
years. 

Male smokers age 75 years and over (38.5 
percent) were more than three times as likely as 
female smokers of the same age group (11.3 per- 
cent) to have initiated smoking before 16 years of 
age. Female smokers were more likely than male 


smokers to have started smoking at age 21 years 
and over. Female smokers were more likely than 
male smokers to have attempted to quit smoking in 
the past year. 


Education, Income, and Marriage: 
Effects on Smoking Habits 
According to the Centers for Disease Control and 
Prevention, adults with a bachelor of arts/science 
degree or higher were significantly less likely to 


Percentage of Adult Current Smokers Who Started Smoking Younger 
Than 16 Years of Age, by Level of Education: United States, 1999-2001 
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smoke cigarettes than adults with less education. 
Adult current smokers with the least education were 
more than twice as likely as adults with the most 
education to have started smoking before the age of 
16 years. Fewer than one in five smokers who had 
a bachelor’s degree or an advanced academic degree 
started smoking before 16 years of age. 

Both men and women with incomes below the 
poverty level were almost twice as likely as men 
and women in the highest income group to be cur- 


rent smokers. Attempts to quit smoking were unre- 
lated to income level. 

Cohabiting adults and divorced or separated 
adults were more likely than never-married adults 
and married adults to be smokers. The prevalence of 
daily smoking was about twice as high among cohab- 
iting adults as married adults. Married and cohabi- 
tating male smokers were more likely than divorced 
or separated male smokers to have attempted to quit 
smoking in the past year. Married female smokers 


Percentage Distributions of Current Cigarette Smoking Status of Adults, 


by Sex: United States, 1999-2001 
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Percentage of Adult Current Smokers Who Tried to Quit in Past Year, by 
Age and Smoking Frequency: United States, 1999-2001 
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were less likely than divorced or separated female 
smokers to have tried to quit in the past year. 

Smoking is now regarded as an addiction. Many 
stop-smoking programs exist to help cigarette 
addicts. However, for the programs to be helpful, 
the individual must attend regularly and follow the 
rules set forth. 

Since antismoking laws have been passed in the 
United States, there are frequent incidents of anger 
and hostility between smokers and nonsmok- 
ers. Although scientists have documented harm- 
ful effects of smoking to smokers as well as those 





who are forced to breathe secondhand smoke, 
many smokers still believe that it is their “right” to 
smoke when and where they want to. Nonsmokers 
maintain the same “right” to clean air. Increasingly, 
workplaces are adopting non-smoking policies and 
setting up outdoor smoking areas for smokers. Most 
restaurants have non-smoking areas, but there are 
some that do not. For those that do not, ventilation 
systems are not always effective, and non-smokers 
are frequently offended by smoke in the air. For 
many non-smokers, smoke in the air is more than 
an annoyance; for asthmatics and those with other 
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STRESS RELIEVERS FOR THOSE 
WHO ARE QUITTING SMOKING 





e List your reasons for wanting to stop smoking. 

e Note when and where you smoke the most. 

e Set a date for quitting; tell your family and friends. 

e Remove cigarettes, ashtrays and matches from your 
home, car and office. 

e Minimize stressful situations and other occasions 
where you previously craved a cigarette. 

e Spend time where smoking is prohibited. 

e Reach for high-fiber, low-calorie snacks, such as 
vegetables or fruits, when you have the urge to 
smoke. 

e Talk to someone who is supportive until the urge to 
smoke passes. 

e Increase aerobic exercise (walking, biking). 

e Use relaxation techniques (meditation, guided 
imagery). 

e Reward yourself for quitting smoking. 





respiratory disorders, being forced to breathe in 
secondhand smoke can bring on an attack and 
cause them to be ill. 


snoring An annoying condition that results when 
the soft palate vibrates because an air passage is 
blocked during sleep. Snoring frequently results 
when one sleeps on his or her back; the tongue 
slides back into a position that partially blocks the 
nasal passage, forcing one to breathe through the 
mouth, particularly in a deep sleep. Snoring may 
deprive both the snorer and the bed partner of nec- 
essary sleep, possibly resulting in irritability and 
tension the next day. 

Snoring is more common in overweight people, 
in part because they are more likely to sleep on 
their backs and because fatty tissue in their throat 
may cause blockage. Snoring may also be caused by 
enlarged tonsils and nasal problems. Heavy drink- 
ing, smoking or eating just before sleep may also 
cause snoring. 

Snoring is more common in men than in women 
and tends to increase with age. A significant num- 
ber of snorers can be heard in the next room. 
Measurements of snoring volume have recorded 
decibel levels as high as the sound of a jackhammer 


TIPS FOR SNORERS 





e Learn to sleep on your side or stomach. 

e Attach something to the back of your pajamas or 
nightgown to awaken yourself when you lie on your 
back. 

e Avoid having an alcoholic nightcap, because it 
aggravates snoring; alcohol causes too much 
relaxation in the oralpharynx region. The same thing 
happens after taking tranquilizers and sleeping pills. 

e Elevate the head of your bed several inches. This may 
alleviate the tendency to snore. 

e Devices are available that help. One is a vinyl 
molded tooth guard, much like an athletic mouth 
guard, that captures and holds the tongue so that it 
does not fall to the back of the throat. It makes the 
airway stay open. 

e Masks are available for really heavy snorers. These 
prevent snoring by supplying positive air pressure 
and keeping the throat open. 

e Surgical techniques may be a last resort for an indi- 
vidual with severe and serious snoring problems. 
One procedure involves tightening up the tissues in 
the back of the throat. Another procedure involves 
making a permanent hole in the breathing system 
before the voice box. The hole bypasses the throat 
area when open and prevents the movement of the 
tissues that lead to snoring. 





or pneumatic drill. Robert W. Hart, M.D., writing 
about snoring in Chicago Medicine (December 21, 
1991), characterized it as “mild, moderate, severe 
or heroic.” According to Hart, the incidence of 
habitual snoring in an unselected population has 
been estimated near 20 percent. However, in over- 
weight males between the ages of 30 and 59, that 
incidence reaches 60 percent. Some sources esti- 
mate that 40 million Americans snore. 


Snoring and Sleep Apnea 

Many individuals who report chronic fatigue 
and irritability are victims of sleep apnea, known 
as obstructive sleep apnea syndrome (OSAS). If 
untreated, OSAS can have lethal consequences 
when daytime sleepiness leads to automobile and 
industrial accidents, as well as consequences for 
interpersonal relationships because of short tem- 
pers due to tiredness. 
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OSAS is characterized by repetitive episodes 
of complete (apnea) or incomplete (hypopnea) 
obstruction of the upper airways during sleep. 
OSAS is more common in males and postmeno- 
pausal females, with its frequency increasing with 
age and weight. The OSAS sufferer may complain 
of feelings of choking or suffocating during the 
night or feel panicky because of an inability to take 
in enough air. 

Treatment options for OSAS include general 
measures, such as weight loss, abstinence from 
alcohol and other offending substances, pharmaco- 
logic approaches for limited periods of time, devices 
(such as oral and orthodontic devices) and surgical 
procedures (such as nasal surgery or uvulopalato- 
pharyngoplasty). 

OSAS syndrome is linked to hypertension, isch- 
emic heart disease and cerebrovascular disease and 
may have consequences for an individual's physical 
as well as mental health. 

See also CHRONIC FATIGUE SYNDROME; SLEEP. 


Borbely, Alexander. Secrets of Sleep. New York: Basic 
Books, 1984. 

Hart, Robert W. “Snoring and Sleep Apnea: A Clinical 
Approach.” Chicago Medicine 94, no. 24 (December 21, 
1991). 


social anxiety See ANXIETY DISORDERS; PHOBIA. 


social phobia See PHOBIA. 


Social Security disability Individuals incapaci- 
tated by a mental health disability may be entitled 
to a monthly stipend under the provisions of the 
Social Security Administration disability program. 
For example, some people with schizophrenia, 
chronic depression and chronic fatigue syndrome 
meet standards for such benefits. Eligibility stan- 
dards are strict, however. 

A person is considered disabled when she has a 
severe physical or mental impairment or combina- 
tion of impairments that prevents her from work- 
ing for a year or more or that is expected to result 
in death. The work does not necessarily have to be 


the kind of work done before disability; it can be 
any gainful work found in the national economy. 
This definition requires total disability. 

To be eligible for this benefit, a person must 
have worked long enough and recently enough 
to be insured under the system that is funded by 
Social Security taxes paid by employers, employees 
and self-employed persons. To apply, an individual 
should begin by contacting the local office of the 
Social Security Administration. Documentation 
must be complete, including letters from physicians 
and mental health professionals, possibly laboratory 
test results and test results of various psychomet- 
ric tests, which measure psychological or cognitive 
damage. Letters from previous employers, friends 
and relatives can be helpful, as can letters from 
congressional representatives and attorneys. Social 
Security will want to know how one’s impairment 
limits function. 

Following written application, the process will 
include personal interviews with a case worker. If 
the first application is rejected, there is a process of 
appeal, and many cases are granted disability status 
after one or more appeals. 


social support system An individual’s relation- 
ships with others and with the environment. This 
includes significant others, job, community, church 
and material resources. An individual with a men- 
tal health problem may have inadequate social 
support because family members do not under- 
stand why certain regimens are important and thus 
may not offer the assistance or encouragement that 
would help the person comply. An inadequate sup- 
port system may encourage noncompliance and 
interfere with the individual’s improvement. 
See also NONCOMPLIANCE. 


social workers Social workers help people func- 
tion as well as they can in their particular envi- 
ronment, help them deal with interpersonal 
relationships and help solve personal and family 
problems. Social workers often see clients who 
face a life-threatening disease or a social problem, 
such as substance abuse, grief, inadequate hous- 
ing, unemployment, a serious illness or a disabil- 
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ity. Social workers also assist families undergoing 
serious domestic conflicts. Most social workers pre- 
fer an area of practice in which they interact with 
clients, although many conduct research or are 
involved in planning or policy development. 

Social workers are important professionals in the 
mental health field. During times of crisis, such as 
after the September 11, 2001, acts of terrorism in 
the United States, many social workers counseled 
survivors and families of victims. In the aftermath 
of Hurricane Katrina in 2005, when thousands of 
persons were displaced, social workers across the 
United States assisted people in coping with losses 
of family members, homes and possessions and 
readjusting to new locations. 

Many social workers assess and treat individuals 
with mental illness or substance abuse problems, 
including abuse of alcohol, tobacco or other drugs. 
These services may include individual and group 
therapy, outreach, crisis intervention, social reha- 
bilitation and training in skills of everyday living. 
They also may help plan for supportive services 
to ease patient’s return to the community. Social 
workers are likely to work in hospitals, substance 
abuse treatment centers, individual and family ser- 
vice agencies and local governments. They may also 
be known as clinical social workers. 

Child, family and school social workers provide 
social services and assistance to improve the social 
and psychological functioning of children and 
their families to maximize the family well-being 
and academic functioning of children. Some social 
workers assist in arranging adoption or help find 
foster homes for neglected, abandoned or abused 
children. Child, family and school social workers 
typically work for individual and family service 
agencies, schools or state or local governments. 
They may be known as child welfare social work- 
ers, family service social workers, child protective 
service social workers, occupational social workers 
or gerontology social workers. 

Medical and public health social workers pro- 
vide individuals, families, or vulnerable popula- 
tions with the psychosocial support needed to cope 
with acute, chronic or terminal illnesses, such as 
Alzheimer’s disease, cancer or AIDS. They also 
advise family caregivers, counsel patients and help 
plan for patients’ needs after discharge by arrang- 


2004 EMPLOYMENT BY TYPE OF SOCIAL WORKERS 





Child, family and school 272,000 
Mental health and substance abuse 116,000 
Medical and public health 110,000 
All other 64,000 





Source: Bureau of Labor Statistics. “Social workers.” Available online. 
URL: http://www.bls.gov/oco/ocos060.htm. Downloaded on January 
25, 2005. 


ing for at-home services, from Meals On Wheels to 
oxygen equipment. 

According to the U.S. Bureau of Labor Statistics, 
social workers held about 562,000 jobs in 2004. 
About nine out of 10 jobs were in health care and 
social assistance settings, as well as state and local 
government agencies, primarily in departments of 
health and human services. 

According to the Bureau of Labor Statistics, 
employment of social workers is expected to 
increase faster than the average for all occupations 
through 2014. The rapidly growing elderly popu- 
lation and the aging baby boom generation will 
create greater demand for social services, result- 
ing in rapid job growth among gerontology social 
workers. Demand for services often is highest in 
cities, where competition for social worker jobs 
is expected. The growing popularity of employee 
assistant programs is expected to increase demand 
for private practitioners, some of whom provide 
social work services to corporations on a contrac- 
tual basis. 

Some social workers are in private practice and 
are clinical social workers who provide psychother- 
apy, usually paid for through health insurance or 
by the client themselves. Private practitioners must 
have at least a master’s degree and a period of super- 
vised work experience. Many private practitioners 
divide their time between working for an agency or 
hospital and working in their private practice. 


sodium lactate infusions Intravenous infusions 
of sodium lactate will provoke a panic attack in 
most patients with panic disorder but not in nor- 
mal subjects. The mechanism by which this occurs 
is not clear, and researchers hope that future test 
results may provide keys to biochemical factors in 
the causes of panic attacks. 


422 solvent abuse 





The mechanism for sodium lactate precipitation 
of panic attacks is not clear, but it is also known 
that increased carbon dioxide (CO,) accumulation 
can precipitate panic attacks, leading to a theory 
that the change in acid-base balance may also be 
affected by carbon dioxide levels. 

See also PANIC ATTACKS AND PANIC DISORDER. 


solvent abuse Glue sniffing or inhaling fumes 
of industrial solvents and aerosol sprays contain- 
ing hydrocarbons, which can produce feelings of 
intoxication. These substances can produce a state 
of euphoria followed by depression of the central 
nervous system. Results of this habit can damage 
the brain, liver and kidneys. Occasionally death 
occurs as the result of a direct toxic effect on the 
heart or asphyxiation. 
See also SUBSTANCE ABUSE. 


somatic A term that means related to the body 
(soma) or related to body cells, as opposed to germ 
cells (eggs and sperm). The term “somatic” also 
relates to the body wall as opposed to the viscera 
(internal organs). The psyche relates to the mind. 
Somatic treatments in psychiatry include the use of 
medications and electroconvulsive therapy (ECT). 
See also SOMATIC FIXATION; SOMATIZATION. 


somatic fixation A process whereby a physician 
or patient or family focuses exclusively and inap- 
propriately on physical or biomedical aspects of a 
complex problem. This can occur in any illness, 
especially chronic illness, when there is a one-sided 
emphasis on the biomedical aspects of a multifac- 
eted problem. Somatically fixated patients tend 
to have anxiety, depression, trouble coping and 
numerous physical symptoms. 

Some individuals have been raised in an envi- 
ronment in which they receive considerable atten- 
tion for physical pain and little, if any, attention for 
emotional pain. Families operate on a continuum 
from full encouragement of emotional and physi- 
cal experience to complete lack of acceptance of 
emotional experience. Emotionally repressed fami- 
lies condition children to experience any need or 


problem as physical. Thus physical symptoms may 
become their language for a range of experiences, 
from physical to emotional. 

According to Susan McDaniel, M.D., and col- 
leagues from the University of Rochester School of 
Medicine, Rochester, New York, physicians should 
evaluate both the biomedical and psychosocial ele- 
ments of a patient’s problem, elicit the patient’s and 
family’s understanding of the problem and learn 
about any recent stressful events or unresolved cri- 
ses in the lives of family members. 

Treatment of a patient with a somatic fixation 
should involve medical treatment as well as exten- 
sive emotional support for the patient and family 
members. 

Somatization disorder (Briquet’s syndrome) 
is seen in people who have numerous physical 
symptoms without abnormal tests or medical find- 
ings who have repeated medical evaluations and 
increased amounts of surgery compared with oth- 
ers. Studies have shown that such people live long 
lives but persist in having numerous physical symp- 
toms and medical treatment. 

See also HYPOCHONDRIASIS; SOMATIZATION. 


McDaniel, Susan, Thomas Campbell, and David Sea- 
burn. “Treating Somatic Fixation: A Biopsychosocial 
Approach.” Canadian Family Physician 37 (February 
1991). 


somatization The term for a feeling of physical 
symptoms in the absence of disease or out of pro- 
portion to a given ailment. From a public health 
point of view, somatization is important. Accord- 
ing to the Harvard Health Letter (April 1992), in any 
given week almost 80 percent of basically healthy 
people have symptoms that are not caused by phys- 
ical disease. About one in five health care dollars 
is spent on patients with somatization. Nearly half 
of the patients seen in physicians’ offices are the 
“worried well.” 

People who have ongoing somatic complaints 
may undergo uncomfortable invasive procedures 
that may cause complications. For example, it is 
possible that a person who repeatedly reports chest 
pains could eventually undergo coronary angiog- 
raphy to rule out serious arterial narrowing. These 
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individuals may also be taking many medications 
needlessly, some with serious side effects. 

Individuals who “somatize” are said to have 
somatoform disorders. 


somatoform disorders 
ATION; SOMATIZATION. 


See SOMATIC; SOMATIC FIX- 


somnambulism See SLEEPWALKING. 


soteria Possessions or other objects, including col- 
lections, that are acquired for a feeling of security. 
An example of a soteria is a child’s “security” blan- 
ket that is carried around at all times. 


specific phobias See PHOBIA. 


spectator role A term referring to a behavior pat- 
tern in which one’s natural sexual responses are 
blocked by observing oneself closely and worrying 
about how well or poorly one is performing rather 
than participating freely. The term was introduced 
by Wiliam H. Masters (1915- ), an American 
physician and sex researcher, and Virginia John- 
son (1925- ), an American psychologist and sex 
researcher. 
See also SEX THERAPY. 


spinal tap See BRAIN. 


split personality An inappropriate term for 
dissociative identity disorder. It is sometimes 
also erroneously used to refer to schizophrenia; 
Bleuler used the term “split personality” to refer 
to the separation of thought and emotion in this 
disorder. 

See also DISSOCIATIVE DISORDERS; SCHIZOPHRENIA. 


SSRIs 
TORS. 


See SELECTIVE SEROTONIN REUPTAKE INHIBI- 


stage fright A feeling of nervous anticipation 
that individuals experience before giving a public 
speech, making an appearance on a stage (as in a 
theatrical production), playing a musical instru- 
ment or singing publicly, being on a radio or televi- 
sion program or being videotaped. 

Those who go out of their way to avoid public 
speaking and public appearances may actually have 
a phobia about public appearances. Symptoms of 
stage fright and public speaking phobia may include 
becoming dizzy and nauseated when getting near 
the stage, having sweaty palms, weak knees and 
difficulty breathing and feeling a rapid heartbeat. 
While most people feel these symptoms in a very 
mild manner, phobic people will suffer so much 
that they momentarily fear they will die because 
of their rapid heartbeat and difficulty in getting 
enough air to breathe comfortably. (They may be 
overbreathing but not realize it.) 

Some people have these symptoms for a few 
moments before going on stage, and as soon as 
they walk onto the stage, their fears disappear as 
they focus all of their attention and energy on their 
performance. 

Those who do not lose their fears hold on to 
them for many reasons, including fear of criticism, 
fear of making a mistake, fear of being a failure or 
believing that they are not adequate for the task. 
Behavioral therapy techniques can help people 
overcome stage fright. By systematically becoming 
accustomed to being in front of people, many indi- 
viduals learn to lose their fear and become success- 
ful public figures. 

See also ANXIETY DISORDERS; PHOBIA. 


state anxiety A term used to differentiate types 
of anxiety. State anxiety, also called A-state, is a 
temporary and changing emotional state involving 
feelings of tension and apprehension and increased 
autonomic nervous system activity. It is a response 
to a specific situation that the individual perceives 
as threatening, but the response changes as the sit- 
uation changes. An example of state anxiety is the 
unpleasant feelings one experiences when taking 
an examination or facing a new and strange situa- 
tion. When the situation is over or one has become 
accustomed to it, the anxiety disappears. State 
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anxiety may be contrasted with trait anxiety, a part 
of the personality that causes consistent anxiety in 
some people. 

See also ANXIETY; AUTONOMIC NERVOUS SYSTEM; 
TRAIT ANXIETY. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of 
Phobias, Fears, and Anxieties. New York: Facts On File, 
2000. 


state-trait anxiety inventory (STAI) A psycholog- 
ical test developed about 1970 to research anxiety. 
Use of the test has led to advances in understanding 
anxiety. The test differentiates between state anxi- 
ety, also known as A-state, in which the anxiety is 
a temporary and changing response to a situation, 
and trait anxiety, which is an ongoing personality 
trait. 

The STAI A-Trait portion includes 20 statements 
relating to anxiety, tension and their opposites. 
Respondents indicate on a scale ranging from 1 to 
4 how often each statement generally pertains to 
them. The STAI is considered reliable and valid. 
There is also a version of the STAI for children 
known as the STAIC. 

See also ANXIETY; STATE ANXIETY; TRAIT ANXIETY. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of 
Phobias, Fears, and Anxieties. New York: Facts On File, 
2000. 

Spielberger, C. D., et al. The State-Trait Anxiety Inven- 
tory. Riverside, Calif.: Consulting Psychologists Press, 
1970. 


STDs See SEXUALLY TRANSMITTED DISEASES. 


stepfamilies Relationships in stepfamilies are far 
more complex than in traditional nuclear families. 
Stresses and challenges arise partly from the fact 
that society does not define the role of the step- 
parent as well as that of the natural parent. As a 
result, everyone may have a different set of ideas 
regarding how stepparent and stepchild get along. 
Frequently, a stepparent may feel that he or she 
should assume the role of an actual parent, but 


this may be very uncomfortable and objectionable 
to the child, especially as he may continue to have 
a strong relationship with his own natural parent. 
Children who live with a single parent may have 
had a partial sense of being the center of attention 
in the household and may have difficulty giving up 
that role when the stepparent arrives. 

When two families merge, the living arrange- 
ments may cause stresses and challenges to the 
mental health of all involved. For example, some 
children may be in residence, and others may visit. 
Living arrangements may change during the course 
of the marriage in some anticipated way. A child 
who had been living with the other parent may 
suddenly decide he wishes to leave that parent, 
possibly because of a stepparent in that household, 
and move in. If conflicts erupt between stepsiblings, 
parents usually side with their own child rather 
than being peacemakers as in the traditional mar- 
riage. Children may also feel that their inheritance 
rights are threatened by the arrival of a stepfather 
or -mother, especially in cases involving older cou- 
ples and adult children. 

There may be a highly charged sexual atmo- 
sphere in the home because the couple are actu- 
ally newlyweds but with children present. This 
may arouse real or potential relationships between 
stepsiblings that are technically, although not bio- 
logically, incestuous. There is also a potential for 
technical incest between stepparent and stepchild, 
particularly if the stepparent is young, even close 
to the age of the child. Stepparents sometimes 
even encourage these feelings in children by their 
attempts to be warm and friendly. 

See also DIVORCE; REMARRIAGE. 


Belovitch, Jeanne. Making Re-marriage Work. Lexington, 
Mass.: Lexington Books, 1987. 

Wald, Esther. The Remarried Family. New York: Family Ser- 
vice Association of America, 1981. 


steroids A group of chemical compounds with 
similar structure that act as chemical activators and 
regulators. They are secreted by various glands and 
activate various body functions. An example of a 
steroid is cortisol, which is higher in individuals 
who have depression and lessens as they are recov- 
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ering. Anabolic steroids (synthetic compounds) are 
misused by some athletic trainers to stimulate mus- 
cle development. Anabolic steroids can be legally 
obtained in the United States only with a physi- 
cian’s prescription. 

See also ANABOLIC STEROIDS; BRAIN CHEMISTRY; 
CORTISOL. 


stillbirth The death of a fetus between the 20th 
week of gestation and delivery. The major cause of 
stillbirth appears to be loss of oxygen to the baby, 
because of either a problem with the placenta or 
an umbilical cord accident before or during labor. 
However, there is no known cause for more than 
half of stillbirths. A stillbirth causes a special kind 
of grief for the parents. Although they have never 
seen their child, they have imagined how he or 
she would look, what they would use for a name 
and how the child would interact with others in 
the family. After the stillbirth, there are no “real” 
memories, such as photographs or items the child 
actually used or touched. Friends and others in the 
family do not share the grief with the parents in the 
way that they might with an older infant who died, 
making grief even more difficult for the parents. 

Even though another child may arrive a year or 
more later, most parents of a stillborn never fully 
recover from their loss. Some remember the “due 
date” for years and observe it with sadness and 
revival of the feeling of loss. 

See also GRIEF; MISCARRIAGE; PREGNANCY. 


stimulant drugs (stimulants) Drugs that stimulate 
the central nervous system and increase the activity 
of the brain or the spinal cord. Examples of stimu- 
lant drugs include amphetamines, cocaine, caffeine 
and nicotine. As these agents produce a feeling of 
euphoria and may temporarily increase alertness, 
they are often overused and abused; this occurs 
particularly with amphetamines and cocaine. Stim- 
ulants do have some legitimate uses in medicine. 
Children with ADHD (Attention Deficit Hyperactiv- 
ity Disorder) may benefit from stimulant treatment 
with Methylphenate (Ritalin). Stimulants are used 
with success for the augmentation of antidepressant 
medications in patients with treatment resistant or 


refractory depression. Stimulants are also helpful 
in treating some cases of post-stroke depression as 
well as cognitive dysfunction and loss of motivation 
resulting from traumatic brain damage. 

See also AMPHETAMINE DRUGS; COCAINE; METHAM- 
PHETAMINES; SUBSTANCE ABUSE. 


stimulus properties In differentiating between 
fear and anxiety, some therapists describe the two 
feelings in terms of stimulus properties—the identifi- 
ability, specificity and predictability—of the source that 
brings on a response. Fear is considered a response 
to a clearly identifiable and circumscribed stimu- 
lus; whereas with anxiety, although it is a similar 
response, the stimulus to which the individual is 
responding is unclear, ambiguous and/or pervasive. 
If a response occurs to a stimulus that is a realistic 
threat and therefore useful, it is said to be fear. Con- 
versely, a response is called anxiety if it is elicited by 
a stimulus that is not seen as a realistic or consensual 
threat, and is therefore irrational and not useful. 

Another factor that differentiates fear from anxi- 
ety is the predictability of the source of the threat 
to which the individual responds. When an object 
or situation provides a signal of danger or threat, 
and is therefore predictable, the state experienced 
is called fear. For example, the response of a person 
in the middle of a thunderstorm who worries about 
being struck by a lightning bolt would be consid- 
ered fear because the stimulus is clearly identifiable 
and predictable and the threat is realistic. 

See also PHOBIA. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of 
Phobias, Fears and Anxieties. New York: Facts On File, 
2000. 


St. John’s wort A widely prescribed herb in Ger- 
many and other European countries for depres- 
sion. There is disagreement among professionals 
regarding its effectiveness; however, there is some 
evidence that it is effective for mild to moderate 
depression. A major National Institutes of Health 
study did not show efficacy, while a smaller study 
showed that it was as effective as Prozac for mild 
depression. 


426 stress 





In a study reported in the journal Pharmacopsy- 
chiatry, German researchers indicated that hyperi- 
cum extract demonstrated efficacy compared 
with citalopram. The noninferiority of hyperi- 
cum extract to citalopram and the superiority of 
both active compounds to placebo were demon- 
strated, as well as better safety and tolerability 
of hypericum extract than of citalopram. These 
results revealed that hypericum extract STW3-VI 
is a good alternative to chemically defined anti- 
depressants in the treatment of outpatients with 
moderate depression. 

In the British Journal of Psychiatry, research 
reported on a metaanalysis of randomized con- 
trolled trials of St. John’s wort for depression. 
They said that current evidence is inconsistent and 
confusing. In patients who meet criteria for major 
depression, several recent placebo-controlled trials 
suggested that hypericum has minimal beneficial 
effects while other trials suggest that hypericum 
and standard antidepressants have similar benefi- 
cial effects. 

The results of a study published in 2006 in Phyto- 
medicine indicated that in pooled studies, hypericum 
has a clinically significant effect in minor depressed 
patients. 

Patients taking St. John’s wort should be moni- 
tored for possible interactions with prescription 
medications. 

See also ANTIDEPRESSANT MEDICATIONS; COMPLE- 
MENTARY AND ALTERNATIVE MEDICINE; DEPRESSION. 


Linde, K., M. Berner, M. Egger, et al. “St. John’s Wort 
for Depression: Meta-analysis of Randomized Con- 
trolled Trials.” British Journal of Psychiatry 186 (Febru- 
ary 2005): 99-107. 

Randloy, C., J. Mehisen. C. F. Thomsen, et al. “The Efficacy 
of St. John’s Wort in Patients with Minor Depressive 
Symptoms or Dysthymia—A Double-Blind Placebo- 
Controlled Study.” Phytomedicine 13, no. 4 (March 
2006): 215-221. 

Singer, Gastpar M., A. Singer, and K. Zeller. “Com- 
parative Efficacy and Safety of a Once-Daily Dos- 
age of Hypericum Extract STW3-VI and Citalopram 
in Patients with Moderate Depression: A Double- 
Blind, Randomised, Multicentre, Placebo-Controlled 
Study.” Pharmacopsychiatry 39, no. 2 (March 2006): 
66-75. 


stress A major factor in achieving a feeling of 
well-being and ongoing mental wellness. Stress 
is an everyday part of life and can be a source of 
energy or a source of impaired mental health. 
Everyone feels a sense of emotional strain, tension 
and anxiety at times. Different individuals can cope 
with differing levels of stress. Sometimes individu- 
als feel completely overloaded by what is going on 
in their lives. Because each individual experiences 
life in unique ways, circumstances that one enjoys 
may be stressful to others. 

Events that cause stress for different individuals 
vary. Some find happy events, such as starting a 
new job or planning a trip, sources of stress. Others 
find that trouble at home or on the job causes stress. 
Major life changes, such as the death of a loved one, 
divorce, loss of a job or moving to a new city, cause 
stress. At all stages of life, individuals sometimes 
find their personal agenda too full for comfort and 
feel overwhelmed. Stress increases when they feel 
a lack of support from those around them. 

Stress is an internal response to circumstances 
known as “stressors.” These include difficulty in 
getting along with people, feeling trapped or inad- 
equate, finding little pleasure in life and feeling dis- 
trustful. Stress can lead to depression, frustration 
and anxiety. 

When an individual feels stressed, chemical 
changes take place in the body. The adrenaline 
starts flowing and the nervous system is activated, 
which causes a fight or flight response. During 
extreme stress, some people notice that they have 
a faster heartbeat and a sick feeling in their stom- 
ach; it is hard to work or function efficiently at 
such times. 

Stress affects all aspects of life. Some individuals 
find that stress actually raises their energy level and 
helps them focus their mind better on their work 
or on a sports activity. Some thrive on many kinds 
of stressors. People who do are often attracted to 
high-stress occupations and professions. 

Stress that starts at work can affect home life, 
and the reverse is also true for many people. Stress 
within a family causes tension and difficulty in 
communicating with one another. In some cases, 
interpersonal stresses develop when an individual 
has two feelings at the same time, such as wanting 
to be an independent adolescent yet feeling depen- 
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dent on parents. As life is a series of progressions 
through emotional stages, it is helpful to remem- 
ber that change and growth always involve some 
degree of stress. In a family, several people are try- 
ing to cope with their own stress and the stress of 
others about whom they care. 

Diet and exercise can help relieve stress. Nor- 
mal eating of three meals a day reduces effects of 
stress for some people. “Crash diets” and “fad diets” 
can lead to anxiety, depression and an inability to 
maintain a good weight. Well-balanced meals pro- 
vide a slow release of necessary nutrients through- 
out the day. For some people, too much caffeine 
causes additional stress by bringing on symptoms 
of anxiety. 

Many people find that regular physical workouts 
involving running, walking or exercising in a gym, 
health club or on exercise equipment at home help 
them relieve stress and get ready to effectively face 
challenges of the day ahead. Using muscles is a way 
to use up some of the fight or flight readiness in 
the body. 

Some people use massage or soothing music as 
stress relievers. Sources of relaxation are very indi- 
vidual matters. What allows one person to relax 
may actually cause stress for another. An example 
is noise level in the workplace or at home. Each 
individual should try to create an environment in 
which to work and live that is the least stressful 
and concentrate on reaching peak performance and 
feeling of well-being. 

Individuals who have been exposed to sudden 
and unexpected events, such as seeing someone 
attacked or beaten, seeing a suicide or death or sur- 
viving a natural disaster (such as an earthquake or 
flood), may have a pattern of stress known as post- 
traumatic stress disorder. Over a period of weeks, 
months or even years, the mind and body may 
continue to react in many ways. The individual 
may have bad dreams, flashbacks and feelings that 
the event is recurring. With support from family, 
friends and mental health professionals, these indi- 
viduals can find help. 


General Adaptation Syndrome 
Stressors represent significant changes. How one 
adjusts to change influences the extent of stress one 
feels. Hans Selye used the phrase “general adapta- 


tion syndrome” to explain how individuals coped 
with the stressors in their lives. Individuals experi- 
ence events in different ways. What results in emo- 
tional strain and anxiety for one person may not 
bring about those reactions in others. 

Stress affects all aspects of life. Some individuals 
find that stress actually raises their energy level and 
helps them focus their mind better on their work or 
on a sports activity. Some thrive on many kinds of 
stressors. People who do are often attracted to high 
stress occupations and professions. 


Learning to Manage Stress 


“Stressors cannot be eliminated, so our goals 
should be to control and manage stress,” says 
Elaine Shepp, LCSW, a psychotherapist in pri- 
vate practice and on the staff at Rush North Shore 
Medical Center, Skokie, Illinois. “It is possible to 
‘neutralize’ the toxic effects of unrelenting stress,” 
she explains. “People I know who win the battle 
against stress put their personal and professional 
lives into perspective. They may experience a con- 
stantly high level of pressure and unrealistic per- 
formance objectives at work. However, they have 
enough moral courage to become somewhat ‘inner 
directed.’ They develop their own ideals of conduct 
and objectives and test themselves by their own 
standards.” “Some report that they have made a 
conscious decision not to continue having a ‘non- 
life life.’ They are able to prioritize their work and 
enjoy some diversions.” 


Professional Help in Coping with Stress 
There are times when individuals find that their 
mental outlook detracts from the energy required 
for productive work and effective personal func- 
tioning. At these times, talking to a friend just is not 
enough; fortunately, psychological help is available 
to help deal with stress. “People who seek pro- 
fessional help to overcome extreme stress should 
not consider themselves ‘weak’ or ‘losers,’” says 
Elaine Shepp. “Seeking psychological help is an 
intelligent way of using tools that are available to 
increase one’s level of functioning. Counseling can 
help prevent ‘burnout’ or assist in dealing with life 
situations that require the input of a non-involved, 
knowledgeable person.” 


428 stress 





If you find yourself feeling totally overwhelmed 
by your stressors and decide to get professional 
help, how should you choose a psychotherapist? 
You may want to talk with a close colleague or 
friend who has experienced psychotherapy. How- 
ever, the issue of confidentiality is just as important 
as the need to find a mental health professional 
who is nonjudgmental. The psychotherapist should 
be one with whom you have a sense of comfort, 
who understands your particular stressors and who 
can suggest practical ways for you to handle these 
stressors. Find a therapist who is multifaceted in his 
or her approach to problems and knowledgeable 
about the many options available to treat particu- 
lar problems. Look for one who is open to consult- 
ing with other professionals who have additional 
expertise. 


Finding Relief from Stress 


Sources of relaxation are very individual matters. 
Many people find that regular physical workouts 
help them relieve stress and get ready to effectively 
face challenges of the day ahead. Using muscles is a 
way to use up some of the “fight or flight” readiness 
in the body. 

Some people use massage or soothing music as 
stress relievers. What allows one person to relax 
may actually cause stress for another; an example 
is the noise level in the workplace or at home. Each 
individual should try to create an environment in 
which to work and live that is the least stressful and 
that allows him or her to concentrate on reaching 
peak performance and achieving feelings of well- 
being. 

Many complementary therapies are used to 
relieve stress; they include acupuncture, biofeed- 
back, guided imagery, hypnosis, meditation, pro- 
gressive muscle relaxation and yoga. Also, hobbies 
help many people relieve stress. When they par- 
ticipate in an activity simply for enjoyment, their 
stress level goes down; such hobbies may include 
dancing, art and painting, sewing, building model 
trains or plane, bird watching or playing a musi- 
cal instrument. Choices of hobbies are as diverse as 
human nature. 

Diet and exercise are basics of wellness and can 
also help relieve stress. 


REDUCE STRESS TO IMPROVE MENTAL HEALTH 





e Develop a sense of humor and increase your ability 
to see humor in sometimes intolerable situations. 

e Learn to recognize your own signs of stress: 

increased irritability with “difficult” clients or 
family members 

headaches 

overeating 

increased alcohol consumption 

sleeplessness 

depression 

chronic fatigue 

e Identify external and internal stress-producing 
factors over which you have little or no control. 
Internal factors include perfectionism and unrealistic 
expectations. 

e Be realistic in your daily outlook. Do not expect too 
much of yourself or others. 

e Prioritize your responsibilities. Learn to occasionally 
say “no” to requests you consider unreasonable 
or undoable. Focus your energy on other needed 
areas. 

e Pay attention to the basics of living, such as eating a 
well-balanced diet. 

e If you consume a large quantity of caffeinated 
beverages, cut down. Coffee, tea and cola can 
increase your heart rate and your irritability level. 

e Develop a regular habit of exercising. A twenty- 
minute walk each day can be effective in fighting 
muscle tension. 

e Keep your job stress separate from stress related to 
your home life. 

e Learn some relaxation techniques that work for you, 
such as deep breathing or listening to music you 
like. 

e Recognize that you may need professional help 
if you feel so overwhelmed that you just cannot 
cope. 

e Understand that getting professional help to deal 
with major stressful events, such as death, divorce, 
illness or job loss, is a sign of good self-care, not 
weakness. 





STRESS MANAGEMENT 





Learn to recognize your own signs of stress, common 
stressors and ineffective coping methods. If you experi- 
ence any of the symptoms below, consider that stress 
may be a possible cause. 
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Stress Signals 





Nervous tic 

Muscular aches 

Inability to sleep 
Increased sweating 
Stuttering 

Nausea or stomach pain 
Grinding teeth 
Headache, dizziness 
Low-grade infections 
Rash or acne 

Desire to cry or crying 
Constipation or diarrhea 
Frigidity or impotence 
High blood pressure 
Dry mouth or throat 
Irritability or bad temper 
Lethargy or inability to work 
Cold, clammy or clenched hands 
Sudden bursts of energy 
Finger-tapping 
Depression 

Fear, panic or anxiety 
Hives 

Coughing 

Nagging 

Fatigue 

Pacing 

Frowning 

Restlessness 

Accident prone 


Common Thoughts and Feelings 


Impulsive 

Freeze up 

Become rigid 

Falling apart 
Thoughts “jumble up” 
Feeling tense 
Constant worrying 
Feeling time pressure 
World is caving in 


Stressors (in Your Family) 





Holidays, vacations 
Marital difficulties 
Injury or illness 
Problems with children 
Giving a party 


Child is leaving home 
Spouse has a new job 
Not enough time 
Sexual difficulties 


Stressors (as an Individual) 





Aging 

Pressure on the job 
Feeling unattractive 
New job 

Great achievement 
Change in habits 
Success problems 


Stressors (finances) 





Inability to pay bills 
Mortgage 
Major purchase 


Stressors (as a Member of Society) 





Leading a group 
Starting a relationship 
Lack of freedom 
Feeling insecure 
Being popular 


Stressors (as a Family Member) 





Problems with others 
Lack of privacy 
Leaving home 

Death in the family 
Divorce or remarriage 


Ineffective Methods of Coping with Stress 





Increased smoking 

Overeating 

Increased consumption of any drug 
Denial 

Sedentary life 

Sleeping all the time 





See also ANXIETY; BEHAVIOR THERAPY; BENSON, 
HERBERT; CAFFEINE; COMPLEMENTARY AND ALTER- 
NATIVE MEDICINE; GENERAL ADAPTATION SYNDROME; 
HEADACHES; HIGH BLOOD PRESSURE; HOBBIES; HOMEO- 
STASIS; KABAT-ZINN, JON; MEDITATION; MIND/BODY 
CONNECTIONS; POST-TRAUMATIC STRESS DISORDER; 
RELAXATION; SELYE, HANS. 
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stroke A unit of positive recognition or love, 
which may take the form of a kind word, compli- 
ment, reinforcing feedback or a physical “pat on 
the back.” Individuals need frequent doses of good 
strokes to maintain their good mental health. 

Stroke also refers to damage to the brain caused 
by interruption to its blood supply. Movement, sen- 
sation or function controlled by the damaged area 
is often impaired. Intellectual impairment is often 
permanent. 

According to Robert W. Teasell, M.D., assis- 
tant professor of Medicine, University of Western 
Ontario, and chief of Physical Medicine and Reha- 
bilitation, University Hospital, London, Ontario, 
clinically significant depression occurs in more 
than 30 percent of stroke patients. This depression 
reduces motivation and, with an adverse effect on 
activities of daily living and socialization, often adds 
to family problems and stresses. 

Treatment should include positive feedback, 
emotional support and psychological counsel- 
ing. Some antidepressant drugs can be appropri- 
ately used under careful supervision following a 
stroke. 

One person’s stroke affects the well-being of 
others in the family. Those providing care to a 
stroke victim face their own adjustment problems, 
as their personal needs are often sacrificed to meet 
the needs of the stroke patient. With limited oppor- 
tunities for rest, caregivers are often under great 
stress and themselves suffer a higher rate of depres- 
sion and deterioration of health. 

See also CAREGIVERS; CHRONIC ILLNESS; REINFORCE- 
MENT. 


Teasell, Robert W. “Long Term Sequelae of Stroke.” Cana- 
dian Family Physician 38 (February 1992). 


stupor A mental state in which there is marked 
decrease in reactivity to the environment and 
reduction of spontaneous movements and activ- 
ity. The individual may be totally unresponsive 
to any stimulus. Stupor may occur as a result of 
epilepsy, brain disease, serious depression or many 
other causes such as catatonia. In catatonic stu- 
por the patient may seem totally unresponsive but 
later show awareness of everything that happened 
around her during the catatonic stupor. 
See also BRAIN; EPILEPSY. 


stuttering A speech disorder involving repeated 
hesitation and delay in saying words or in which 
certain sounds are unusually prolonged. Also 
known as stammering, it usually starts in early 
childhood and may be a temporary situation. 
About half of the children whose stuttering per- 
sists after age five continue to do so throughout 
adulthood. 

Some people who have a stammer find it more 
pronounced when they become anxious or fear- 
ful. For example, some individuals who are fearful 
of public speaking (a common social phobia) have 
difficulty getting words out if they have to stand 
up in crowd and say something. These same indi- 
viduals have no difficulty in reading or singing in 
unison. 

For many, stuttering is a source of embarrass- 
ment. Some stutterers become socially withdrawn 
because they fear ridicule from others. Some indi- 
viduals improve their speech pattern through 
speech therapy, which may include learning to give 
equal weight to each syllable. 

Causes of stuttering are not understood; theo- 
ries suggest that it may be due to a subtle form of 
brain damage or may be related to a psychological 
problem. 


subconscious According to psychoanalytic theory, 
the subconscious is the part of the mind through 
which information passes on its way from the 
unconscious to the conscious mind. The subcon- 
scious contains thoughts, feelings or ideas that one 
is temporarily unaware of but that can be recalled 
under certain circumstances. 
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sublimation A process by which individuals 
redirect impulses into socially acceptable forms of 
behavior. For example, aggressive urges may be 
channeled into sports activities. Sublimation is also 
regarded as a defense mechanism. 

See also FREUD, SIGMUND; PSYCHOANALYSIS. 


substance abuse An addiction or a problem with 
alcohol or other drugs. Many people look to alcohol 
and drugs to help them cope with stress, anxiety 
or depression. Other people misuse substances they 
obtain with a physician’s prescription. Some peo- 
ple develop a dependence on drugs, which means 
that they have a compulsion to continue using the 
substance because it gives them a feeling of well- 
being. One can be psychologically dependent on a 
drug and not physically dependent; the reverse is 
also true. Dependence can occur after periodic or 
prolonged use of a drug, and the characteristics of 
dependence vary according to the drug involved. 

Collecting information on substance abuse, or 
the illicit use of drugs, alcohol and tobacco by the 
civilian, noninstitutionalized population of the 
United States ages 12 years and older is a proj- 
ect of the Substance Abuse and Mental Health 
Services Administration (SAMHSA), part of the 
U.S. Department of Health and Human Services. 
SAMHSA obtains and reports information on nine 
categories of illicit drug use: marijuana, cocaine, 
heroin, hallucinogens, inhalants and nonmedical 
use of prescription-type pain relievers, tranquiliz- 
ers, stimulants and sedatives. In these categories, 
hashish is included with marijuana, and crack is 
considered a form of cocaine. Several drugs are 
grouped under the hallucinogens category, includ- 
ing LSD, PCP, peyote, mescaline, mushrooms and 
Ecstasy (MDMA). Inhalants include a variety of 
substances, such as amyl nitrite, cleaning fluids, 
gasoline, paint and glue. The four categories of 
prescription-type drugs (pain relievers, tranquil- 
izers, stimulants and sedatives) cover numerous 
drugs available through prescriptions and some- 
times illegally on the street. Methamphetamine is 
included under stimulants. 

SAMHSA reports that in 2003 an estimated 19.5 
million Americans, or 8.2 percent of the popula- 
tion ages 12 and older, were illicit drug users dur- 


ing the month prior to the survey interview. There 
was no change in the overall rate of illicit drug use 
between 2002 and 2003. The rate of illicit drug use 
among youths ages 12 to 17 did not change signifi- 
cantly between 2002 (11.6 percent) and 2003 (11.2 
percent). The rate of current marijuana use among 
youths was 8.2 percent in 2002 and 7.9 percent in 
2003. However, there was a significant decline in 
lifetime marijuana use among youths, from 20.6 
percent in 2002 to 19.6 percent in 2003. There 
were also decreases in rates of past-year use of LSD 
(1.3 to 0.6 percent), Ecstasy (2.2 to 1.3 percent) 
and methamphetamine (0.9 to 0.7 percent). 

Marijuana is the most commonly used illicit 
drug, with a rate of 6.2 percent (14.6 million) in 
2003. Estimates are that 2.3 million persons (1.0 
percent) were cocaine users, 604,000 of whom 
used crack. Hallucinogens were used by 1.0 million 
persons, and there were an estimated 119,000 cur- 
rent heroin users. All of these estimates for 2003 
were similar to those for 2002. 

The number of current users of Ecstasy (MDMA) 
decreased between 2002 and 2003, from 676,000 
(0.3 percent) to 470,000 (0.2 percent). While there 
were no significant changes among those surveyed 
about use of hallucinogens, there were significant 
declines in past-year use of LSD (from one million 
to 558,000) and in past-year overall hallucinogen 
use (from 4.7 million to 3.9 million between 2002 
and 2003), as well as in past-year use of Ecstasy 
(from 3.2 million to 2.1 million). 

An estimated 6.3 million persons were current 
users of psychotherapeutic drugs taken nonmedi- 
cally, representing 2.7 percent of the population 
aged 12 and older. An estimated 4.7 million used 
pain relievers, 1.8 million used tranquilizers, 1.2 
million used stimulants and 0.3 million used sed- 
atives. The 2003 estimates were all similar to the 
corresponding estimates for 2002. 

The use of nonmedical pain relievers between 
2002 and 2003 increased among persons aged 12 
and older, from 29.6 million to 31.2 million. Specific 
pain relievers with statistically significant increases 
in use included Vicodin, Lortab or Lorcet, (from 
13.1 million to 15.7 million); Percocet, Percodan or 
Tylox (from 9.7 million to 10.8 million); Hydroco- 
done (from 4.5 million to 5.7 million); OxyContin 
(from 1.9 million to 2.8 million) methadone (from 
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Past Month Illicit Drug Use among Persons Ages 12 and Older, 


by Age, 2005 
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0.9 million to 1.2 million) and Tramadol (from 
52,000 to 186,000). 

The rates of illicit drug use varied significantly 
among major racial/ethnic groups in 2003, rates 
being highest among American Indians or Alaska 
Natives (12.1 percent), people reporting two or 
more races (12.0 percent), and Native Hawaiians or 
Other Pacific Islanders (11.1 percent). Rates were 
8.7 percent for blacks, 8.3 percent for whites, and 
8.0 percent for Hispanics. Asians had the lowest 
rate at 3.8 percent. 

As in prior years, men were more likely in 2003 
to report current illicit drug use than women (10.0 
percent versus 6.5 percent). However, rates of non- 
medical use of any prescription-type psychothera- 





peutic were similar for males (2.7 percent) and 
females (2.6 percent). 

Among youths aged 12 to 17, the rate of illicit 
drug use was similar for boys (11.4 percent) and 
girls (11.1 percent). While boys aged 12 to 17 had 
a higher rate of marijuana use than girls (8.6 ver- 
sus 7.2 percent), rates of nonmedical use of any 
prescription-type psychtotherapeutics were 4.2 
percent for girls and 3.7 percent for boys, not a sta- 
tistically significant difference. 


Geographic Distribution of Substance Abuse 
The rate of substance abuse in metropolitan areas 
was higher than in nonmetropolitan areas. Rates 
were 8.3 percent in large metropolitan counties, 
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8.6 percent in small metropolitan counties and 7.0 
percent in nonmetropolitan counties. Among per- 
sons aged 12 and older, the rate of use in 2003 was 
9.8 percent in the West, 8.7 percent in the North- 
east, 7.9 percent in the Midwest, and 7.4 percent 
in the South. The rate of current illicit drug use in 
completely rural areas declined between 2002 and 
2003, from 6.7 to 3.1 percent. This was largely due 
to a decrease from 4.1 to 0.8 percent in the non- 


medical use of prescription-type psychotherapeutic 
drugs in rural areas. 


Education and Illicit Drug Use 


Illicit drug use rates in 2003 were correlated with 
educational status. Among adults aged 18 and older, 
the rate of illicit drug use was lower among college 
graduates (5.2 percent) than among those who did 
not graduate from high school (9.0 percent), high 
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school graduates (8.3 percent) or those with some 
college (9.2 percent), However, adults who had 
completed four years of college were more likely 
to have tried illicit drugs in their lifetime compared 
with adults who had not completed high school 
(51.1 percent versus 38.0 percent). 

In the college-aged population (ages 18 to 22), the 
rate of use of illicit drugs was nearly the same among 
full-time undergraduate college students (21.4 per- 
cent) as for other people aged 18 to 22 years, includ- 
ing part-time students, students in other grades and 
nonstudents (22.5 percent). The rate of illicit drug 
use among college students and other 18- to 22-year- 
olds did not change between 2002 and 2003. 


Availability of Illicit Drugs 

In 2003 approximately one in six youths (16.1 per- 
cent) reported having been approached by someone 
selling drugs in the past-month. Those who had been 
approached reported a much higher rate of past- 
month use of an illicit drug (35.0 percent) than those 
who had not been approached (6.7 percent). Between 
2002 and 2003 there were no significant changes in 
the percentage of youths who were approached by 
someone selling drugs (16.7 percent in 2002). 

Slightly more than half of youths aged 12 to 17 
indicated in 2003 that it would be fairly or very 
easy to obtain marijuana if they wanted some (53.6 
percent). However, the ease of obtaining marijuana 
varied greatly by age among youths age 12 to 17. 
Only 25.2 percent of 12- or 13-year-olds indicated 
that it would be fairly or very easy to obtain mari- 
juana, but 77.2 percent of those 16 or 17 years of 
age indicated that it would be fairly or very easy to 
obtain this substance. 


Driving under the Influence of Illicit Drugs 
In 2003 an estimated 10.9 million persons reported 
driving under the influence of an illicit drug dur- 
ing the past year. This corresponds to 4.6 percent of 
the population aged 12 or older. The rate was 14.1 
percent among young adults aged 18 to 25; among 
adults aged 26 or older, the rate was 3.1 percent. 
These rates were all similar to the rates in 2002. 


Treatment for Problems of Substance Abuse 


According to statistics gathered by SAMHSA, esti- 
mates for treatment refer to treatment received in 


the past year at any location, such as in a hospital, 
a rehabilitation facility (outpatient or inpatient), 
mental health center, emergency room, private 
doctor’s office, self-help group, prison or jail. Esti- 
mates are that 3.3 million people age 12 or older 
(1.4 percent of the population) received some kind 
of treatment for a problem related to the use of alco- 
hol or illicit drugs in the 12 months prior to being 
interviewed in 2003. Of these, 1.3 million received 
treatment for both alcohol and illicit drugs, 0.5 
million received treatment for illicit drugs but not 
alcohol and 1.1 million received treatment for alco- 
hol but not illicit drugs. Between 2002 and 2003 
there was no change in the number or percentage 
of people receiving substance use treatment within 
the past year (3.5 million, 1.5 percent) in 2002 and 
2003 (3.3 million, 1.4 percent). 

In 2003, among persons aged 12 and older, 
males were more likely than females to receive 
treatment for an alcohol or illicit drug problem in 
the past year (2.0 versus 0.9 percent, respectively). 
Among youths aged 12 to 17, males also were more 
likely to receive treatment than females (1.7 ver- 
sus 1.2 percent, respectively). In that age group, 
rates of alcohol or illicit drug treatment during the 
12 months prior to interview were highest among 
American Indians or Alaska Natives (6.4 percent), 
persons reporting two or more races (2.6 percent) 
and Native Hawaiians or Other Pacific Islanders (2.1 
percent). The rates among whites was 1.3 percent. 
The lowest rate of treatment was among Asians (0.4 
percent). Between 2002 and 2003 the rate of past- 
year substance use treatment increased from 2.2 to 
2.8 percent among young adults aged 18 to 25. 

Substance abuse significantly increases the risk 
of transmitting the human immunodeficiency virus 
(HIV). This can occur directly through the sharing 
of contaminated needles, sexual contact with intra- 
venous drug abusers or other drug injectors or via 
in utero infection and indirectly through adverse 
effects on immune system functioning and the 
increased risk of unsafe sexual practices. 

Recognition of the gravity of the substance abuse 
problem in the United States is evidenced on almost 
every national opinion poll that places substance 
abuse as a priority concern. The national effort to 
prevent these problems has mobilized government, 
schools, communities, businesses and families. 
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The combination of increased public resolve, 
advanced scientific understanding and treatments 
available for those who seek help gives some small 
degree of optimism for overcoming the national 
substance abuse problem in the United States. 

See also ALCOHOLISM AND ALCOHOL DEPENDENCE; 
CLUB DRUGS; COCAINE; CRACK; HALLUCINATIONS AND 
HALLUCINOGENS; HEROIN; INHALANTS; LYSERGIC ACID 
DIETHYLAMIDE (LSD); MARIJUANA; TOBACCO. 


Substance Abuse and Mental Health Services Adminis- 
tration. (2004). Results from the 2003 National Survey 
on Drug Use and Health: National Findings. Available 
online. URL: http://www.drugabusestatistics.samhsa. 
gov. Downloaded on February 21, 2007. 


success A threat to good mental health both 
when it happens and when it does not happen. 
Some who view success as a source of stress fear 
that they will not be able to compete at a higher 
plateau or that they will not be able to fulfill further 
expectations. Those reaching for success may fear 
that with achievement they will have to move to a 
better neighborhood, bigger house or send children 
to a better school. All these expectations may lead 
to worries and stressful feelings about finances. 

While success can be a source of satisfaction, it can 
also be stressful because some individuals may fear 
that achievement will place them in another social 
or academic class and they will then lose friendships. 
Some individuals actually avoid success because they 
want to continue conforming to their group. 

Expectations for success are stressful because 
fears of failure are associated with the striving 
process. An inability to reach what the individual 
regards as success may reflect unfavorably on one’s 
self-image and self-esteem. 

Certain personality types are driven toward suc- 
cess. The “type A” personality, for example is associ- 
ated with intense drives for success. Such individuals 
have competitive feelings, are extremely goal ori- 
ented, take on multiple commitments and become 
preoccupied with meeting deadlines. Often, after 
serious illness, such individuals learn to relax more 
and redirect their drives away from success, instead 
placing more value on family and friendships. 

See also SELF-ESTEEM; TYPE A PERSONALITY. 


sudden infant death syndrome (SIDS) SIDS, 
or “crib death,” is the sudden death of an infant 
that cannot be explained by prior medical history 
or postmortem examination. Victims of SIDS are 
infants, usually between the ages of two and four 
months, who stop breathing during a normal sleep- 
ing period. Ninety percent of all victims die within 
the first four months, but it may strike children 
as old as one year. Although causes of SIDS are 
unknown, it is not caused by childhood vaccines, 
suffocation, vomiting and choking. Many research 
projects are under way to determine predictive fac- 
tors that may prevent some deaths in the future. 

A SIDS death can affect as many as a hundred 
people, among them parents, siblings, grandpar- 
ents, extended family, coworkers, neighbors, baby- 
sitters and daycare workers. A SIDS death produces 
an intense reaction for many of these people. After 
the initial shock wears off, many parents find them- 
selves experiencing feelings of guilt and depression. 
Support groups can be helpful for parents who have 
lost a child to SIDS. 


suicide Killing oneself voluntarily and intention- 
ally. Many people do not like to talk about suicide 
or acknowledge its existence. A diagnosis of suicide 
is usually not one that the family wants to hear. 
When a high possibility of suicide exists within a 
family, certain measures should be taken. Suicidal 
tendencies should be explained to family mem- 
bers as a manifestation of depression that can be 
successfully treated. In an acute suicidal crisis, the 
family should be instructed to remove all weapons 
and all lethal means from the home, including pre- 
scription drugs. They should be told not to leave the 
individual alone at any time. Friends or loved ones 
who show signs of depression or express hopeless- 
ness or suicidal impulses should be helped to get 
immediate professional help before a suicidal crisis 
develops. 

Associated with the word suicide are the terms sui- 
cidal ideation (having thoughts of committing suicide 
or thoughts of methods by which to commit suicide), 
suicide attempt (self-destructive behavior that could 
be lethal), suicidal gesture (self-destructive behavior 
that is usually not lethal and is often viewed by others 
as manipulative behavior) and self-destructiveness 
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(behavior by which one damages himself immedi- 
ately, impulsively or chronically). 

In 2001, suicide was the 11th leading cause of 
death in the United States, according to the National 
Institute of Mental Health (NIMH). The total num- 
ber of suicides was 30,622, or 1.3 percent of all 
deaths. Suicide deaths outnumber homicide deaths 
by five to three. Estimates are that there may be 
from eight to 25 attempted suicides per every sui- 
cide death. There were twice as many deaths due to 
suicide than deaths due to HIV/AIDS (14,175). 

Suicide was the eighth leading cause of death 
for males and the 19th leading cause of death for 
females in 2000, according to the NIMH. More than 
four times as many men as women die by suicide, 
although women attempt suicide during their life- 
times about three times as often as men. For both 
men and women, suicide with a firearm is the most 
common method, accounting for 57 percent of all sui- 
cides in 2000. White men accounted for 73 percent of 
all suicides and 80 percent of all firearm suicides. 


Prevention of Suicide 
One of the most difficult challenges clinicians face 
is the prevention of suicide by their patients. Such 
psychiatric clinicians routinely deal with patients 
whose diagnoses are associated with a high risk for 
suicide; assessment and intervention always make 
such cases a high priority. 

The physician, psychotherapist or mental health 
worker is sometimes the only person with the 
opportunity of recognizing suicidal intent. Studies 
have shown that from 40 to 75 percent of suicidal 
individuals will see physicians within six months to 
a year preceding their self-destructive acts. A num- 
ber of studies have pointed out that even while 
receiving psychiatric treatment, psychiatric hos- 
pitalization or treatment with psychotropic drugs, 
patients do commit suicide. 

Although suicide rarely can be a logical, ratio- 
nal decision based on an individual's situation, 
evidence seems to support the contention that 
most suicides occur in the context of psychiat- 
ric illness. However, the absence of psychiatric 
treatment at the time of suicide does not neces- 
sarily preclude the existence of a serious mental 
disturbance. It has been observed that severely 
depressed patients may appear symptom-free just 


SUICIDE POTENTIAL: 
RISK FACTORS AND CHARACTERISTICS 





The possibility that the individual will kill him- or 
herself voluntarily and intentionally is referred to as 


suicide potential. 


Risk Factors 


Characteristics 





Depression 

Other mood disorders 
Schizophrenia 

Other psychoses 


Neurological disorders 

Delirium 

Use or withdrawal of 
alcohol or other 
substances 

Organic brain disorders 

Hallucinations, delusions 

Stress, acute or chronic 

Isolation 

Loss of significant other 

Loss of self-esteem 

Loss of physical health, 
function 

Cultural factors 

Spiritual anxiety 

Personality disorders 

Impulse control 
disorders 

Internal conflicts, guilt 


Family dysfunction, crisis 


Loss of resources, 
social and economic 
Unmet needs 


Ambivalence 

Withdrawn, isolative behavior 

Impaired concentration 

Constricted thought process, 
tunnel vision 

Psychomotor agitation 

Psychomotor retardation 

Anxious 

Attentive to internal stimuli 

Verbalizes suicidal 
thoughts, feelings, plan 

Verbalized references to 
death, dying 

Gives away possessions 

Anger, hostility 

Impulsive behaviors 

Depressed mood 

Appetite disturbances 

Hopeless-helpless 

Disturbed sleep patterns 





prior to suicide. This may lead to an erroneous 
assumption that the individual is “normal” at the 
time of suicide. While suicidal behavior may man- 
ifest itself in patients fitting any psychiatric diag- 
nostic category, it has been found most prevalent 
in depression, especially manic-depression and 
psychotic depression, as well as in alcoholism, 
substance abuse and schizophrenia, especially in 
younger age groups. 

Typically, the high-risk patient is one with 
symptoms of a serious depressive syndrome mani- 
festing signs such as sleep disturbance, weight loss, 
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dry mouth, loss of sexual drive, gastrointestinal 
discomfort, complete loss of interest, impairment 
of function, delusional guilt, neglect of personal 
appearance and cleanliness, inability to make deci- 
sions, a feeling of emptiness, psychomotor retar- 
dation or agitation in a depressed mood, feelings 
of hopelessness and helplessness and severe anxi- 
ety or panic attacks. Generally, the risk of suicide 
appears to be greatest in the early course of depres- 
sive illness (first three episodes) and decreases as 
drive and affect are “burned out” and life becomes 
a kind of partial death, without ambition and seem- 
ingly without purpose. 


The Chronically Suicidal Individual 


Repeated communication of a wish to die or sui- 
cidal thoughts is a characteristic of the chronically 
suicidal person. However, this in itself is not suf- 
ficient to distinguish the high- from the low-risk 
individual, since it has also been observed that the 
majority of the much larger group of patients who 
attempt but do not complete suicide also convey 
intent in advance. 

Intense dependency is often an underlying 
dynamic in the suicidal individual. This depen- 
dency has been observed throughout all spheres 
of the suicidal individual's lifestyle, where inor- 
dinately excessive demands are made on others 
for constant attention, affection and approval. The 
individual also feels unable to cope by himself, 
thereby needing continual supervision and guid- 
ance. Others have independently observed this 
basic feeling of helplessness in patients who com- 
mit suicide. 





CHRONIC PRE-LETHAL FEATURES* 





= 


. suicidal communications 

. symbiotic dependency and reliance on external 
controls 

. rigid thinking 

. paranoid traits 

. externalized anger 

. intermittent loss of control 

. chronic stimulus seeking 

. impaired personal coping 
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Tendencies toward rigid thinking that does not 
allow for alternatives in a crisis—and thinking in 
opposites—have been observed in the personali- 
ties of many suicidal individuals. Perfectionism as 
a personality trait is carried to a pathological state, 
and this finds expression in the form of an anxious 
striving toward perfection in all undertakings. 

A less commonly recognized characteristic 
repeatedly associated with a high risk of suicide is 
paranoia. While paranoia can serve as a temporary 
defense against depression, unrecognized suicidal 
impulses may result when this defense fails. 

Sigmund Freud viewed suicide and depression as 
unconscious rage toward a lost loved object turned 
back on oneself; however, cases have suggested a 
high frequency of externalized anger and even vio- 
lent tantrums in the histories of patients who com- 
mit suicide or make serious attempts. 

Perhaps the most important characteristic of the 
chronically high-risk individual is that of impaired 
capacity for interpersonal relating. One study 
showed that 91 percent of those who completed 
suicide made no attempt to communicate their 
intent just prior to their suicide, but the suicide- 
gesture group contacted a significant other 73 per- 
cent of the time. 


Assessing Acute Pre-lethal Factors 


Mental health professionals are often placed in a 
difficult position regarding a patient’s family or 
friends when they believe that suicide is a strong 
imminent possibility. However, there are a number 
of acute behavioral and situational factors found 
with the greatest frequency in seriously attempted 
and completed suicides. 


Situational Precursors of Suicide 

The most commonly understood instances of 
increased suicidal risk in the depressed individual 
are situations associated with separation or loss. 
The loss does not necessarily have to be the final 
loss or death of a loved one as Freud emphasized, 
but it may be simply a temporary loss to the indi- 
vidual who is in a depressive crisis. For example, 
losses may be spouse, home, job, hospital discharge, 
temporary separation from therapist, money, love, 
and so on. 
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ACUTE PRE-LETHAL FEATURES* 





1. specific suicidal plan 

. abrupt clinical change 

. decreasing fear of death concomitant with an 
increasingly positive attitude toward death 

. severe agitation anxiety, panic attacks; insomnia 

. mental regression 

. delusional hopelessness 
loss of future perspective 

. sudden decline of interpersonal relating, with help 
negation 

9. dreams of symbolic peaceful scenes of dying in 

which death is looked upon as exciting or euphoric 
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SITUATIONAL PRECURSORS OF SUICIDE* 





1. threatened or actual loss of relationship 
2. failure situation 
3. real or perceived physical illness 





The “failure situation” ranks high as a precursor 
of suicide. This situation may occur after a hospi- 
tal discharge when a patient is trying to regain or 
attain higher levels of function, such as successfully 
starting a job or returning to college. This factor 
also ranks high when individuals try to meet higher 
expectations of themselves or others. 

Additionally, the presence of real or perceived 
physical illness may be significant in the assess- 
ment of suicidal risk. In malignant or incurable ill- 
ness, two critical suicidal periods seem to be those 
of: (1) uncertainty while diagnosis and prognosis 
are still at issue, and (2) shock following the first 
realization of the upheavals and suffering, actual 
or fantasized, that are to follow.* 


Suicide in Youth* 


There are some clues to predicting suicide among 
youngsters or adolescents. They are more likely to 
communicate with those in their peer group than 
their parents. They may give away a prized posses- 
sion with the comment that they will not be need- 
ing it any more. They may be more morose and 
isolated than usual. Although there may be signs of 
insomnia, worry and anorexia, the youngster may 
not have all the classical signs of depression. 

One study listed symptoms occurring in 25 
college-age suicides in order of their frequency: 


despondency, futility, lack of interest in school- 
work, a feeling of tenseness around people, insom- 
nia, suicidal communications, fatigue and malaise 
without apparent organic cause, feelings of inad- 
equacy or unworthiness and brooding over the 
death of a loved one. 

In 2000 suicide was the third leading cause of 
death among 15- to 24-year-olds, 10.4 of every 
100,000 persons in this age group. Suicide was 
also the third leading cause of death among chil- 
dren ages 10 to 14, with a rate of 1.5 per 100,000 
children in this age group. The suicide rate for ado- 
lescents ages 15 to 19 was 8.2 deaths per 100,000 
teenagers, including five times as many males as 
females. Suicide rates in adolescents peaked in the 
early 1990s, but rates may be decreasing for most 
groups of teens. African-American, Hispanic and 
white teens are less likely to attempt suicide if they 
feel a connection to their parents and family. For 
girls, emotional well-being also helps. For boys, a 
high grade point average is related to lower suicide 
risk. 

Among people 20 to 24 years old, the suicide rate 
was 12.8 per 100,000 young adults, with seven times 
as many deaths among men as among women. 


Suicide Rates Among the Aging Population 
Older adults are disproportionately likely to die 
by suicide, according to the National Institute of 
Mental Health. While only 13 percent of the U.S. 
population is over age 65, individuals 65 and older 
accounted for 18 percent of all suicide deaths in 
2000. White men ages 85 and older had the high- 
est rate of suicide (59 deaths per 100,000 persons), 
more than five times the national U.S. rate of 10.6 
per 100,000. 


Assisted Suicide 


Some patients in terminal stages of a disease wish to 
die and try to enlist the help of their physicians. One 
such physician was Dr. Jack Kevorkian (1928- ), 
an American physician specializing in pathology who 
advocated the right to die and helped 130 terminally 
ill patients to kill themselves during the 1990s. He 
was charged with murder and imprisoned. In June 
2007, he was released on parole from a Michigan 
prison after serving eight-plus years of a 10- to 25- 
year sentence in the death of a Michigan man. 
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Suicides in Prisons 


According to the Department of Justice’s Bureau of 
Justice Statistics (BJS), the suicide rate in local jails 
fell from 129 per 100,000 inmates in 1983 to 47 
per 100,000 in 2002. Suicides had been the leading 
cause of jail inmate deaths in 1983, but the death 
rate from illness and natural causes was higher (69 
per 100,000 inmates) in 2002. State prison suicide 
rates, which have historically been much lower 
than the rate in jails, also dropped sharply from 34 
per 100,000 to 14 per 100,000 in 2002. 
See also DEPRESSION. 


***Brent, David A., et al. “The Presence and Accessibil- 
ity of Firearms in the Homes of Adolescent Suicides.” 
Journal of the American Medical Association 266, no. 21 
(December 4, 1991). 

Department of Justice, Office of Justice Programs. “State 
Prison Homicide Rates Down 93 percent; Jail Suicide 
Rates 64 Percent Lower Than in Early 1980s.” Available 
online. URL: http://www.ojp.usdoj.gov/bjs/pub/press/ 
shspljpr.htm. Downloaded on February 21, 2007. 

Fawcett, Jan, et al. “Time-Related Predictors of Suicide in 
Major Affective Disorder.” American Journal of Psychia- 
try 147, no. 9 (September 1990). 

*Fawcett, Jan, and Paul Susman. “A Clinical Assessment 
of Acute Suicidal Potential: A Review.” Rush-Presbyte- 
rian—St. Luke's Medical Bulletin 14, no. 2 (April 1975). 

**Katz, Marvin. “Critics Fear Misuse of Suicide Books.” 
Bulletin, American Association of Retired Persons 32, no. 
11 (December 1991). 

****“Should the Doctor Ever Help?” Harvard Health Letter 
16, no. 10 (August 1991). 

National Institute of Mental Health. “In Harm’s Way: Sui- 
cide in America.” Available online. URL: http://www. 
nimh.nih.gov/publicat/harmaway.cfm. Downloaded 
on February 21, 2007. 


Sullivan, Harry Stack (1892-1949) An Ameri- 
can psychiatrist and a dissenter from Sigmund 
Freud. Sullivan defined personality as “the rela- 
tively enduring pattern of a recurrent interpersonal 
situation which characterizes a human life.” He 
noticed that individuals sometimes used language 
as a defense mechanism or form of “distortion” 
rather than as a common ground for communi- 
cation. He said this “verbal shield” was caused by 


low self-esteem, which results in anxiety. Sullivan 
defined anxiety as a physiological and psychologi- 
cal reaction learned in early childhood. He was 
instrumental in setting up the World Federation of 
Mental Health and the United Nations Education, 
Scientific and Cultural Organization committee on 
investigating the causes of tension among a variety 
of cultures. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of 
Phobias, Fears, and Anxieties. New York: Facts On File, 
2000. 


sundowning (sundown syndrome) Increased symp- 
toms of confusion during the late afternoon or eve- 
ning hours, as exhibited by patients with dementia 
usually in nursing homes or long-term care insti- 
tutions. Manifestations of sundowning include 
increased confusion, disorientation, agitated behav- 
ior and an increase in verbal behavior. Such spells 
can extend into the night, resulting in restlessness 
and sleeplessness. 

See also AGING; ALZHEIMER’S DISEASE; AGING, 
ALZHEIMER'S DISEASE IN BIBLIOGRAPHY. 


superego A psychoanalytic term for the aspect of 
personality that represents the standards of parents 
and society and determines the individual’s own 
sense of right and wrong as well as aspirations and 
goals. The more common term for superego is con- 
science. 

See also CONSCIENCE. 


superiority complex The unrealistic and exagger- 
ated belief that one is better than others. In some 
people, this develops as a way to compensate for 
unconscious feelings of low self-esteem or inade- 
quacy. For example, bullies who push other chil- 
dren around act like they are stronger and smarter 
than others their age. The reality is that they have 
low self-esteem. In adults, even business executives 
may put on a tough facade and try to make others 
think well of them, but inside they feel inadequate 
and do not respect themselves. 
See also BULLIES; SELF-ESTEEM. 
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superstition Beliefs that have survived since 
ancient times among cultures around the world. 
Mental health may be affected in many people who 
still hold superstitious beliefs. 

Many notions and customs persist; some are odd, 
amusing, harmless, and others are harmful. Scien- 
tific thinking helps destroy superstitious thinking 
because modern science believes that everything in 
nature has a natural cause, and it emphasizes the 
laws of nature that explain cause and effect. 

Superstitious beliefs are more common among 
people with little education, but there is a tendency 
in many well-educated people to cling to supersti- 
tious beliefs. For example, hotels, cruise ships and 
other commercial enterprises sometimes skip the 
number thirteen because many persons believe it 
is unlucky. Other common American superstitions 
include: Fridays that fall on the 13th day of the 
month are considered unlucky. If your ears burn, 
it means someone is talking about you. Bad luck 
follows walking under a ladder, breaking a mirror 
or having a black cat cross your path. It is supposed 
to be good luck if one finds a penny or a four-leaf 
clover. 

Stressful interactions may arise between fam- 
ily members or friends when one clings to an old 
superstition and another counters it with a more 
practical explanation. 

See also TABOO. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


support groups Also known as self-help groups, 
support groups consist of individuals with the same 
mental health disorder or concern for the disorder 
who join together to help one another by sharing 
experiences and advice and providing emotional 
support for one another. 

Support groups exist for patients themselves, 
as well as for spouses and family members. For 
example, individuals with manic-depressive ill- 
ness began an organization that has now become 
nationwide, with chapters in many cities. Individu- 
als with chronic fatigue syndrome (CFS) have done 
the same, with the result that sufferers no longer 
need feel alone and that they are the only individu- 


als with the problems. Another example is Y-ME, 
a national organization of women who have had 
breast cancer. 

There are support groups for parents of children 
with specific mental health concerns, as well as 
groups for middle-aged people who care for aging 
parents. 

Many physicians recommend that patients join 
support groups because they realize that help with 
the anger and confusion can augment any thera- 
pies provided by medical means. 

An additional benefit of belonging to a sup- 
port group for a particular concern is than one can 
stay up to date on research progress being made 
as researchers work toward cures and better treat- 
ments. Many groups circulate articles from popular 
and scientific publications and bring in experts to 
discuss their latest findings. 

According to Karyn Feiden, author of Hope and 
Help for Chronic Fatigue Syndrome, the work of support 
groups generally falls into three interlinked areas: 


e informing and educating the general public, and 
particularly patients, their families and the medi- 
cal community 


e counseling and consoling those who have been 
diagnosed with the particular disorder 


e organizing and advocating for the cause at both 
the local and the national level 


See also BEHAVIOR THERAPY; CHRONIC FATIGUE SYN- 
DROME; DEPRESSION; EXPOSURE THERAPY; SELF-HELP 
GROUPS. 


supra-additive effect See SYNERGY. 


Surmontil Trade name for the tricyclic antidepres- 
sant medication generically known as trimipramine. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH; TRICYCLIC ANTIDEPRESSANT 
MEDICATIONS. 


surrogacy Any person who substitutes or takes 
the place of another. The term “surrogacy” may 
be used by mental health professionals for purely 
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emotional or social family relationships. A child 
who lacks a parent may develop a relationship with 
a friend, teacher or relative and make that per- 
son his surrogate mother or father. An only child 
may adopt a surrogate brother or sister from her 
extended family or circle of friends. 

Surrogacy gained a more physical, clinical mean- 
ing in recent years as science developed techniques 
whereby a woman could carry and give birth to 
a child for a woman who was incapable of nor- 
mal pregnancy and childbirth. This technique has 
aroused religious opposition and seems to some 
unnatural or the first step toward a futuristic soci- 
ety that might take an overly clinical, calculating 
attitude toward reproduction. 

Emotional as well as legal problems have arisen 
from the fact that the surrogate mother may become 
attached to the child she is carrying and be reluc- 
tant to give it up. Surrogate mothers at first were 
women who agreed to be artificially inseminated 
with the sperm of the prospective father. Advances 
in in vitro fertilization later offered the possibility 
of natural parenthood for both wife and husband 
for cases in which the wife produced normal eggs 
but had some other physical problem that made 
pregnancy difficult, dangerous or impossible. The 
egg and sperm are brought together outside the 
parents’ bodies and then implanted in a surrogate 
mother for a normal pregnancy. 

Sex surrogates have also become a controver- 
sial issue in recent years. Surrogate sexual partners 
have been known to act as therapists by engaging 
in sex with people who have severe sexual dysfunc- 
tions. Rape victims, nonorgasmic men and women 
and people who have remained virgins well into 
adult life are thought to be appropriate candidates 
for this type of therapy. Because of a lack of trained 
therapists and a lack of standards or licensing for 
the field, it is vulnerable to quacks and practitioners 
whose motives are dubious. A serious problem in 
treatment by a sex surrogate is that an attraction 
may develop that makes the relationship unprofes- 
sional or that the patient may become emotionally 
dependent on the surrogate. 

See also INFERTILITY; SEX THERAPY; SURROGATE ACT. 


“How Safe Are Surrogates?” Cosmopolitan (November 
1990). 


Singer, Peter, and Deane Wells. Making Babies. New York: 
Scribner’s, 1985. 


Surrogate Act In 1991, the Health Care Surrogate 
Act was signed into law in the state of Illinois. Typi- 
cal of acts in other states, the law in some instances 
permits a surrogate to make decisions concerning 
medical care, including such life-sustaining treat- 
ment as artificial nutrition and hydration, for a per- 
son unable to make such decisions. For example, 
in some instances the act authorizes surrogates, 
including a person’s spouse or adult children, to 
make certain health care decisions when the person 
has a terminal condition, is in a state of permanent 
unconsciousness or has an incurable or irreversible 
condition as defined by the act. The act does not 
apply if a person has a valid living will or durable 
power or attorney for health care. 
See also LEGAL ISSUES; RESOURCES; SURROGACY. 


survivor guilt See HOSTAGES; POST-TRAUMATIC 
STRESS DISORDER. 


switching Swings of mood from high energy, 
increased confidence, increased assertiveness and 
decreased need for sleep to periods of lethargy, 
fatigue, loss of confidence and increased need for 
sleep. Symptoms of switching are diagnosed as 
cyclothymia, a mild form of bipolar depression. 
In bipolar disorder, mania with exaggerated con- 
fidence, grandiosity and sometimes psychosis is 
alternated with severe depression. Sudden changes 
from one arousal state to the other can occur dra- 
matically and rapidly, without necessary environ- 
mental stresses. 

See also BIPOLAR DISORDER; DEPRESSION; MANIA; 
MANIC-DEPRESSIVE DISORDER. 


symbiosis A relationship between two people 
characterized by excessive dependence and mutual 
exploitation for needs. The term is also used to 
denote the stage in infantile development when the 
infant’s dependence is total and he or she is neither 
biologically nor psychologically separate from the 
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mother; this is a normal phase followed by further 
development. 

A “symbiotic marriage” occurs when one or both 
members of a couple depends upon the other for the 
gratification of certain psychological needs. Both 
partners may have neurotic or otherwise unusual 
needs that could not be satisfied easily outside the 
marriage. 


symbolism In dreams, phobias and the uncon- 
scious mind, an object or idea that may signify 
something else, based on a resemblance between 
the original and its substitute. 

See also DREAMING; FREUD, SIGMUND; PHALLIC 
SYMBOL. 


sympathetic nervous system (SNS) One of two 
divisions of the autonomic nervous system. The 
SNS controls many involuntary activities of the 
glands, organs and other parts of the body. For 
example, the SNS is responsible for preparing peo- 
ple for fighting, fleeing, action or sexual climax. 
Among many effects, the SNS speeds up contrac- 
tions of blood vessels, slows those of the intestines 
and increases heartbeat. 
See also AUTONOMIC NERVOUS SYSTEM. 


sympatholytic drugs Drugs that block actions of 
the sympathetic nervous system. These include beta 
blocker drugs, guanethidine, hydralazine and pra- 
zosin. They work either by reducing the release of 
the stimulatory neurotransmitter norepinephrine 
from nerve endings or by occupying the receptors 
that the neurotransmitters normally bind to, thus 
preventing their normal actions. 
See also NEUROTRANSMITTERS; NOREPINEPHRINE. 


symptom An indication of a disease or disorder that 
is noticed by the sufferer, such as a headache. A symp- 
tom is different from a sign, which is an indication of 
a disorder noticed on an objective basis by another 
person, such as a physician. A group of symptoms 
as well as signs are sometimes referred to as a syn- 
drome. An example is post-traumatic stress disorder, 


in which the individual may experience a wide range 
of symptoms, such as nightmares, feelings of claus- 
trophobia and an inability to concentrate. The physi- 
cian may notice increased heartbeat, rapid breathing 
and other signs during examination. 

See also SIGN; SYNDROME. 


synapse A microscopic gap between the neurons in 
the chemical network of the brain. Billions of neurons 
send and receive electrical messages across synapses 
through specific amounts of neurotransmitters. 

See also BRAIN; NEUROTRANSMITTERS. 


syndrome A group of symptoms or signs occurring 
together that make up a particular mental or physi- 
cal disorder. For example, the syndrome that leads 
a physician to diagnose depression in an individual 
may include difficulty sleeping, loss of weight, lack 
of interest in previously enjoyed activities, inability 
to concentrate, lack of interest in sexual activity and 
other factors. Another example is post-traumatic 
stress disorder, a syndrome with many different 
symptoms experienced by different individuals. 
See also SIGN; SYMPTOM. 


synergy The cooperation or joint action of two 
drugs that when taken together are more effective 
than when used individually. Because of this phe- 
nomenon, an amount of a drug that might be safe 
under normal circumstances can have a harmful 
effect if taken with a drug that acts synergistically. 
An example is a small amount of alcohol combined 
with a small dose of a barbiturate drug, which can 
have a much greater effect than either alcohol or a 
barbiturate taken alone. 


O’Brien, Robert, and Sidney Cohn. The Encyclopedia of 
Drug Abuse. New York: Facts On File, 1984. 


syphilis A sexually transmitted disease (STD), that 
is a highly infectious genital ulcerative condition; 
it is curable in its early (primary and secondary) 
stages. If untreated it can lead to serious long-term 
complications, including nerve, cardiovascular and 
organ damage and even death. 
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Congenital syphilis can cause stillbirth, death 
soon after birth and physical deformity and neuro- 
logical complications in infants who survive. Syphi- 
lis, like many other STDs, facilitates the spread of 
HIV, increasing the transmission of the virus con- 
siderably, according to the U.S. Centers for Disease 
Control and Prevention (CDC). 

Syphilis continues to be a public health problem 
in metropolitan areas. In 2004, for the third con- 
secutive year, San Francisco had the highest rate of 
any U.S. city. Other leading cities included Atlanta; 
Baltimore; New Orleans; St. Louis; Detroit; Wash- 
ington, D.C.; Dallas; Jersey City, New Jersey; and 
Chicago. 


The rate of primary and secondary (P&S) syphilis, 
the most infectious stages of the disease, decreased 
throughout the 1990s and in 2000 reached an all- 
time low. However, between then and 2004, the 
syphilis rate in the United States has increased. 
Between 2003 and 2004 alone, the national P&S 
syphilis rate increased 8 percent, from 2.5 to 2.7 
cases per 100,000 population. During this time, 
reported P&S cases in the United States increased 
from 7,177 to 7,980. 

Increases in P&S syphilis rates between 2000 
and 2004 were observed only among men. The rate 
among males rose 81 percent between 2000 and 
2004 (from 2.6 to 4.7) and 11.9 percent between 


Cities with the Highest Reported Rates of Primary and 
Secondary Syphilis, 2004 
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Primary and Secondary Syphilis Rates by Sex, 1981-2004 
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2003 (4.2) and 2004. In 2004, for the first time in 
more than 10 years, the rate among females did not 
decrease, remaining at 0.8. Between 2003 and 2004 
the rate of congenital syphilis (transmission from 
mother to child) decreased 17.8 percent (from 10.7 
to 8.8 per 100,000 live births), possibly reflecting 
the reduction in syphilis among women that had 
occurred over the previous decade. 


Syphilis among African Americans 
Racial gaps in syphilis rates are narrowing, 
according to the CDC; rates in 2004 were 5.6 
times higher among blacks than among whites, 
a substantially lower differential than in 2000, 





when the rate among blacks was 24 times greater 
than among whites. This narrowing reflects both 
declining disease rates among African Americans 
and significant increases among white men in 
recent years. 

However, in 2004 the syphilis rate among blacks 
increased for the first time in more than a decade, 
16.9 percent from 2003 to 2004 (from 7.7 to 9.0 per- 
cent). The most significant increases were among 
black men. Between 2003 and 2004 the syphi- 
lis rate among black males increased 22.6 percent 
(from 11.5 to 14.1), while the rate among black 
women rose 2.4 percent (from 4.2 to 4.3). 

See also SEXUALLY TRANSMITTED DISEASES. 


systematic desensitization 445 





systematic desensitization A behavioral therapy 
procedure that is highly effective in the treatment 
of some anxiety disorders and anger. It originated 
with Joseph Wolpe (1915-97), who used in vivo 
and imaginal desensitization with his patients and 
reported greater than 80 percent recovery rates fora 
variety of anxiety, phobic and emotional reactions. 
The essence of systematic desensitization is the 
gradual exposure of an individual to components 
of a feared situation while he or she is relaxed. Sys- 
tematic desensitization is the major treatment pro- 
cedure for phobias and agoraphobia. Exposure may 
occur in imagination (self-visualization) or in actu- 
ality (in vivo). Systematic desensitization is best 
used with the help of a skilled therapist. Once relax- 
ation skills are mastered (a process which takes five 


to six weeks), a hierarchy involving gradually more 
intimate (and reactive) triggering stimuli is devel- 
oped, and imaginal or in vivo exposure is started. 

Systemic desensitization is a highly effective 
treatment method for simple phobias. The cure rate 
for simple phobias is about 80 percent to 85 percent 
after 12 to 15 sessions. Social phobias, agoraphobia 
and panic require more patience, time and skill in 
using systematic desensitization; they also usually 
require in vivo exposure rather than imaginal to 
be effective. 

See also AGORAPHOBIA; BEHAVIOR THERAPY; WOLPE, 
JOSEPH. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of Pho- 
bias, Fears, and Anxieties. New York: Facts On File, 2000. 
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taboo An idea, concept or practice that is not 
discussed or carried out openly by a given culture. 
Some taboos are so specific to the culture that they 
are difficult for outsiders to understand. The source 
or reason for a taboo may be unknown or forgot- 
ten; taboos may once have given groups of people 
moral and ethical codes by which they lived. 
Certain taboos that are common to many cul- 
tures may be a source of anxiety and a threat to 
good mental health. For example, references to the 
dead and death are frequently avoided, made in 
hushed tones or accompanied by a ritual gesture or 
phrase; suicide is not discussed in many cultures, 
nor is incest. In fact, references to the behavior 
and act of incest have been suppressed. During the 
1990s in the United States there were revelations 
that incest had a higher incidence than previously 
thought. As a consequence, the taboo to speak out 
and protest about it was, to a large extent, lifted. 
The word “taboo” is derived from the language 
of the Polynesian people meaning “forbidden” or 
“dangerous.” It is the term used for behavior related 
to their king. He was thought to be so full of power, 
or mana, that his shadow, parts of his body and even 
objects he touched, were considered dangerous. 
See also SUPERSTITION. 


Douglas, Mary. “Taboo.” In Man, Myth and Magic, edited 
by Richard Cavendish. New York: Marshall Caven- 
dish, 1983. 

Gregory, W. E. “Taboos.” In The Encyclopedia of Psychol- 
ogy, edited by Raymond J. Corsini. New York: Wiley, 
1984. 


tachycardia Rapid beating of the heart. A rapid 
heartbeat is often associated with anxiety and panic 
attacks. Individuals who are already feeling anxious 


or fearful may become even more so when they 
realize that their heart is beating rapidly. Under 
such circumstances they may fear that they are 
having a heart attack. Individuals who are expe- 
riencing a panic attack with physical symptoms of 
rapid heartbeat, difficulty breathing and dizziness 
may fear that they are going to die. Rapid heartbeat 
is normal under some conditions, such as exercise 
or sexual activity. 

See also ANXIETY; ANXIETY DISORDERS; PANIC 
ATTACKS AND PANIC DISORDER; PHARMACOLOGICAL 
APPROACH in BIBLIOGRAPHY. 


ťai chi A physical, mental and spiritual practice 
that uses movement to balance energy and helps 
achieve and maintain harmony within oneself. 
Those who practice t’ai chi say that it helps them to 
develop more mental and spiritual energy, feel more 
overall vitality and obtain relief from anxieties. 

T’ai chi is an outgrowth of Chinese martial arts, 
spirituality and medicine, and has been practiced 
for more than 2,000 years. As a martial art and a 
popular meditative practice, it is often called medi- 
tation in motion. According to Chinese philoso- 
phy, to do t’ai chi is to connect the individual with 
nature through movement. It is considered “great 
shadow boxing,” which draws on Taoist beliefs in 
the interdependence of the body and the mind. In 
the open spaces and parks of China today, millions 
of young and old people practice t’ai chi, gently 
swaying, gliding and stepping. 


Mental Health Benefits of T'ai Chi 
Practitioners of t’ai chi usually experience deep and 
restful sleep. Their nervous system is soothed and 
calmed. The gentleness of t’ai chi ensures that they 
do not suffer strains and other muscular injuries 
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but instead develop greater strength, flexibility and 
suppleness. Some athletes use t’ai chi as a way of 
warming up. 

People who perform t’ai chi move all of their 
joints and exert more energy than they appear to. 
Through the use of slow breathing, individuals can 
pace some of the systems of their body. They can 
stabilize their heartbeat, the exchange of oxygen 
and carbon dioxide and the secretion and absorption 
of endocrine fluids. The movements also improve 
health by assisting the flow of blood, creating tran- 
quillity for the entire nervous system and fostering 
deep peace of mind through deep concentration. 

United States researchers have been studying the 
physical and mental benefits of t’ai chi, particularly 
for older people, many of whom suffer from a lack 
of balance and frequent falls. In an article in the 
Journal of the American Geriatrics Society (May 1996), 
an evaluation of a 15-week course taken by 72 
men and women over age 70, showed that t’ai chi 
not only improved their balance, but helped these 
people abort falls by teaching them to cope with 
missteps and precarious positions. Another study 
reported in the Harvard Health Letter (July 1997) 
said that older adults who practiced t’ai chi had sig- 
nificantly lower blood pressure readings after the 
exercise and a decreased fear of falling. 


Tai Chi Classes 


Books and videos on t’ai chi are available, but the 
best way to learn is in classes held in t’ai chi studios, 
adult education courses at high schools and col- 
leges, YMCAs and YWCAs and senior adult centers. 
Many people combine t'ai chi with other forms of 
exercise. 

See also BREATHING; COMPLEMENTARY AND ALTER- 
NATIVE MEDICINE; MEDITATION. 


Chen, W. William, and Wei Yue Sun. “Tai Chi Chuan: 
Alternative Form of Exercise for Health Promotion 
and Disease Prevention for Older Adults in the Com- 
munity.” International Quarterly of Community Health 
Education 16, no. 4 (1997): 333-339. 


“talking” treatment Psychotherapy by means 
other than medication. A wide variety of therapies 
involve the troubled individual talking to the psy- 


chotherapist and the therapist listening attentively 
with empathy and understanding and available 
to make constructive suggestions. When modern 
anti-depressant drugs became available in the latter 
half of the 20th century, some feared that the “old- 
fashioned” talking treatment would be abandoned. 
However, when medications are given, they are 
usually given in combination with psychotherapy 
and some verbal contact. 

More recently, studies comparing short term 
therapy (interpersonal or cognitive psychotherapy) 
with medication treatment or the combination 
have shown that this combined means of therapy 
can be successful in treating outpatients with mild 
to moderate depression. 

See also PSYCHOTHERAPIES. 


Talwin The trade name for pentazocine, a purely 
synthetic opioid used as a strong painkiller. It is 
useful for medical purposes but also has a strong 
potential for the development of tolerance, as well 
as psychological and physiological dependence. 
Many addicts seek treatment for their addiction but 
also sometimes turn to hospital emergency rooms if 
they are experiencing acute symptoms of overdose 
or withdrawal. 
See also SUBSTANCE ABUSE. 


tangentiality See THOUGHT DISORDERS. 


tantrums Angry physical outbursts may occur 
at any time in life, but they are most common in 
childhood and are thought to be a normal part of a 
child’s developmental process. Tantrums may take 
many forms, usually involving some combination 
of screaming, rushing around madly, writhing on 
the floor and breaking available objects or using 
them as a weapon. Small children’s tantrums are 
usually triggered by frustration and are beyond the 
child’s control. Mental health professionals feel that 
the emotional flood that constitutes a tantrum may 
be just as terrifying for the child as for the adult, 
because the child fears his own loss of control. 

A child may be angered by a new experience or 
obstacle that she cannot successfully master. Toys 
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or other objects that the child wishes to handle that 
are either too large or too complex or intricate can 
trigger an outburst but may also provide a learning 
experience. There is some evidence that brighter 
children who are more eager to learn and explore 
may actually have more tantrums. Tantrums may 
also be started by the child’s inability to under- 
stand that the adult world does not always revolve 
around him as he has come to expect. Most chil- 
dren grow out of their tantrums as they develop a 
better understanding of their role in the family and 
learn how people interact on a more mature level. 


Leach, Penelope. “Tantrums.” In The Child Care Encyclope- 
dia. New York: Knopf, 1984. 


tardive dyskinesia Uncontrolled, involuntary facial 
tremors and grimacing and jerky movements of the 
arms and legs caused as a side effect of the use of 
some neuroleptic drugs. This syndrome develops 
late in treatment (after six months to 20 years) and 
is estimated to occur in about 20 percent of chronic 
schizophrenic patients. It is most likely to occur in 
postmenopausal females with depressive features. 
This condition may continue after withdrawal of the 
medications and may become worse after treatment. 

It is believed that tardive dyskinesia is caused by 
chronic blockage of dopamine receptors, resulting 
in a prolonged supersensitivity of dopamine recep- 
tors to normal levels of dopamine. However, this 
theory does not explain why some patients get tar- 
dive dyskinesia and others who must take chronic 
neuroleptic medications do not. 

The best prevention for tardive dyskinesia is 
using antipsychotics only when indicated and in the 
lowest effective doses. Patients taking them should 
be monitored frequently with trials off medication 
to assess their ongoing need for the medication. 

See also SCHIZOPHRENIA; THORAZINE; PHARMACO- 
LOGICAL APPROACH. 


Tay-Sachs disease A genetic disorder that leads 
to progressive central nervous system damage. 
Approximately one in 3,600 infants among east- 
ern European Jewish populations in born with 
Tay-Sachs disease, while only one in 360,000 non- 


Jewish infants is affected. The frequency of the 
abnormal gene for Tay-Sachs disease in the former 
populations is quite high. There is normal develop- 
ment for three to six months, followed by severe 
neurological deterioration, blindness, deafness 
and seizures. Individuals who believe they carry 
an abnormal gene should obtain genetic counsel- 
ing before they have children. Tay-Sachs disease is 
considered a form of mental retardation. 
See also MENTAL RETARDATION. 


teeth grinding Known medically as bruxism, 
teeth grinding is a habit many people practice when 
stressed or anxious. Some people grind their teeth 
during the day, and some only do it at night. 

For about 5 percent of the population, teeth 
grinding causes serious consequences. For example, 
it is possible to grind the enamel off the teeth, mak- 
ing them more susceptible to cavities and very sen- 
sitive to heat and cold. Years of grinding can cause 
facial and jaw pain from fatigued muscles. Grinding 
may also damage the joint between the jaw and the 
cranium (temporomandibular joint). When a per- 
son eats, the muscles responsible for chewing exert 
just enough pressure to hold in place the disk of 
cartilage that cushions the joint. When the person 
grinds his or her teeth, however, this disk gradually 
becomes displaced, causing soreness, inflammation 
and even arthritis. 

Dentists can prepare plastic retainer-like appli- 
ances, called mouth guards or night guards, to pre- 
vent grinding. Many people find that relaxation 
therapy, guided imagery, hypnosis and biofeedback 
also help to relieve this unwanted habit. 

See also BIOFEEDBACK; GUIDED IMAGERY; HABITS; 
HYPNOSIS; RELAXATION; TEMPOROMANDIBULAR JOINT 
SYNDROME. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 


Tegretol The trade name for carbamazepine, a 
commonly used antiepileptic drug, especially for 
temporal lobe epilepsy. Carbamazepine is chemi- 
cally related to tricyclic antidepressant drugs. 

See also EPILEPSY. 
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temperament One’s usual manner of reacting 
to things. For example, some people are usually 
calm and passive, and others are active and excit- 
able. Traits of temperament are often noticeable in 
newborns and become obvious within a few days. 
Temperament traits may be inherited and become 
a part of personality, and they usually follow a life- 
long pattern. 
See also PERSONALITY. 


temporal lobe epilepsy (TLE) Also known as psy- 
chomotor epilepsy, this disorder manifests itself with 
personality changes such as extreme and excessive 
interest in religion, hypergraphia (writing prolifi- 
cally), hyposexuality, temper outbursts and, occa- 
sionally, mood disorders. It is due to an electrical and 
functional disturbance in the brain and is best evalu- 
ated by laboratory tests using neurophysiology and 
functional neuroimaging, as well as the electroen- 
cephalogram (EEG). Individuals with this condition 
may experience temporal lobe illusions (temporal 
lobe hallucinations, temporal hallucinations). 
See also EPILEPSY. 


temporomandibularjointsyndrome (TMJ) Symp- 
toms, including pain, that affect the jaw, face and 
head. TMJ occurs when the ligaments and muscles 
that control and support these areas do not work 
together properly. A spasm of the chewing muscles 
can bring on the disorder. In some individuals, 
this occurs because of bruxism (teeth grinding) or 
clenching of the teeth as a response to stress and 
tension. Treatment may include relieving pain by 
applying moist heat to the face, taking muscle- 
relaxant drugs and using a bite splint at night to 
prevent teeth clenching and grinding. Some indi- 
viduals resort to surgery on their jaw; others 
undergo orthodontia to correct their bite. Psycho- 
logical counseling is often recommended to help 
the individual overcome the underlying causes of 
tension that may have led to the disorder. 
See also BRUXISM; STRESS. 


TENS (transcutaneous nerve stimulation) See 
PAIN; TRANSCUTANEOUS NERVE STIMULATION. 


tension headache See HEADACHES. 


terminal illness An illness from which medical 
experts have agreed there will be no recovery. 
Since modern medicine has prolonged the final 
stages of illnesses, the mental and physical state 
of dying patients has received increased atten- 
tion. In 1969, Elisabeth Kübler-Ross (1926-2004) 
described the final stages of terminal illness as 
denial, anger, bargaining, depression and accep- 
tance. These attitudes and feelings may take dif- 
ferent forms and may overlap, but they do seem to 
form a common experience among dying patients. 
Kubler-Ross observed that most patients find their 
death incomprehensible and the product of some 
intentional, destructive force, no matter what the 
actual cause. Terminally ill patients, in addition 
to fearing their own annihilation, fear the with- 
drawal of loved ones, real or imagined, and their 
own growing dependence and inability to cope 
with daily life. Patients frequently suffer from a 
loss of self-esteem and may express fears that they 
are being abandoned or persecuted. On the other 
hand, elderly patients approaching death may 
seem to experience it as a sort of summing up and 
end, a natural part of life. 

A frequent problem in dealing with dying 
patients is that while they may wish to talk about 
their situation, listeners are hard to find because of 
the common resistance among those in good health 
to be confronted with the possibility of their own 
eventual annihilation. 

Mental health professionals have found certain 
techniques and attitudes useful in dealing with 
dying patients. For example, it has been helpful to 
imagine the person without his illness, so that the 
illness does not become the most important thing 
about him, and to dwell on the patient’s traits and 
talents in normal life. It is also important for the 
professional to be aware of her own fears and to 
maintain a balanced attitude between gloom and 
unrealistic optimism. 

Professionals in health care have also found 
it helpful to combat the patient’s fears about the 
potential pain and suffering as his illness reaches its 
final stages by informing him that those approach- 
ing death usually do not experience suffering. 
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See also ACQUIRED IMMUNODEFICIENCY SYNDROME; 
CAREGIVERS; CHRONIC ILLNESS; DEATH; HOSPICE. 


Felner, R. D. “Terminally Ill People.” In Encyclopedia of 
Psychology, vol. 3, edited by Raymond J. Corsini. New 
York: Wiley, 1984. 

Zimmerman, Jack McKay. Hospice. Baltimore: Urban & 
Schwarzenberg, 1986. 


terrorism Using violence or the threat of violence 
to inflict damage as well as psychological intimida- 
tion at any time, during periods of peace or conflict. 
Terrorist activities result in deaths and visible dam- 
age, creating strong emotional responses among the 
general public. Unlike violence resulting from war, 
terrorist activities may occur suddenly without any 
forewarning, and the threat persists continuously. 

Since September 11, 2001, when terrorist attacks 
resulted in the deaths of more than 3,000 people 
in New York City; Washington, D.C. and Penn- 
sylvania, millions of Americans have experienced 
depression, anxiety and post-traumatic stress disor- 
der (PTSD), according to the Substance Abuse and 
Mental Health Services Administration. Short-term 
as well as long-lasting effects have been experi- 
enced by survivors, survivors of victims and rescue 
workers. Short-term effects may include sleepless- 
ness, memory loss, depression, and anxiety, some 
of which may become long-lasting. Many sufferers 
have received counseling to understand that their 
distress is a normal reaction to an abnormal situa- 
tion. Many in the mental health professions have 
come to the aid of those affected by terrorism, using 
both individual counseling and group therapy. 

For many individuals, concerns about worldwide 
terrorism continue to interfere with their feeling of 
well-being, making them fearful and apprehensive 
when traveling or in crowds. Worldwide, terror- 
ism attacks continue in many places and in various 
ways. Suicide bombers have become more com- 
mon and increasingly difficult to detect and deter, 
but governments appear to be making all possible 
efforts. 

To prevent terrorist attacks and protect the 
United States, the government continues to closely 
monitor and analyze threat information and share 
that information, along with guidance for protec- 


tive measures, with state, local and private-sector 
authorities as well as the general public. 


Effects of Terrorism on Children 
According to Wanda P. Fremont, M.D., some chil- 
dren suffer fears and memories immediately after a 
traumatic event such as a terrorist attack, which dis- 
sipate with time and emotional support. Others are 
more severely affected and experience longer-term 
problems. Responses include acute stress disor- 
der, PTSD, anxiety, depression, sleep disturbances, 
separation difficulties and regressive and behav- 
ioral problems. Children may avoid situations that 
arouse recollection of the trauma and may show 
symptoms of numbness or withdrawal. Children 
react differently depending on their sensitivity and 
temperament; play and study may be affected as 
well as patterns of eating and sleeping. 

To buffer stress in children after exposure to 
traumatic situations and to increase their resiliency, 
a stable, secure emotional relationship with at least 
one parent is helpful. Also, a parental model of con- 
structive coping mechanisms and physical proxim- 
ity of children to parents is helpful. 

See also HOSTAGES; POST-TRAUMATIC STRESS DIS- 
ORDER. 


Fremont, Wanda P. “Childhood Reactions to Terror- 
ism—Induced Trauma: A Review of the Past 10 Years.” 
Journal of the American Academy of Child and Adolescent 
Psychiatry 43, no. 4 (April 2004): 381-392. 

Department of Homeland Security/Homeland Security Advi- 
sory System. “Threats & Protection.” Available online. 
URL:http://www.dhs.gov/dhspublic/display?theme=29. 
Downloaded on February 21, 2007. 


testosterone A male androgenic sex hormone 
that stimulates muscles, bones and sexual develop- 
ment. During puberty it leads to deepening of the 
voice and growth of facial hair. The most impor- 
tant of the androgen hormones, testosterone is 
produced in the testes (and in very small amounts 
in a woman’s ovaries). Testosterone in medici- 
nal form is sometimes used to treat infertility in 
males who have disorders of the testes or pituitary 
gland. Since related androgenic hormones promote 
muscle development and strength, they have been 
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self-administered by athletes to improve their func- 
tion. Not only may this promote the development 
of cardiac disease, but increases in aggression and 
impulsive behavior (including homicide) have also 
occurred. Androgenic drugs are outlawed by all 
athletic leagues and organizations. 

See also INFERTILITY; PITUITARY GLAND. 


thalamus See BRAIN. 


thematic apperception test (TAT) A personality 
diagnostic test. The TAT may be useful in giving 
therapists information about an anxious or phobic 
individual, because in doing the test, the individual 
displays attitudes, feelings, conflicts and personal- 
ity characteristics. Individuals are asked to make up 
stories with a beginning, middle and end about a 
series of pictures; the therapist looks for common 
themes in the stories, and scores the test in a pri- 
marily subjective manner. 
See also PERSONALITY. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of Pho- 
bias, Fears, and Anxieties. New York: Facts On File, 2000. 


therapeutic alliance The trusting rapport and 
understanding between the psychotherapist and 
the patient. In order to derive benefit from the psy- 
chotherapeutic consultations, the patient must trust 
the therapist and believe the therapist can help. 
The therapist, in turn, must communicate respect, 
interest and empathic understanding in order to 
facilitate the patient’s trust. 
See also PSYCHOTHERAPIES. 


therapeutic touch A nontraditional therapy (also 
called alternative or complementary) developed by 
Dr. Dolores Krieger, professor of nursing at New 
York University, in which she relieves the pain and 
distress of illness by passing her hands over the 
patient. It is also known as the healing touch and is 
derived from the laying on of hands. Her method is 
described in her book, The Therapeutic Touch: How to 
Use Your Hands to Help or to Heal. 


Since the mid-1970s Dr. Krieger has conducted 
courses in therapeutic touch and taught thou- 
sands of people. New York University offers a fully 
accredited graduate course at the master’s level, 
designed to formally teach the process of therapeu- 
tic touch and to investigate how and why it works. 
In addition, more than 50 universities offer formal 
instruction in therapeutic touch, usually as part of 
the nursing curriculum. 


How Therapeutic Touch Works 


The healer eases into an altered state of conscious- 
ness while focusing energy on the patient, then 
slowly passes his or her hands about four to six 
inches above the patient’s body in an effort to sense 
a transfer of energy. The healer scans the body for 
an area of temperature change as an indication that 
part of the body is troubled, then lays his or her 
hands on the affected area, while the patient senses 
a change in temperature, perhaps a feeling of deep 
heat, in the area being touched. 

According to Dr. Krieger, at the very least, the 
method produces a relaxation response in the 
patient and works well for inflammation, muscu- 
loskeletal problems and psychosomatic disorders. 
Explanation by healers whose patients have been 
helped say that energy passes between themselves 
and their patients. Skeptics believe that this healing 
has a placebo effect, but it seems to work for some 
individuals. 

Historically, physicians touched their patients 
far more than they do today a fact due, in part, to 
the advent of so many highly technical diagnostic 
machines. Until the invention of the stethoscope in 
the mid-1800s, physicians pressed their naked ears 
to the bodies of patients to listen for heartbeats and 
other internal sounds. This intimate gesture prob- 
ably had a soothing effect on the patient, much 
as therapeutic touch has today. As author Lewis 
Thomas wrote in The Youngest Science, “it is hard to 
imagine a friendlier human gesture, a more inti- 
mate signal of personal concern and affection, than 
the close-bowed head affixed to the skin.” 

Now many nurses and other health care prac- 
titioners, including body therapists, realize the 
need for human touch; they practice healing touch 
either knowledgeably or unconsciously along with 
massage and other techniques. 
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See also BODY THERAPIES; COMPLEMENTARY AND 
ALTERNATIVE MEDICINE; MASSAGE THERAPY; PLACEBO 
EFFECT. 


Engebretson, Joan. “Urban Healers: An Experiential Descrip- 
tion of American Healing Touch Groups.” Qualitative 
Health Research 6, no. 4 (November 1996): 526-541. 

Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 

Macrae, J. Therapeutic Touch: A Practical Guide. New York: 
Alfred A. Knopf, 1988. 


therapy See PSYCHOTHERAPIES. 


thiamine deficiency Thiamine deficiency may lead 
to depression if induced by alcohol abuse. Known as 
Wernicke-Korsakoff syndrome, Korsakoff’s psycho- 
sis or alcohol amnesic disorder, this condition may 
involve an inability to remember recent events. In 
some cases, malabsorption or dietary inadequacy can 
lead to these disorders. Individuals with Korsakoff’s 
syndrome often fabricate answers to questions in an 
attempt to fill in details they do not recall (confabu- 
lation). The most common memory impairment 
involves difficulty in learning new information. 
Korsakoff’s syndrome improves in about 75 percent 
of people who stop alcohol abuse and who maintain 
an adequate diet for more than six months. 
See also ALCOHOLISM AND ALCOHOL DEPENDENCE. 


thioridazine An antipsychotic medication (trade 
name: Mellaril) used primarily to treat schizophre- 
nia and other psychoses. The use of thioridazine 
has also been suggested to relieve anxiety, agitation 
and depression associated with mood disorders. 
The drug is used in conjunction with psychother- 
apy, but its use for anxiety alone is limited because 
it carries with it the risk of tardive dyskinesia. 

See also ANTIPSYCHOTIC MEDICATIONS; ANXIETY 
DISORDERS; DEPRESSION; SCHIZOPHRENIA; TARDIVE 
DYSKINESIA. 


Thorazine Trade name for chlorpromazine hydro- 
chloride, the first antipsychotic agent marketed; it 


is a phenothiazine derivative also referred to as a 
neuroleptic medication. It was used primarily to 
treat schizophrenia, other psychoses or mania. For 
a while during the 1950s it was used to treat anxi- 
ety disorders, but it has been replaced with newer 
anxiolytic agents because of its serious side effects 
and limited efficacy in anxiety. The primary indica- 
tion for chlorpromazine and related medications is 
the treatment of psychosis. 

Prior to the introduction of chlorpromazine 
around the mid-1950s, the population of state men- 
tal hospitals was increasing at a rate of 10 percent 
per year. After the introduction of chlorpromazine, 
the population decreased at the rate of 10 percent 
per year. 

Psychiatrists, pharmacologists and neuroscien- 
tists have not solved the problem of schizophrenia, 
but the neuroleptics which have been developed 
do suppress hallucinations, delusions and symp- 
toms of withdrawal seen in schizophrenia, organic 
psychoses, psychotic depression and other psy- 
chotic disorders. They do not by themselves restore 
schizophrenic patients to normal function and 
cause a range of side effects that limit compliance 
and their use. Related drugs (Prolixin and thiorida- 
zine) are examples of other phenothiazines. Side 
effects include extrapyramidal effects, Parkinso- 
nian symptoms such as muscle rigidity, akathisias 
(a state of physical agitation often producing anxi- 
ety) and sedation. Acute administration may cause 
neuroleptic malignant syndrome, associated with 
rigidity, disorientation and high fever with possible 
chronic neurological damage. Long-term use carries 
a 4 percent per year risk of tardive dyskinesia. For 
these reasons, chlorpromazine and related medica- 
tions are used in severe psychotic disorders. 

See also ANTIPSYCHOTIC MEDICATIONS; TRANQUIL- 
IZER MEDICATIONS. 


thought disorders Disturbance of thought pro- 
cesses or thought content. Thought process refers 
to the way an individual puts ideas together, to 
the associations between ideas and to the form and 
flow of thoughts in conversation. Thought content 
refers to the ideas the person communicates. 
Disorders of thought processes include racing 
thoughts, a situation in which the individual is 
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flooded with ideas and is unable to keep up with 
them. This is seen in some people who have schizo- 
phrenia and also in manic states. Another is circum- 
stantiality, which involves thinking that is indirect 
in reaching a goal or getting to the point. People who 
are obsessional sometimes have this characteristic. 
Blocking is a sudden interruption or obstruction in 
the spontaneous flow of thoughts, considered by 
the individual as an absence of thought. This occurs 
in severe anxiety states and schizophrenia. Perse- 
veration is a tendency for an individual to respond 
with the same sound or words to varied stimuli, 
and also an inability to shift the trend of conversa- 
tion away from one specific topic. 

Other thought process disorders include flight 
of ideas, verbally skipping from one related idea to 
another; tangentiality, in which the person replies 
to questions in irrelevant ways; clanging, which 
involves using the sound of a word, instead of its 
meaning (such as rhymes) to communicate; word 
salad, which is a jumble of words and phrases lack- 
ing comprehensive meaning or logical coherence; 
and echolalia, parrotlike repetition of another’s 
speech (seen in organic brain syndrome and in 
mania). Loose associations involve transitions from 
one idea to another, unrelated idea. 

Disorders of thought content include delusions, 
false beliefs firmly held despite incontrovertible 
and obvious proof to the contrary. There may 
be delusions of grandeur or delusions of perse- 
cution. Some individuals who have delusions of 
control believe that one’s feelings and actions are 
imposed by some external source. Somatic delu- 
sions are beliefs about body image or body func- 
tion. Thought broadcasting is the belief that other 
people can read one’s thoughts. Ideas of reference 
involve incorrectly interpreting casual incidents 
and external events as having direct personal ref- 
erence. These ideas are usually delusions. Deper- 
sonalization is a sense of unreality or strangeness 
concerning oneself and feeling detached from 
and being an outside observer of one’s mental 
processes or body. Derealization refers to feeling 
detached from one’s environment so that a sense 
of reality of the external world is lost. Deperson- 
alization and derealization are fairly common in 
severe anxiety states and also in borderline per- 
sonality disorder. 


Another thought disorder is preoccupation (per- 
sistent ideas), which includes obsessions, compul- 
sions and phobias. Some depressed people have 
morbid preoccupations about guilt or death. 

See also ANXIETY DISORDERS; DELUSION; DEPRES- 
SION; OBSESSIVE-COMPULSIVE DISORDER; PHOBIA; 
SCHIZOPHRENIA. 


thought field therapy (TFT) A form of therapy 
based on body meridians and the restoration of 
energy balance in the body used to help some peo- 
ple deal with certain anxiety disorders. It is based on 
a Chinese medical principle that energy flows along 
meridians and can be balanced and released by con- 
tact on acupressure points. The therapy is aimed at 
breaking up negative emotions and beliefs. Clients 
learn to press certain pressure points on glands and 
energy pathways in particular patterns based on 
the type of energy blockage involved. 

The therapy is said to have no adverse side 
effects. TFT does not require the individual to talk 
about their problem, something that often causes 
considerable distress or embarrassment and which 
discourages many from seeking treatment. The 
technique was developed in the 1980s by Roger D. 
Callahan, Ph.D., an American psychologist. 


Doctor, Ronald M., and Ada P. Kahn Encyclopedia of Pho- 
bias, Fears, and Anxieties. New York: Facts On File, 
2000. 


thought stopping A behavioral therapy technique 
in which the individual imagines hearing the word 
“stop” whenever an undesirable thought occurs. 
Developed by Joseph Wolpe (1915-97), an Ameri- 
can psychiatrist, this technique is sometimes useful 
in treating anxieties, phobias, smoking and sexual 
deviations. 
See also BEHAVIOR THERAPY; REINFORCEMENT. 


3-methoxy-4-hydroxyphenylglycol (MHPG) The 
major metabolite of norepinephrine in the central 
nervous system. Urinary excretion of MHPG is usu- 
ally decreased in individuals with bipolar disorder 
while they are in the depressed mode as compared 
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with the manic state. Levels of this substance are 
also increased during episodes of extreme anxiety 
or fear. Levels of MHPG diminish after use of imip- 
ramine or clonidine or after anxiety episodes dimin- 
ish. Measurements of the substance help determine 
effectiveness of some antianxiety medications. 

See also ANXIETY; LABORATORY TESTS. 


thyroid gland A gland located at the back of the 
neck, which may have a biologic link to depres- 
sion. Normally the pituitary gland generates a hor- 
mone at night that stimulates the thyroid, but sleep 
suppresses this action. In individuals who cycle to 
mania or in depressed persons deprived of sleep, 
levels of the thyroid-stimulating hormone fluctuate 
between highs and lows. Increased levels of thyroid 
disease occurs in some manic-depressive individu- 
als, especially those with rapid cycles of the highs 
and lows. 
See also THYROTROPIN-RELEASING HORMONE TEST. 


thyrotropin-releasing hormone test A test used 
as an aid in diagnosing depressions and assessing 
the status of the thyroid gland. Some clinicians and 
researchers believe that some individuals who suffer 
from a subclinical form of hypothyroidism should 
be monitored for thyroid function as a diagnostic 
tool. The thyroid-stimulating hormone (TSH) is 
measured after infusion of protirelin (thyrotropin- 
releasing hormone, TRH). Manics seem to have a 
blunted response compared with that of normal 
controls. Thus the thyroid-stimulating hormone 
(TSH) response to the thyrotropin-releasing hor- 
mone (TRH) infusion has indicated that the TRH 
test can be useful for both diagnosis and treatment. 

Studies suggest that a significant proportion of 
individuals with depression may have early hypo- 
thyroidism. Many researchers also believe that 
both depressed inpatients and outpatients may be 
appropriate candidates for a comprehensive thyroid 
evaluation, including the TSH test. This evaluation 
is especially important if the patient is taking, or 
being considered for treatment with, lithium car- 
bonate, which is known to cause hypothyroidism 
in some individuals. 

See also BIOLOGICAL MARKERS. 


Roesch, Roberta. The Encyclopedia of Depression. New York: 
Facts On File, 1991. 


tic Rapid, repetitive movements of individual 
muscle groups. Most noticeable tics involve the facial 
muscles, such as the lips or eyelids. Tics may also be 
vocal. In some cases, tics are associated with anxiety 
and stress. Tics are also a characteristic of Tourette 
syndrome, a disorder of the nervous system. 

See also BEHAVIOR THERAPY; TOURETTE SYNDROME. 


tiredness See CHRONIC FATIGUE SYNDROME. 


titration A technique physicians use to determine 
the optimum dose of a drug required to produce 
a desired effect in a particular individual. Dosage 
may be gradually increased until the patient notices 
an improvement or decreased from a level that is 
excessive because of side effects. For example, anti- 
depressant drugs are titrated for each individual. 
Certain blood tests of serum drug concentration 
levels are also used for this purpose. Because titra- 
tion of many medications is essential, it is impor- 
tant for people who start drug therapy to be closely 
supervised by their physician. 

See also ANTIDEPRESSANT MEDICATIONS; ANTIPSY- 
CHOTIC MEDICATIONS. 


TM See TRANSCENDENTAL MEDITATION. 


TMJ See TEMPOROMANDIBULAR JOINT (TMJ) SYNDROME. 


tobacco The active ingredient in tobacco is nico- 
tine, which is addictive. It affects the central ner- 
vous system through routes that differ from other 
drugs, but it produces very similar results, such as 
pleasurable euphoria, dependency and withdrawal 
symptoms when stopped suddenly. 

Nicotine acts as both a stimulant and a depres- 
sant. Shallow puffs seem to increase alertness, but 
deep ones are relaxing. Smokers sense their nico- 
tine levels and tend to self-regulate them by vary- 
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ing inhalation patterns, as well as their frequency 
of smoking. In regular smokers, nicotine improves 
short-term memory, intellectual performance and 
concentration. Although smoking speeds up the 
heart rate and raises blood pressure, it also seems 
to relieve stressful feelings for some smokers. Nico- 
tine consumption also appears to control weight 
to some extent, probably by lowering circulating 
insulin levels and thus decreasing smokers’ craving 
for sweets and tendency to store fat. This particular 
aspect of nicotine makes smoking appeal to those 
who are afraid of gaining weight. 

Smokers who quit may experience genuine phys- 
ical discomfort and cravings. Withdrawal symptoms 
from nicotine include headaches, irritability, upset 
stomach, breathing and circulation problems, trou- 
ble sleeping, dizziness and numbness. 

During pregnancy, smoking increases the risk 
of miscarriage, fetal death, premature delivery and 
low birth weight. Infants of mothers who smoked 
during pregnancy also have a 50 percent greater 
chance of sudden infant death syndrome (SIDS) 
than infants whose mothers did not smoke. 

See also ADDICTION; SMOKING. 


Tofranil Trade name for imipramine hydrochlo- 

ride, a tricyclic antidepressant drug, used in treat- 

ment of depressive episodes of major depression 

and bipolar, dysthymic panic and phobic disorders. 
See also ANTIDEPRESSANT MEDICATIONS. 


toilet training Learning to use the toilet presents 
the first great potential conflict between mother 
and child. Some mental health professionals con- 
nect toilet training that is too early or too harsh 
with later behavior that is obedient but resentful. 
On the other hand, a child whose toilet training 
was delayed may develop a self-indulgent, narcis- 
sistic personality. A strong atmosphere of conflict 
surrounding toilet training may cause feelings of 
guilt, self-doubt and rage. 

Modern child development professionals say 
that toilet training can best be accomplished when 
a child is ready for it and has some sense of assum- 
ing responsibility for the functions of his own body 
that will make him like the adult world. Parents are 


usually most successful in presenting toilet training 
as an interesting idea and avoiding an authoritarian 
manner. One difficulty that must be surmounted 
in toilet training is that small children have little 
or no ability to connect the bodily sensation from 
the bladder or the intestines with the necessity of 
heading for the bathroom. Some awareness of the 
function does begin to develop between the 12th 
and 18th month, but usually at this point the child 
exhibits some interest but does not anticipate. Even 
children who are trained have so little ability to 
anticipate that their need to use the toilet is usually 
instantaneous. Once children are partly trained, 
parents can begin to rely on the child’s own resis- 
tance to soiling himself rather than constantly 
reminding him, which may actually delay the time 
when he is fully trained. 


Freeman, Lucy, and Kerstin Kupfermann. The Power of 
Fantasy. New York: Continuum, 1988. 

Leach, Penelope. “Toilet Training.” In The Child Care Ency- 
clopedia. New York: Knopf, 1984. 


Tourette syndrome A neurological syndrome 
characterized by rapid, repeated and purposeless 
involuntary movements of various muscle groups 
(motor tics) and by grunts, barks and sniffing sounds 
(vocal tics). It is the most debilitating of several tic 
disorders. It often begins before age 21 with one 
or more vocal tics. Behavioral difficulties such as 
attentional problems, compulsions and obsessions 
are commonly observed in TS patients. 

Until the 1970s TS was frequently misdiagnosed 
as schizophrenia, obsessive-compulsive disorder, 
epilepsy or nervous habits. Once thought to be rare, 
TS is now considered a relatively common disor- 
der affecting up to one person in every 2,500 in its 
complete form and three times that number in its 
partial expressions that include chronic motor tics 
and some forms of obsessive-compulsive disorder. 

TS was first described in 1885 by Georges Gilles 
de la Tourette, a French physician. The cause of 
the disorder is unknown; however, there is recog- 
nition that TS is familial and genetic. Researchers 
are actively engaged in searching for the chromo- 
somal location of the TS gene of affected individu- 
als. There is not yet a genetic or biochemical test 
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to determine if a person with TS or an unaffected 
individual carries the gene; there is no prenatal test 
for the vulnerability to TS. 

The ability to control one’s own body and even 
one’s own thoughts is taken for granted by most peo- 
ple; the lack of this ability is often a source of anxiety, 
guilt, helplessness and depression. TS patients react 
in individual ways; some become withdrawn, oth- 
ers become overly aggressive and still others become 
perfectionists. Self-esteem problems are common. 
Psychotherapy can be helpful to the individual as 
well as to the family involved. There is evidence that 
Tourette syndrome may be associated with symp- 
toms of obsessive-compulsive disorder. 

Medications help some individuals who have 
TS. Among those used are haloperidol (trade name: 
Haldol), pimozide (trade name: Orap), phenothi- 
azine drugs (particularly fluphenazine) and cloni- 
dine (trade name: Catapres). 

See also CHRONIC ILLNESS; FAMILY THERAPY; 
OBSESSIVE-COMPULSIVE DISORDER; TIC. 


toxic shock syndrome See MENSTRUATION. 


trait A long-lasting aspect of one’s personality, 
such as dependence, independence, introversion 
or extroversion, that helps to predict how a person 
will respond in a variety of situations. 

See also PERSONALITY. 


trait anxiety A general, persistent pattern of 
responding to situations with anxiety. Trait anxiety 
(also known as A-trait) resembles timidity, but it is 
really a habitual tendency to be anxious over a long 
period of time in many situations. The person with 
a high A-trait perceives more situations as threaten- 
ing than a person who is low in A-trait. Phobic indi- 
viduals are high in A-trait. The term “A-trait” is used 
in research projects to differentiate between types 
of anxieties. For example, American psychologist 
Charles Spielberger (1927—_ ) developed an instru- 
ment to measure A-trait vs. A-state anxiety, the lat- 
ter being more situational and varied over time. 

See also STATE ANXIETY; STATE-TRAIT ANXIETY 
INVENTORY. 


Doctor, Ronald M., and Ada P. Kahn. The Encyclopedia of Pho- 
bias, Fears, and Anxieties. New York: Facts On File, 2000. 

Spielberger, C. D., et al. The State-Trait Anxiety Inven- 
tory. Riverside, Calif.: Consulting Psychologists Press, 
1970; 


tranquilizer medications Anxiety-reducing med- 
ications that act on the brain and nervous system 
and may have sedative side effects. Tranquilizer 
medications are generally divided into two catego- 
ries: major tranquilizers (or antipsychotic drugs) 
and minor tranquilizers (known as antianxiety 
drugs). The sedative effect may promote tranquiliz- 
ing effects but is not necessary for the later effect. 

See also ANTIANXIETY MEDICATIONS; ANTIPSYCHOTIC 
MEDICATIONS. 


transactional analysis (TA) A type of group or 
individual therapy in which the goal is to develop 
one’s identity and independence and to better one’s 
means of coping with interactions with others. TA 
was developed by Eric Berne, a Canadian-born 
American psychologist (1910-70), and described in 
1967 by Thomas A. Harris in the book I’m OK, You're 
OK. In TA, all behavior, thinking, feeling and expe- 
rience is categorized into three ego states: parent 
(critical and/or loving); adult (practical and evalu- 
ative); and child (feelings, such as dependency, or 
fun-loving and caring). These ego states can be 
identified by nonverbal changes, changes in voice 
tone, expressions and words. All three states are 
considered to serve a valuable purpose. Individuals 
can learn to identify which ego state is in control. 

TA analyzes transactions to gain insight into the 
dynamics of interpersonal problems. When the 
lines of the transaction are parallel, the transaction 
is complementary. When the lines of the transac- 
tion cross, communication stops. 


transcendental meditation (TM) A technique 
for meditation based on ancient Hindu writings, 
developed by Maharishi Mahesh Yogi and intro- 
duced in the United States in the early 1960s. Typi- 
cally, the meditator spends two 20-minute periods 
a day sitting quietly with eyes closed and attention 
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focused totally on the verbal repetition of a special 
sound or “mantra.” Repetition of the mantra blocks 
distracting thoughts. The effect achieved is better 
relaxation and relief from stress. TM has also been 
referred to as mystic union. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; MEDITATION. 


transcranial magnetic stimulation (TMS) Use of 
powerful magnetic energy to induce electric fields 
in the brain without the need for surgery or exter- 
nal electrodes. Repetitive transcranial magnetic 
stimulation is known as rTMS. 

In clinical trials, patients who had treatment- 
resistant depression improved within a week of the 
first TMS treatments. Others were significantly bet- 
ter after two weeks of daily 20-minute treatments. 

Several TMS and rTMS devices are approved by 
the U.S. Food and Drug Administration. However, 
most work with the devices is done under research 
protocols. 

See also DEPRESSION; ELECTROCONVULSIVE THERAPY. 


transcutaneous nerve stimulation (TENS) A method 
for relieving pain using tiny electrical impulses to 
nerve endings under the skin. TENS seems to work 
by blocking pain messages to the brain by providing 
alternative stimuli. TENS is usually recommended for 
individuals who do not respond to analgesic medica- 
tions. Careful monitoring by a physician is required 
when an individual uses this type of therapy. 
See also PAIN. 


transference The unconscious process during 
psychotherapy in which a person displaces emo- 
tional feelings and attributes of a significant attach- 
ment figure from the past—usually a parent—to 
the therapist. During psychoanalytic therapy, an 
understanding and resolution of this process must 
be achieved to understand how old conflicts could 
be resolved more satisfactorily. 

Transference often occurs between patient and 
physician, worker and boss, student and teacher, 
but is not often recognized. Transference may be 
positive (trusting, feelings of strength and sup- 


port) and negative (distrust, anger, anticipation of 
criticism, etc.), often depending on the individual's 
experience with parent figures. The process is often 
unconscious and unrecognized except in psycho- 
therapy with a well-trained therapist. It can lead to 
very intense pervasive feelings. 

See also COUNTERTRANSFERENCE; FREUD, SIGMUND; 
PSYCHOANALYSIS. 


transsexualism A feeling that exists when a per- 
son feels that she or he is a member of one gender 
trapped in a body that has sexual characteristics 
associated with the other gender, usually evident 
to that person since childhood. The term “trans- 
sexualism” was coined by Harry Benjamin in 1966. 
The first well-known case of transsexualism was 
Christine Jorgensen, who had a sex change opera- 
tion from male to female in 1952. 
See also GENDER IDENTITY DISORDER. 


transvestitism Individuals who wear the clothing 
of the other sex, a practice known as cross-dressing. 
Transvestitism takes many forms. For example, 
pseudotransvestites try cross-dressing for fun and 
not to fulfill any need. The fetishistic transvestite 
cross-dresses episodically because women’s clothes 
are fetish objects and create sexual arousal. 


Tranxene Trade name for the benzodiazepine 
drug clorazepate. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


tranylcypromine Generic name for the mono- 
amine oxidase inhibitor medication marketed as 
Parnate. 

See also ANTIDEPRESSANT MEDICATIONS; MONO- 
AMINE OXIDASE INHIBITORS (MAOIs). 


trazodone The generic name for the drug Desyrel, 
an antidepressant medication. 

See also ANTIDEPRESSANT MEDICATIONS; DESYREL; 
PHARMACOLOGICAL APPROACH. 
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tremor An involuntary movement of muscles 
(shaking) in part of the body, most commonly the 
hands. Individuals who are extremely anxious 
may experience tremors at times of excitement or 
fear. Many elderly people have a slight tremor not 
related to any disease. Essential tremor is a disorder 
that sometimes runs in families but seems to have 
no known cause. 

Some tremors are associated with neurological 
diseases such as Parkinson’s disease. Other dis- 
orders in which tremor is a characteristic include 
multiple sclerosis, mercury poisoning and hepatic 
encephalopathy. Some drugs may cause tremors in 
some individuals; among them are amphetamine 
drugs, antidepressant drugs and lithium. Alcohol 
withdrawal may produce tremors. 

See also ALCOHOLISM; PARKINSON’S DISEASE. 


triazolam A benzodiazepine medication marketed 
under the trade name Halcion. 

See also BENZODIAZEPINE DRUGS; PHARMACOLOGI- 
CAL APPROACH. 


trichotillomania See HAIR PULLING; OBSESSIVE- 
COMPULSIVE DISORDER. 


tricyclic antidepressant medications A group of 
antidepressant drugs. Tricyclic drugs are so named 
because their molecular structure is characterized 
by three fused rings. 

See also ANTIDEPRESSANT MEDICATIONS; DEPRESSION. 


trimipramine Generic name for the tricyclic anti- 
depressant medication marketed as Surmontil. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH. 


trisomy 21 See DOWN SYNDROME. 


tsunami A giant wave created by an underwater 
earthquake or disturbance on the ocean floor. In 
December 2004, a massive tsunami hit the coasts 


of 23 countries in southern Asia, killing as many 
as 280,000 people, displacing more than 1 million 
people and resulting in more than 14,000 people 
missing. 

At least 5 million people were affected in India, 
Indonesia, Maldives, Myanmar, Thailand, Sey- 
chelles and Sri Lanka by the earthquake and tsu- 
nami. When the magnitude of the disaster became 
apparent, the World Health Organization (WHO) 
and individual governments mobilized relief efforts 
to deal with the physical and mental effects of sur- 
vivors as well as safe burial of the dead. 

Surveys of the most affected regions categorized 
the mental health of survivors into three groups. 
The first group included those with mild distress 
that resolved within days or weeks. The second 
group suffered moderate or severe psychological 
distress that resolved in time or resulted in mild 
chronic distress. The third group included those 
whose mental distress ranged from mild to severe. 
Mental health workers helped survivors face grief 
reactions, depression, suicidal tendencies, PTSD 
and other conditions. Many survivors faced the loss 
of loved ones, economic loss, need for a livelihood, 
anxiety (particularly at night) and psychosomatic 
complaints. One World Health Organization survey 
found post-traumatic stress disorder in 40 percent 
of children affected by the tsunami, particularly in 
Sri Lanka. 

A major concern Western aid workers faced was 
adapting their psychological support services to 
the cultural mores of the tsunami-affected people. 
According to Ashraf, in Sri Lanka concepts such as 
psychological problems are not part of the popu- 
lation’s vocabulary. Instead, survivors expressed 
emotional distress through their bodies—for exam- 
ple, headaches or body pains. Many interventions 
required understanding the sociocultural context, 
which meant that local mental health professionals 
had to become involved in a major way. 

Shortly after the disaster, the Department of 
Mental Health, Ministry of Public Health, in Thai- 
land began supervising an ongoing plan to deal 
with the aftermath of mental disorders among sur- 
vivors who had physical or psychological problems 
or both. Mental health mobile teams traveled to 
various provinces to provide mental health assess- 
ment, counseling services and referrals to hospitals 
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when necessary. Training sessions were held for 
teachers, parents and caregivers in many areas. In 
February 2005, just two months after the disas- 
ter, the Department of Mental Health convened 
the First World Conference on After the Tsunami: 
Mental Health Challenges to the Community for 
Today and Tomorrow, with participation by mental 
health professionals from many countries. In fis- 
cal year 2006 the Thailand Department of Mental 
Health continued to deliver intervention, rehabili- 
tation and follow-up mental health services to tsu- 
nami survivors. 

According to Harmon Ashram, writing in the 
Bulletin of the World Health Organization, while men- 
tal health experts agreed that governments in the 
region addressed the short-term mental health 
problems caused by the tsunami, they should also 
use the influx of funds and assistance to develop 
long-term mental health systems. A positive out- 
come of the tsunami relief efforts by mental health 
workers may be a much-needed increase in mental 
health services for the region. 

See also CULTURE-RELATED SYNDROMES; 
TRAUMATIC STRESS DISORDER. 


POST- 


Ashraf, Haroon. “Tsunami Wreaks Mental Health Havoc.” 
Bulletin of the World Health Organization 83, no. 6 (June 
2005): 405-406. 

Miller, Greg. “The Tsunami’s Psychological Aftermath.” 
Science 309, no. 5,737 (August 12, 2005): 1,030. 


Type A personality A designation that usually 
relates to a lifestyle, and style of work and per- 
formance, characterized by competitive feelings, 
drive, ambition, impatience, goal orientation, anxi- 
ety, worry or hostility. Such individuals may tend 
to emphasize speed and quantity over quality of 
work. They may take on multiple commitments 
and become preoccupied with meeting deadlines. 
Their behavior may be characterized by abrupt 
gestures, and they may express themselves explo- 
sively. They tend to feel guilty if not working and 
take little pleasure in other activities. Many of these 
individuals neglect family responsibilities in favor 
of working and tending to business interests. 

Some researchers believe that Type A people 
have individualistic traits that set them apart from 


others and that they tend to be suspicious people 
who lack the emotional support that comes from 
close relationships. 

Type A personalities have sometimes been asso- 
ciated with high incidence of coronary heart dis- 
ease. Many individuals make efforts to change 
their personality traits after a serious illness and, 
as a result, relax more and learn to spend their 
leisure time in enjoyable ways instead of working 
or competing. Studies involving Type A individu- 
als have shown that this kind of behavior can be 
changed through learning relaxation techniques, 
development of a sense of humor and other life- 
style changes. They thus become a combination of 
Type A and Type B personalities. A study reported 
by psychologist Ariel Kerman, Ph.D., in her book, 
The Hart Program: Lower Your Blood Pressure Without 
Drugs, indicated that researchers at Duke University 
found that when Type A personalities participated 
in a walking/jogging program (three miles per day, 
three days a week), their Type A characteristics 
became less dominant in their lives. 

See also ANGER; HIGH BLOOD PRESSURE; HOSTILITY; 
RELAXATION; TYPE B PERSONALITY. 


Kerman, D. Ariel. The Hart Program: Lower Your Blood Pres- 
sure Without Drugs. New York: HarperCollins, 1992. 


Type B personality Personality traits that enable 
an individual to enjoy activities that are not com- 
petitive. These individuals usually work without 
agitation or a sense of urgency and are not particu- 
larly goal-oriented, as are Type A personalities. 
Atone time A andB personality traits were thought 
to be strongly related to achievement and health and 
were also seen as being more rigid. However, more 
recent research indicates that the single trait of hos- 
tility is more strongly related to heart disease than 
the whole spectrum of traits known as Type A. It 
has also been found that Type A behavior is not as 
strong a predictor of achievement as once thought. 
Successful executives have actually been found to 
be people who can move back and forth between 
the Type A and Type B characteristics, depending on 
appropriateness to the situation. A and B personality 
types have been found to be scattered fairly evenly 
among top and middle management. For optimal 
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mental health, it seems that a combination of the A 
and B traits may be best, so that an individual can 
enjoy a balanced life, with aspects of work, family, 
love, friends, recreation and fun. 

See also FRIENDS. 


Type C personality Individuals who have Type 
C personalities refuse to let any negative feeling 
show. They usually seem in control and do not 
express emotions, especially those regarding anger, 
fear, sadness or even joy. 

Type Cs tend to be patient, cooperative and highly 
focused on meeting other people’s needs while 
showing little or no concern for their own. Usually, 
Type Cs tend to stay in stressful situations, such as 
bad marriages or frustrating jobs, longer than other 
people. They do not recognize their emotions and 
may not even realize when they are under stress. 
However, their bodies produce stress hormones, 
including cortisol, which has been known to sup- 
press the immune system. 

Because they do not express their emotions, 
Type C people do not produce natural opiates, the 
brain chemicals that have a pain-killing effect simi- 
lar to artificial drugs such as morphine. This, too, 
reduces the overall effectiveness of their immune 
system. 

According to psychologist Lydia Temoshok, 
Ph.D., author of The Type C Connection: The Behav- 
ioral Link to Cancer and Your Health, Type C personal- 
ities often are in the relapse group when compared 
with recoveries by individuals in other personality 
categories. 


BETTER MENTAL HEALTH FOR TYPE C PERSONALITIES 





¢ Be aware of your emotions; get psychotherapeutic 
help if necessary. 

e Be able to express your anger in a constructive way. 

e Become more assertive; learn how to say “no” when 
you want to. 

e Develop relaxation techniques that work best for 
you. 





See also ASSERTIVENESS TRAINING; CODEPENDENCY; 
DEPRESSION; RELAXATION; SELF-ESTEEM; STRESS. 


Temoshok, Lydia. The Type C Connection: The Behavioral 
Links to Cancer and Your Health. New York: Random 
House, 1992. 


tyramine A substance found in some foods. It is 
generally recommended that individuals who take 
MAO (monoamine oxidase) inhibitors as mood ele- 
vators for depression avoid ripe cheeses, anything 
fermented, pickled or marinated foods (such as her- 
ring), sour cream, yogurt, nuts, peanut butter, seeds, 
pods of broad beans (lima, navy, pinto, garbanzo 
and pea), chocolate, vinegar (except white vinegar) 
and any foods containing large amounts of monoso- 
dium glutamate (such as some Asian foods). 

Individuals who suffer from migraine head- 
aches are also advised to avoid foods containing 
tyramine. 

See also ANTIDEPRESSANT MEDICATIONS; HEAD- 
ACHES; MONOAMINE OXIDASE INHIBITORS. 


unconscious The area of the mind in which mem- 
ories, perceptions or feelings are stored; the indi- 
vidual is not aware of this store and cannot willfully 
recollect them. 

See also FREUD, SIGMUND; PSYCHOANALYSIS. 


underachiever A student or other individual who 
is of average or superior ability but performs poorly 
in school. Underachievement may be applied to spe- 
cific areas such as arithmetic or reading ability if the 
child has shown potential beyond his achievement 
in that area. Underachievement affects the student’s 
mental health as well as that of his parents. 

Educational factors may contribute to under- 
achievement. Teachers who have personality con- 
flicts with certain students can contribute to poor 
performance by ignoring or contributing to their 
difficulties. Large class size or school systems that 
lack the personnel and techniques to delve into the 
causes of poor performance may cause or exacer- 
bate a child’s learning problems. Underachieve- 
ment, particularly in very bright students, may 
result from boredom when classroom activities 
do not stimulate them or challenge their abilities. 
Average or bright students with short attention 
spans can also appear to be below normal. 

A child’s relationship with her parents may also 
cause underachievement. Parents who are high 
achievers themselves may have unrealistic expec- 
tations of their children, which causes a child who 
already has low self-esteem to suffer from an ever 
poorer performance. Parents with average abilities 
who produce a child with exceptional intelligence 
or other ability may not understand and even dis- 
courage their child’s superior performance. Family 
problems such as divorce, conflict, death or serious 
illness of a parent may also hold a child back. 
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Children may also become underachievers 
because they are perceived as different and are 
not socially well-adjusted to their peer group. Fac- 
tors such as exceptionally high intelligence, ethnic 
or religious difference, a financial status that is far 
above or below classmates or very mature or imma- 
ture behavior patterns may set a child apart, limit 
her friendships and lower her school performance. 
Achievement is also reduced when a child desires 
to become a member of a gang so badly that he 
associates with troublemakers or other students 
who perform poorly in school. 

Sex role expectations also influence a child’s 
performance. For example, girls may respond to 
social conditioning that they are not supposed to 
be as bright as boys, particularly in subjects such as 
math or science. These expectations may adversely 
affect some boys as well. If their families expect 
consistently superior performance from them, they 
may become so frustrated that the results are the 
opposite. 

See also PEER GROUP; SELF-ESTEEM. 


Thiel, Ann, Richard Thiel, and Penelope B. Grenoble. 
When Your Child Isn't Doing Well in School. Chicago: 
Contemporary Books, 1988. 

“Underachievement.” In American Educator's Encyclopedia, 
edited by Edward Dejnozka, Westport, Conn.: Green- 
wood Press, 1982. 


unemployment Unemployment relates to all 
people who want to work but have been unable 
to find jobs—those who have worked but were 
laid off, recent high school and college graduates, 
people with disabilities, the poor and uneducated, 
women returning to the workplace after child- 
rearing and retirees who need additional income 
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and/or stimulation. Because unemployment often 
means financial hardship, it can challenge the men- 
tal health not only of the people directly involved, 
but that of their spouses, children, and parents as 
well. 

According to the U.S. Department of Labor, 
Bureau of Labor Statistics, in December 2005 the 
unemployment rate changed little from earlier that 
year: 


adult men 4.3 percent 
adult women 4.5 percent 
whites 4.3 percent 
Hispanics or Latinos 6.0 percent 


teenagers 15.2 percent 
African Americans 9.3 percent 
Asians 3.8 percent 


In December 2005 18.2 percent of the unem- 
ployed had been without a job for 27 weeks or lon- 
ger, compared with 20.4 percent a year earlier. The 
longer one is out of a job, the more the stress level 
increases. For many people, the aspect of uncer- 
tainty in their lives becomes burdensome, and for 
some it leads to depression. Unemployment may 
lead to a higher incidence of alcohol use, marital 
and family abuse and violence. 

Beginning in October 2005, the Bureau of Labor 
Statistics began collecting data to identify peo- 
ple who were evacuated from their homes, even 
temporarily, because of Hurricane Katrina. Infor- 
mation gathered by the end of 2005 showed that 
about 1.1 million persons ages 16 and over had 
evacuated from where they were living in August 
2005 because of Hurricane Katrina. These evacuees 
either had returned to their homes or were living 
in other residential units. Of all evacuees identified, 
58.2 percent were in the labor force in December 
2005. The unemployment rate for evacuees who 
had not returned home was much higher than for 
those who had returned. 

According to Carrie Leana and Daniel Feldman 
in their book, Coping with Job Loss, “unemployment 
as a fact of life will continue, if not worsen. Current 
statistics on unemployment and layoffs underesti- 
mate the dimensions of the problem. Because gov- 


ernment statistics do not include the discouraged 
job seekers (individuals who have stopped applying 
for new positions) and those who have joined the 
expanding ranks of the permanently unemployed, 
these figures vastly underrepresented the number 
of people actually out of work.” 

Leana and Feldman also reported that among 
the many situational factors influencing how a per- 
son reacts to a stressful life event such as losing a 
job, perception of unemployment levels has a “sub- 
stantial influence.” They explained: “The higher 
workers perceive the unemployment rates in their 
communities and/or professions to be, the more 
pessimistic they will be about the prospects for find- 
ing new jobs, especially ones at equal pay.” 

See also GENERAL ADAPTATION SYNDROME; LAY- 
OFFS; LIFE CHANGE SELF-RATING SCALE; STRESS. 


Kahn, Ada P. Stress A to Z: The Sourcebook for Facing Every- 
day Challenges. New York: Facts On File, 2000. 

Leana, Carrie R., and Daniel C. Feldman. Coping with Job 
Loss: How Individuals, Organizations and Communities 
Respond to Layoffs. New York: Lexington Books, 1992. 

U.S. Department of Labor, Bureau of Labor Statistics. Avail- 
able online. URL: http://www.bls.gov/news.release/ 
empsit.nr0.htm. Downloaded on February 21, 2007. 


unipolar disorder (unipolar depression) An affec- 
tive illness (mood disorder) in which only depres- 
sive episodes occur. This is contrasted with bipolar 
disorder, in which episodes of depression as well as 
mania occur. 

See also BIPOLAR DISORDER; DEPRESSION; RAPID 
CYCLING. 


unwed mothers A woman who becomes pregnant 
out of wedlock faces many psychological stresses in 
making many decisions. In most cases, there are 
several options to consider. She may either choose 
to terminate the pregnancy with a legal abortion or 
have the child and choose between single parent- 
hood and giving the child up for adoption. Depend- 
ing on her relationship with the father, she may 
also choose marriage. Research on the latter option 
has shown various results. It was once believed 
that a “shotgun” marriage was a poor choice, both 
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because of the failure rate of such marriages and 
because the wife frequently dropped out of school. 
Some studies of this type of marriage in the 1980s 
showed a fairly high success rate, often dependent 
on the father being older than the mother and 
having finished school. A study of such marriages 
involving low-income black teenagers in Baltimore 
showed that one-third were still married 17 years 
later. Some researchers believe that these marriages 
may be of some benefit even if they do not last. 
In another study, women who had married under 
these circumstances and had stayed married for five 
years were found to be better off financially. 

Changing social standards and even the exam- 
ples of celebrities have encouraged unwed mothers 
to keep and raise their babies, but they still must 
face problems of providing financial support, cop- 
ing with illness and other childhood disasters while 
working, and taking the responsibility for child 
rearing alone. 

Often grandparents participate very actively in 
decision making about an out-of-wedlock preg- 
nancy and also in rearing the child, with more or 
less favorable results depending on the flexibility of 
their attitudes. However, having one’s child reared 
by one’s parents brings several stressors into the 
picture. The young woman and her parents may 
have different ideas of appropriate behavior with 
the result of giving mixed messages to the child. 
In addition, the grandparents may be at an age 
and lifestyle at which having a young child around 
interferes with their long-planned activities. 

In addition to women who unintentionally 
become pregnant out of wedlock, an increasing 
number of single women choose unwed mother- 
hood. Some single women “feel the biological time 
clock ticking,” meaning that they are in their late 
thirties and want to have children, although they 
have not yet found a man to marry. Some single 
women choose adoption; others choose to become 
impregnated by a man whom they know they will 
not marry, sometimes even retaining a friendly 
relationship with the man. Still others choose arti- 
ficial insemination. 

See also ABORTION; ADOPTION. 


Chance, Paul. “Return of the Shotgun Wedding.” Psychol- 
ogy Today 21 (September 1987). 

Kantrowitz, Barbara. “Mothers on Their Own.” Newsweek, 
23 December 1985. 


upper The street name for amphetamine drugs. 
These are central nervous system stimulants with 
actions that resemble those of the naturally occur- 
ring substance adrenaline. Until recent years, 
physicians prescribed amphetamines for obesity, 
depression and narcolepsy. Amphetamines have 
also been widely misused by students studying for 
examinations and truck drivers on long trips in an 
attempt to stay alert for long periods of time. 

Amphetamines are commercially produced but 
are limited by the Controlled Substances Act of 
1972. 

See also AMPHETAMINE DRUGS; SUBSTANCE ABUSE. 


urethral phase A stage of psychosexual develop- 
ment representing transition from the anal to the 
phallic stage, involving conflicts about urethral con- 
trol, resolution of which leads to self-competence 
and gender identity. 


urolagnia A paraphilia (sexual aberration) in 
which the woman or man has a morbid attraction 
for urine or the urinary processes of the sex part- 
ner or someone else. Such individuals may obtain 
sexual stimulation by watching the partner urinate, 
by sniffing garments smelling of urine during inter- 
course or masturbation, by drinking the partner’s 
urine or by yielding to one’s desire or the partner’s 
desire to be urinated upon. 
See also PARAPHILIAS; UROPHILIA. 


urophilia A psychosexual disorder marked by 
interest in urine and urination as a source of sexual 
excitement. 

See also UROLAGNIA. 
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vacations According to Emrika Padus in The Com- 
plete Guide to Your Emotions and Your Health (Rodale 
Press, 1992), “getting away from it all—breaking 
free from routine—can bring a new perspective 
to old dilemmas and put a positive charge in your 
mental outlook. You'll get to know yourself a little 
better. And when you come home, you'll be hap- 
pier, healthier and much more effective in coping 
with stress.” 

The book offers many healthy reasons for taking 
a vacation; Edward Heath, Ph.D., professor in the 
department of Recreation and Parks, Texas AGM 
University, and Richard I. Curtis, author of Taking 
Off (Harmony Books, 1981) concur. These reasons 
include: 


Getting away from the daily routine 
Relaxing 

Seeing new sights 

Opening up to different experiences 
Making new friends 

Sharing an event 

Learning new skills 

Participating in an adventure 
Enjoying beauty 

Anticipating pleasure 

Remembering the joy 


Said Dr. Heath, “The major goal of a vacation 
is happiness. You leave your troubles behind you 
... return refreshed and renewed. You should like 
your life a little better after a vacation.” 

However, vacations do not always result in bet- 
ter mental health. Vacations themselves can add to 
one’s stress load. First there is the choice of how 
to travel—by car, train, ship or plane. Dealing with 
reservations can produce anxious feelings. Packing 
and preparing those left behind, in the case of fami- 
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lies, can be difficult, especially when parents leave 
young children. When grandparents take on the 
responsibilities of caring for the children, intergen- 
erational conflicts may result. 

Delays of trains and planes, missed connections, 
and accommodations not up to one’s expectations 
can be stressful. Bad weather can do more than 
dampen one’s spirits; weather affects the enjoy- 
ment level of many sites. Additionally, interper- 
sonal relationships are really put to the test on 
vacations, as friends, couples or other groupings are 
in close quarters and together every day. 

See also HOBBIES. 


Kahn, Ada P. Stress A to Z: A Sourcebook for Facing Everyday 
Challenges. New York: Facts On File, 2000. 


vaginismus An involuntary muscle spasm of the 
vaginal opening that makes vaginal penetration 
and hence sexual intercourse painful. Vaginismus 
is one of the more common sexual dysfunctions 
that women experience. It is often triggered by a 
distasteful or painful early sexual problem such 
as rape or being the victim of sexual molestation. 
It can also be caused by physical problems such 
as chronic vaginitis or an imperforate hymen. At 
times vaginismus treatment requires intensive psy- 
chotherapy to search into its causes; in other cases, 
simply correcting a physical problem will alleviate 
vaginismus. Behavioral modification techniques 
have proven highly successful in treatment, based 
on a woman and her partner practicing stretching 
the vaginal opening, often with vaginal dilators. 
See also BEHAVIOR THERAPY; SEXUAL DYSFUNCTION. 


vagus nerve stimulation (VNS) A therapy for 
chronic, treatment-resistant depression. It is used 
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as an adjunctive long-term treatment of chronic or 
recurrent depression for patients over the age of 18 
who have not had positive responses to four or more 
commonly available antidepressant treatments. 

Originally designed to reduce epileptic seizures, 
the technique involves constant stimulation with 
a device surgically inserted under skin in the left 
chest area. It is connected to the left vagus nerve 
in the neck, one that threads throughout the body, 
including to the brain. Electrical impulses are sent 
out to stimulate production of serotonin and other 
brain chemicals. 

See also BRAIN; DEPRESSION; SEROTONIN. 


Valium An antianxiety drug. Chemically known 
as diazepam, Valium is in a class of drugs called 
benzodiazepines. It has been used more extensively 
and for more conditions than any of the other ben- 
zodiazepines. 

Valium is effective in the management of gen- 
eralized anxiety disorder and panic disorder in 
selected patients. It is also used for skeletal muscle 
relaxation, for seizure disorders, for preanesthetic 
medication or intravenous anesthetic induction and 
for alleviating abstinence symptoms during alcohol 
withdrawal. 

Valium is subject to abuse and may produce phys- 
ical dependence after prolonged administration. 

See also ANTIDEPRESSANT MEDICATIONS; BENZODI- 
AZEPINE DRUGS; DEPRESSION. 


venereal disease See SEXUALLY TRANSMITTED DIS- 
EASES. 


verbal slips See SLIPS OF THE TONGUE. 


vertigo An illusion that one is spinning around 
or that one’s surroundings are spinning around. 
The term is incorrectly used to describe dizziness or 
faintness. Some people who have agoraphobia or 
other phobias experience vertigo. 

Healthy people experience vertigo when in boats, 
on amusement park rides or even when watching 
certain types of movies. Vertigo is caused by a dis- 


turbance of the semi-circular canals in the inner ear 
or the nerve tracts leading from them. Severe ver- 
tigo may be an indicator of several medical disor- 
ders, such as ear infections, influenza or Meniere’s 
disease. Severe vertigo may be accompanied by 
ringing in the ears (tinnitus), jerky eye movements 
(nystagmus) and unsteadiness. 

If symptoms of vertigo persist, the individual 
should seek medical treatment; pharmacologic 
therapies are available that help many people. 

See also ANXIETY DISORDERS; DIZZINESS. 


Viagra (sildenafil) A medication useful in helping 
men with erectile dysfunction (impotence) attain 
penile erections. The medication does not increase 
sexual desire but increases capacity for erections. It 
has been tried with variable results in females for 
achieving orgasm, especially to counter the sexual 
side effects of SSRI (selective serotonin reuptake 
inhibitor) antidepressant medications. 
See also SEXUAL DYSFUNCTION. 


Victorianism In the United States, habits practiced 
during the years 1865 to 1918. The term comes 
from the name of Queen Victoria, who reigned in 
England from 1819 to 1901. Victorian attitudes held 
that women were weak and without sexual feel- 
ing and that female sexual activity was primarily to 
serve male needs for gratification. Married women 
were considered the guardians of children. Prosti- 
tutes, not wives or mothers, were considered the 
ideal “bad women.” A proper middle-class woman 
did not dress in a provocative or revealing manner. 
Skirts were an inch off the ground, with many pet- 
ticoats; a bustle extended up to three feet from the 
back of the dress, and her body was firmly held by a 
corset outfitted with tight strings and metal stays. 

Although strict public standards of purity and 
decency were enforced, there was considerable 
prostitution and pornography. Laws relating to sex- 
ual interests included the Comstock Law (1873), 
regarding the mailing of obscene matter within the 
United States. 

Sigmund Freud’s view that sexuality affected 
every aspect of life had an effect on Victorianism. 
Freud said that repression of sexual instincts in 


466 violence 





men could lead to neuroticism and other harmful 
results. Freud also allowed that women were also 
sexual, but they were simply imperfect men because 
they lacked a penis. Freud put forth his theory of 
two types of female orgasm, the vaginal and cli- 
toral (dual-orgasm theory), which tied in with his 
theory of developmental stages, which held that 
female development moved away from the clito- 
ris to the vagina as the center of sexual pleasure. 
He considered failure to transfer the focus from the 
clitoris to the vagina as immature. Freud’s theory 
indirectly argued that the male is not only sexually 
superior, but that women are dependent on a male 
penis inserted into the vagina for a “mature” sexual 
response. Freud viewed female masturbation as a 
sign of immaturity and ill health. Many agreed with 
Freud’s views, including the dual-orgasm theory, 
until the 1960s when sex researchers, including 
Kinsey, debunked these notions. 

During the Victorian era, female masturbation 
was generally thought to result in many ailments, 
including a harmful effect on reproduction. To cure 
adolescent female masturbation, vaginal mutilation 
and removal of the clitoris was at times carried out. 

In public places, genitals on statues were covered 
with fig leaves. It was considered improper to talk 
about sexuality publicly. Books and plays (includ- 
ing those of Shakespeare) were censored. 

Dissenters from Victorian views saw sexuality as 
healthy and natural. Writers such as Emerson and 
Thoreau advocated a return to nature and appre- 
ciation of human relationships, including sexual- 
ity. Many women’s leaders attacked the sexual 
repression of women. Victorian outlooks and habits 
changed around the time the United States entered 
World War I. 

See also FREUD, SIGMUND. 


Kahn, Ada P., and Linda Hughey Holt. The A to Z of Wom- 
en's Sexuality. Alameda, Calif.: Hunter House, 1992. 
Masson, Jeffrey Moussaieff. A Dark Science: Women, Sexual- 
ity and Psychiatry in the Nineteenth Century. New York: 

Farrar, Straus and Giroux, 1986. 


violence See DOMESTIC VIOLENCE; FAMILY VIOLENCE. 


Vivactil Trade name for the tricyclic antidepres- 
sant medication known generically as protriptyline. 

See also ANTIDEPRESSANT MEDICATIONS; PHARMA- 
COLOGICAL APPROACH. 


volunteerism There are more people giving their 
time and energy without direct compensation to 
improve the quality of life in the United States than 
ever before. Estimates are that there are 80 million 
volunteers in the United States, contributing more 
than 19.5 billion hours of voluntary effort worth $150 
billion in 1987 alone (according to the 1987 Gallup 
survey “Giving and Volunteering in the U.S.”). 

Deciding to volunteer is a personal commit- 
ment and covers the vast range of causes, concerns, 
beliefs, attitudes and needs of the diverse Ameri- 
can population. A wide variety of options are open 
to volunteers, making it possible for people to find 
something to do that meets a real need and at the 
same time fits what they like to do or want to learn. 
This “right match” is what most often brings real 
fulfillment and joy to the volunteer. 

It is often during life’s major transitions, such as 
loss of a loved one, moving to a new community, 
loss of a job or divorce, that individuals experience 
great loneliness. According to Marlene Wilson’s 
book You Can Make a Difference! volunteering can be 
a very helpful and healing experience during these 
times, because it is in the reaching out to others 
that people “get out” of themselves. 


Wilson, Marlene. You Can Make a Difference! Boulder, 
Colo.: Volunteer Management Associates, 1990. 


voyeurism A sexual disorder in which an indi- 
vidual (male: voyeur, female: voyeuse) derives 
sexual satisfaction from secretly observing people’s 
nude bodies in the act of undressing or during sex- 
ual activity. When this is the person’s preferred or 
exclusive method of sexual excitement, the prac- 
tice is considered a paraphilia. Voyeurism is also 
known as inspectionalism and “peeping Tomism.” 
Voyeurism is considered a crime in many states in 
the United States. 


war neurosis A term largely replaced with post- 
traumatic stress disorder. War neurosis referred to a 
traumatic neurosis caused by wartime experiences, 
including bombings, exposure to combat condi- 
tions and internal conflicts over killing. Symptoms 
included anxiety, nightmares, irritability, depres- 
sion and fears. 
See also POST-TRAUMATIC STRESS DISORDER. 


Watson, John B. (1878-1958) An American 
psychologist and founder of behaviorism. Wat- 
son wrote, “Psychology as the behaviorist views 
it is a purely objective branch of natural science. 
Its theoretical goal is the prediction and control of 
behavior. Introspection forms no essential part of 
its methods, nor is the scientific value of its data 
dependent upon the readiness with which they 
lend themselves to interpretation in terms of con- 
sciousness.” Watson emphasized learned behavior, 
stimulus-response connections and conditioning, 
and he regarded behavior as the product of both 
heredity and the environment. He believed that the 
task of psychology is to determine what is instinc- 
tive and what is learned. Watson is best known for 
his article “Psychology as the Behaviorist Views It” 
(1913). After leaving psychology he had a success- 
ful career in advertising. 

See also BEHAVIORISM. 


Harre, Rom, and Roger Lamb. The Encyclopedic Dictionary of 
Psychology. Cambridge, Mass.: The MIT Press, 1984. 


weekend depression A type of depression that 
some individuals experience when away from their 
work. Particularly for some individuals who live 
alone, facing solitude creates emotional difficulties. 
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To overcome the dislike and fear of being alone, 
as well as the change in mood from the workweek 
when one is surrounded by people, individuals 
may schedule pleasurable activities with friends or 
like-minded others so that they will not spend the 
entire weekend alone. Weekend depression should 
be distinguished from chronic depression. 
See also DEPRESSION. 


weight gain and loss Concern about one’s weight 
is often related to one’s mental perception of body 
image and self-esteem. Weight gain and loss are 
also sometimes related to eating disorders such 
as anorexia nervosa or bulimia. Some individu- 
als who fear gaining weight practice bulimia, the 
“bingeing and purging” syndrome, in which they 
gorge themselves and then induce vomiting. Many 
individuals become worried and impose stress on 
themselves because of their weight. Acceptance of 
oneself and one’s body shape contributes to better 
mental health. 
See also EATING DISORDERS. 


Weil, Andrew (1942— ) American physician 
and author, known for his work in promoting 
complementary therapies and his books dealing 
with mind/body connections. Among his best- 
selling books that include tips for improving men- 
tal and physical health are Eight Weeks to Optimum 
Health and Spontaneous Healing. He advocates self- 
administered, commonsense cures such as eating 
less fat, getting more exercise and reducing stress. 
He also suggests herbalism, acupuncture, naturopa- 
thy, osteopathy, chiropractic and hypnotism. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; MIND/BODY CONNECTIONS. 
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Wellbutrin A trade name for an antidepressant drug, 
known generically as bupropion hydrochloride. 
See also ANTIDEPRESSANT MEDICATIONS. 


weltanschauung A German word literally mean- 
ing “world outlook.” The term refers to the totality 
of an individual’s conception of reality, or philoso- 
phy of human life, society and the world at large. 
Weltanschauungis a broader concept but roughly 
similar to the cognitive triad of negative view of the 
self, the future and the world, believed to underlie 
depression according to cognitive behavior theory. 


Western blot test A blood test for HIV (human 
immunodeficiency virus). The first-line serum test 
used to detect HIV is known as the enzyme-linked 
immunosorbent assay (ELISA). If the result is posi- 
tive, the serum is then subjected to the more accu- 
rate Western blot test, because false positives may 
occur with ELISA. Persons should not be notified 
of a positive result until the Western blot test has 
been performed. In some states, all positive results 
are reported to public health authorities. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME; 
ENZYME-LINKED IMMUNOSORBENT ASSAY. 


wet dream In the adult male, a sleep period in 
which ejaculation occurs (often characterized by 
dreams with sexual content). Wet dreams are com- 
mon during adolescence and are considered normal 
even in adult males with regular sexual partners. 
Wet dreams sometimes cause embarrassment for 
young men. 
See also EJACULATION. 


will to survive The mental fortitude and deter- 
mination to live despite an adverse state such as a 
severe illness, disabling disorder or extreme envi- 
ronmental conditions, such as lack of water and 
food. Will to survive, or will to live, is often men- 
tioned when survivors are found in mine shafts. 
Will to survive is credited with prolonging some 
terminal patients’ lives. 
See also HOSTAGES. 


wish fulfillment According to Sigmund Freud’s 
wish-fulfillment theory of dreams, dreams express 
fulfilled wishes. The theory assumed that dreams 
have psychological meaning, that the hallucinatory 
quality of dreams enables the dreamer to represent 
as fulfilled wishes those that would otherwise have 
awakened him and that the wishes expressed are 
usually ones unacceptable to the sleeper’s wak- 
ing self. Only a small proportion of one’s dreams 
are manifestly wish-fulfilling. The wish-fulfillment 
theory has been challenged by later psychiatrists 
and psychologists. 
See also DREAMING; FREUD, SIGMUND. 


withdrawal effects Symptoms may appear when 
a drug on which the user is physically dependent 
is abruptly stopped or severely reduced. With- 
drawal symptoms occur most consistently in cases 
of addiction to central nervous system depressants 
or narcotics. 

Intensity and duration of withdrawal symptoms 
usually depends on the susceptibility of the indi- 
vidual, properties of the particular drug, and the 
degree of addiction. Usually, shorter-acting sub- 
stances, such as heroin, cause more severe with- 
drawal symptoms than longer-lasting, more slowly 
eliminated drugs, such as methadone. If adminis- 
tered during heroin withdrawal, methadone can 
ease the intensity of the withdrawal experience. 

Many people experience withdrawal symptoms 
after taking tranquilizers and other sedatives on 
a prescription basis. Withdrawal symptoms from 
depressants (barbiturates, sedatives, and tranquil- 
izers) may occur within a few hours after the drug 
is stopped. Physical weakness, anxiety, nausea and 
vomiting, dizziness, sleeplessness, hallucinations, 
delirium, delusions, and convulsions may occur as 
soon as three days to a week following withdrawal 
and may last for many days. Withdrawal from the 
minor tranquilizers is similar but may take longer 
to develop. Not all symptoms that emerge after tak- 
ing tranquilizers are withdrawal effects. Some may 
be anxiety that was repressed by the medications. 

While certain substances, such as stimulant drugs 
(amphetamine and caffeine), are considered more 
psychologically than physically addictive, sudden 
abstinence may produce withdrawal effects. These 
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may include headache, stomach cramps, lethargy, 
chronic fatigue, and possibly severe emotional 
depression. Individuals taking tricyclic antidepres- 
sants or MAO inhibitors should be aware that 
use of these drugs should be tapered off to avoid 
withdrawal reactions. If symptoms of withdrawal 
occur, the drugs may be reinstated temporarily and 
then tapered off even more gradually. The longer 
the period of use, the likelier there are to be with- 
drawal effects. 


*Adapted with permission from Doctor, Ronald M., and 
Ada P. Kahn. The Encyclopedia of Phobias, Fears, and Anx- 
ieties. 2nd ed. New York: Facts On File, 2000. 


Wolpe, Joseph (1915-1997) An American psy- 
chiatrist who discovered that phobic people could 
be desensitized if they were trained to relax and 
gradually confront the phobia in their imaginations. 
He developed a theory of “reciprocal inhibition” 
(two opposing emotions cannot be experienced at 
the same time) and designed such contemporary 
therapies as assertiveness training, sexual therapies 
and aversive conditioning from this idea. 

Dr. Wolpe was a professor of psychiatry at Tem- 
ple University’s medical school in Philadelphia 
from 1965 to 1988. Concurrently, he was director 
of the behavior therapy unit at the Eastern Penn- 
sylvania Psychiatric Institute, also in Philadelphia. 
He was the second president of the Association for 
Advancement of Behavior Therapy. 

In an obituary for Dr. Wolpe, Dr. Roger Pop- 
pen, a psychologist at Southern Illinois University 
at Carbondale and author of Joseph Wolpe, a 1995 
biography, said that Dr. Wolpe was a major force in 
steering psychotherapy in the direction of empiri- 
cal science. “He inspired and encouraged the direct 
comparison of carefully specified psychotherapy 
procedures by means of clear measurements of the 
therapy’s outcome.” 


women’s liberation movement Activities under- 
taken during the 1960s, 1970s and early 1980s with 
intent to elevate women from total responsibility 
for child rearing and homemaking and from infe- 
rior positions in business, the professions and social 


clubs; to gain equal pay as men in the same work; 
and to gain freedom from the sexual double stan- 
dard. In general, the movement worked toward less 
overall dominance by men and against the tradi- 
tional stereotype of women as dependent, passive 
and fragile. The movement has enabled a generation 
of women to follow career paths not open to their 
mothers or grandmothers, to enjoy motherhood at 
the same time and to participate in previously male- 
dominated professional and social organizations. The 
“sexual revolution,” during which women began to 
express sexuality with an increase in premarital and 
extramarital relationships, was an outgrowth of the 
women’s liberation movement. 

Significant steps in the women’s liberation move- 
ment include publication of The Feminine Mystique 
(1963) by Betty Friedan, which exploded the myth 
of the happy housewife; the passage of the Equal 
Pay Act by the U.S. Congress in 1963; the found- 
ing of the National Organization for Women (1966); 
the first accredited women’s studies course at Cor- 
nell University (1969); publication of Sexual Politics 
(1970) by Kate Millett; the founding of the National 
Women’s Political Caucus (1971); the historic Roe 
v. Wade decision by the U.S. Supreme Court legaliz- 
ing abortion (1973); the election of the first woman 
governor in her own right (Ella Grasso, Connecti- 
cut, 1974); the declaration of 1975 as the Interna- 
tional Year of the Woman by the United Nations; 
the First National Women’s Conference in Hous- 
ton (1977); the march in 1978 of nearly 100,000 
women in Washington to support extension of the 
Equal Rights Amendment; the appointment of San- 
dra Day O’Connor as the first woman to become an 
associate justice of the U.S. Supreme Court; and the 
candidacy of Geraldine Ferraro as the U.S. Demo- 
cratic candidate for vice president in 1984. 

See also SEXUAL HARASSMENT. 


Cott, Nancy FE. The Grounding of Modern Feminism. New 


Haven: Yale University Press, 1989. 


word blindness See LEARNING DISABILITIES. 


work addiction (workaholism) A compulsive 
dependence on work as the most important means 
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of maintaining one’s self-esteem; the term “worka- 
holic” refers to a person addicted to his or her work 
and who works excessively long hours, even when 
not necessary. 

See also ADDICTION. 


workaholism See WORK ADDICTION. 


working through Exploration of a problem by an 
individual and therapist until a satisfactory solu- 
tion is found or until a symptom has been traced 
to its unconscious sources. During the working- 
through process, the individual learns to under- 
stand the full implications of some interpretation or 
insight. Working through involves getting used to 
a new stage in life or getting over a loss or painful 
experience. As an example, the state of mourning 
requires some working through, as it involves the 
recognition that the deceased person is no longer 
available in many contexts in which he or she pre- 
viously was a central figure. 


workplace The workplace affects the mental health 
of most people to varying degrees and for many var- 
ied reasons. Some people are stressed because they 
have too much work, while others are stressed 
because they are bored due to not enough work. 
Interactions with coworkers and bosses can lead to 
stress. Additional sources of stress include environ- 
mental situations, such as noise, poor lighting or 
lack of fresh air, as well as the frustration of being 
underpaid and overworked. 

Contemporary technological stressors at the 
workplace range from back strain due to sitting at a 
computer terminal or to standing on a manufactur- 
ing assembly line to repetitive stress syndrome (car- 
pal tunnel syndrome) from the use of computers. 

Each occupation carries with it particular stresses, 
many of which are hidden by the employees. For 
example, many secretaries may resent doing the 
same chores over and over. Data processors may be 
bored with their work. Physicians find regulations 
imposed on them by managed care companies and 
insurance companies stressful. Accountants find 
the tax preparation season particularly stressful, 


while air controllers are under constant pressure 
every minute while at work. Lawyers must meet 
the demands of their clients as well as the superiors 
in their law firms. 

The issue of control is an important one in deter- 
mining the level of workplace anxiety. Those who 
feel they have more control over their situations, 
such as flexibility with work schedule or decision- 
making abilities in setting their own deadlines, may 
experience less stress than those who have no sense 
of control. Personal space is another issue. Work- 
ers who feel they have no privacy may feel more 
stressed than those who have offices or spaces with 
doors. 

Jobs with fairly controllable situations include 
computer programmers, writers, artists, appliance 
repair persons and truck drivers. While these jobs 
can be very demanding, the minute-to-minute pace 
may be unhurried. Certain positions may be slow 
paced but with uncontrollable factors. These include 
janitors, security guards and bus drivers. Fast-paced 
and controllable professions include some physi- 
cians in private practice, business executives and 
city administrators. Fast-paced and uncontrollable 
professions include waiters, cashiers, firefighters 
and nurses. 

Job mismatches can lead to mental health con- 
cerns. For some individuals, leaving the job is the 
solution. However, for many, that solution is not 
practical. Most people cannot walk away from their 
professions or businesses. The more realistic solution 
is to learn to cope better with current pressures. 


Better Mental Health in the Workplace 


Some of the stresses of workplace relationships can 
be eased by taking certain actions. Listen carefully 
when someone is speaking to you instead of plan- 
ning your response as they are speaking. Careful 
listening can help prevent misunderstandings that 
might make you angry. Additionally, ask for feed- 
back, which is another person’s perception of what 
you are doing or saying. Feedback is not evalua- 
tive or judgmental. Speak with your coworkers or 
superiors at an appropriate place and time. Do not 
initiate a difficult conversation without appropriate 
privacy. Finally, always ask for a clear statement of 
performance expectations. Confront a superior with 
questions about job role and expected outcomes. 
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In the 2000s, workers have been faced with 
additional stresses of possible and actual downsiz- 
ing of corporations during which many employees 
are laid off, necessitating early retirement for many 
and finding new jobs for others. The term “right- 
sizing” has come to mean scaling down the number 
of employees to an efficient and profitable level. 

See also AUTONOMY; BOREDOM; CONTROL; COPING; 
FRUSTRATION; LISTENING; PERSONAL SPACE; STRESS. 
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Peterson, Michael. “Work, Corporate Culture, and Stress: 
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Rosch, Paul J. “Measuring Job Stress: Some Comments 
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Zeitlin, Lawrence R. “Organizational Downsizing and 
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worry A state of mental uneasiness, distress or 
agitation due to concern for a past, impending or 
anticipated event, threat or danger. Some degree 
of worrying is a common, everyday occurrence for 
most people. For some people, however, excessive 
worry interferes with mental health. Individuals 
who have anxiety disorders tend to worry more 
than others; for example, one with agoraphobia 
may worry about what will happen if he or she 
goes out, or one with a phobia may worry about 
what will happen if the phobic object or situation 
is encountered. Various forms of psychotherapy 
and self-helps relieve excessive worrying for many 
people. 

Worrying may be called negative imagery 
because the worrier focuses on negative images 
or worst case scenarios (catastrophizes). Worrying 
to excess can be an unhealthy stressor because it 
causes the body to react; the heart pounds, breath- 
ing quickens and sweating may occur. For some 


WORRY LESS FOR BETTER MENTAL HEALTH 


e When you try not to worry about something, it 
is likely that you will worry about it more. It may 
be advantageous to stay with the worry and really 
concentrate on it because you may stop worrying 
and begin solving your problem. 

e Make a distinction between matters you can do 
something about and those you cannot. 

¢ Instead of asking yourself repeatedly, “what if... ,” 
write down a number of possible solutions to a 
specific problem and then list the advantages and 
disadvantages of each idea. 

e Use a diversionary technique, such as going for a 
walk, doing some other form of exercise, playing a 
musical instrument or listening to music. Doing so 
will help you organize your thoughts and come up 
with possible solutions. The best solutions may occur 
when you are not thinking about the immediate 
problem. 

e Various forms of psychotherapy and self-help can 
relieve the stresses of excessive worrying for many 
people. 





individuals, guided imagery techniques, through 
which they imagine themselves in a given situa- 
tion with a pleasant outcome, may be useful. Addi- 
tionally, relaxation techniques, such as meditation 
and biofeedback, may be helpful. In a relaxed state, 
individuals can think more constructively and in a 
more organized manner. 

See also AGORAPHOBIA; ANXIETY; BIOFEEDBACK; CAT- 
ASTROPHIZE; COPING; GENERAL ADAPTATION SYNDROME; 
GUIDED IMAGERY; MEDITATION; PHOBIA; RELAXATION; 
STRESS. 


Diamond, David. “Bound to Worry.” Health (July/August 
1992). 

Padus, Emrika, ed. The Complete Guide to Your Emotions and 
Your Health. Rev. ed. Emmaus, Pa: Rodale, 1992. 


worry beads Along with other types of beads, 
worry beads became the stylish way to relieve anx- 
iety in the 1960s. Initially, the term “worry” was 
more nearly equivalent to the sense of the term 
meaning to shake or manipulate, but through usage 
it began to be associated with anxiety relief. 
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The modern source for worry beads is a peasant 
custom in Greece. Greeks customarily fingered sets 
of beads called komboloi. The habit is associated with 
the inclinations to use beads such as rosaries for 
religious purposes in other cultures, but in Greece 
it was simply a secular custom satisfying the ten- 
dency to want to do something with one’s hands. 
A flood of tourism to Greece aroused an interest 
in Greek folk art, including komboloi. The beads 
became an international fad, were produced in ever 
more expensive and attractive styles and materials 
and ultimately were used by members of the Greek 
upper class who had looked down upon them. 

See also ANXIETY; ANXIETY DISORDERS; WORRY. 


Kulukundis, Elias. “Worry, Worry, Worry, the Greeks 
Have a Cure for It.” Holiday (April 1969). 


writer’s block An inability to begin or continue 
writing for reasons other than a lack of basic skill 
or commitment. Feelings of frustration, anger, or 
confusion may accompany the “blocked” state. 

A wide range of psychological issues such as acute 
perfectionism, fear of failure, chronic procrastination 
or depression may lead to, accompany or exacerbate 
writer’s block. Memory of a previous writing experi- 
ence may also cause the block to occur. Sometimes 
mental or psychological disorders that are not spe- 
cifically about writing can lead to writer’s block. An 
example is a person who has an anxiety disorder 
who cannot cope with the challenge of writing. 

Mistaken or distorted ideas about the writing 
process can cause writer’s block. Writers may mis- 
interpret rules or guidelines they receive. Too rigid 
rules govern some writing tasks. Some rules are use- 
ful, but some are simply stylistic or personal pref- 
erences. Rules can become obstacles if the writer 
applies them too strictly or in situations in which 
they are not useful. Some writers spend hours writ- 
ing and trying to perfect the first paragraph rather 
than moving on with the rest of the article. 

To avoid writer’s block, writers need to be flex- 
ible. Some may develop plans for a piece of writ- 
ing but then are unable to change their approach 
if the assignment changes or if it becomes appar- 
ent that the chosen approach is not the best one. 
When blocks result from rules or changes in plan, 


TIPS FOR OVERCOMING WRITER’S BLOCK 





e Cultivate habits that encourage writing, such as 
writing regularly at scheduled times. Give yourself 
rewards for meeting goals. Determine an incentive 
that will motivate you to write the required number 
of pages each day or each week. 

e Write in short bursts of 15-30 minutes, rather than 
one- or two-hour sessions. If you can distribute your 
work throughout the day, it may be easier to find 
the time to write than if you have to set aside a large 
block of time. 

e Break your project into manageable chunks. Set a 
timeline for accomplishing each task and track your 
progress. 

e If you have started your text and seem to be getting 
nowhere, take a clean sheet of paper or open a new 
document and start again. 

e If you are struggling at the beginning of your project, 
start drafting a section that belongs in the middle or 
at the end. 

e Read your words aloud. Paraphrase what you are 
trying to say. Ask yourself, “What am I trying to say 
here?” and answer in plain terms. 

e Put the project aside and come back in an hour or 
more. Go for a walk, make a cup of coffee and come 
back with a new perspective. Although this may 
seem like procrastination, consider it “constructive 
procrastination.” 

e Do more research. Blocking may mean that you 
do not have the information you need to write. 
Conversely, research can become a procrastination 
tactic or a block itself. As you draft, write down 
questions to research later. 

e If you determine that your blocking is the result of 
anxiety or other psychological factors, get profes- 
sional help. 





Adapted with permission. Stephenson, Amy D. “Understanding and 
Overcoming Writer’s Block.” Paper presented at October 1, 2005, 
conference, American Medical Writers Association. 


the writer can actively seek feedback from peers or 
superiors and determine mistaken process assump- 
tions or unproductive rules. 

Situational factors can cause writer’s block. These 
factors include disruptive life situations, such as single 
parenthood, caring for special-needs children, need- 
ing to work multiple jobs or family crises that may 
absorb time and attention that could be spent writing. 
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Overscheduling of commitments may not leave suf- 
ficient time for writing. Pressure or disapproval from 
friends or family members can interfere with moving 
along with the project. Temporary problems, such as 
loss of computer power during a power outage, inad- 
equate facilities for writing or a cold, hot, dark, or 
noisy environment can block one’s progress. Solving 
these problems may require the writer to enlist the 
support of friends or family members, to leave the 
family environment, to change jobs or to negotiate 
reassignment of family or workplace duties. 

See also ANXIETY DISORDERS; BURNOUT; FRUSTRA- 
TION; MEDITATION; STRESS. 


Wundt, Wilhelm Max (1832-1920) German psy- 
chologist and physiologist who founded experi- 
mental psychology with the establishment of the 
first official psychological laboratory in Leipzig. He 
applied introspective and psychophysical meth- 
ods to a wide range of subjects, including reaction 
time, word associations, attention, judgment and 
emotions. He published monumental works on the 
history and foundations of psychology and also on 
logic, ethics and the psychological interpretation of 
history and anthropology. 
See also PSYCHOLOGY. 


rs 





Xanax Trade name for alprazolam, a triazolo- 
benzodiazepine compound with antianxiety and 
sedative-hypnotic actions. It is efficacious in ago- 
raphobia, has approval by the U.S. Food and Drug 
Administration for use in panic disorders and is also 
used to treat generalized anxiety disorder. Studies 
suggest that alprazolam also has antidepressant 
activity in moderate depression. 

See also AGORAPHOBIA; ANTIDEPRESSANT MEDICA- 
TIONS; ANXIETY DISORDERS; DEPRESSION; PANIC ATTACKS 
AND PANIC DISORDER. 


X-linked disorders Genetic disorders in which the 
abnormal gene or genes are located on the X chro- 
mosome and in which almost all those affected are 
males. Examples of this type of disorder are color 
vision deficiency and hemophilia. 

See also CHROMOSOME; GENE. 


X-linked mental retardation (XLMR) X-linked 
mental retardation (XLMR) accounts for approxi- 
mately 20 to 25 percent of all known mental retar- 
dation. XLMR is also thought to cause the male 
excess observed in the mentally retarded popula- 
tion. The most well known XLMR is the fragile X 
syndrome, which is identified by the presence of 
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a cytogenetic abnormality seen on chromosome 
analysis. 

Males with fragile X syndrome frequently dem- 
onstrate behavioral problems, including hyperactiv- 
ity and autistic behavior. Fragile X syndrome is the 
most common transmissible form of mental retar- 
dation. Approximately one-quarter to one-third of 
females who carry the fragile x genetic abnormal- 
ity are also mentally retarded, generally in the mild 
range of severity. 


XYY syndrome Down syndrome in most cases is 
due to chromosomal defects resulting in three cop- 
ies of chromosome number 21. Down syndrome 
produces a variety of physical abnormalities and 
various degrees of mental retardation from rela- 
tively mild to quite severe. Among normal males, 
only 0.13 percent have two Y chromosomes. Com- 
pared with other males, XYY individuals are taller, 
often have severe acne and generally have low 
intelligence, although rarely in the retarded range. 

See also CHROMOSOME; DOWN SYNDROME; MENTAL 
RETARDATION. 


Davis, Kenneth, Howard Klar, and Joseph T. Coyle. Foun- 
dations of Psychiatry. Philadelphia: W. B. Saunders, 
1991. 


yoga A method of attaining a higher level of 
consciousness that eliminates anxiety-producing 
thought patterns. Yoga is a mental and physical dis- 
cipline intended to help one get in touch with one’s 
true nature and mystical feelings outside everyday 
existence and improve mental health. 

There are several types of yoga practice and vary- 
ing emphasis on physical, mental and social activity. 
Some yoga disciplines are more spiritual and meta- 
physical. The most commonly practiced yoga in 
the West is Hatha Yoga; it concentrates on spiritual 
improvement through the practice of physical exer- 
cise, which consists of postures called asanas. Man- 
tras, or sacred sounds, are used in Mantra yoga. Still 
another branch of yoga practice concentrates on the 
kundalini or serpent power, which is thought to lie 
at the base of the spine and which can be released 
through postures, mantras and meditation. In some 
yoga practice, various forms are combined. 

Yoga is an ancient practice that influenced and 
was in turn influenced by Brahminism, Jainism, 
Buddhism and Hinduism. Yoga practice started to 
move westward as a result of the Muslim invasions 
of India, but only the colonial expansion of the 
British brought Europeans in contact with yoga. 

Critics of yoga say that it can be physically dan- 
gerous if practiced without supervision and that it 
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may lead to introversion or a hedonistic philoso- 
phy. The degree to which adherents depend on 
their teacher or guru may decrease a sense of inde- 
pendence in the student and may give the teacher 
too strong a sense of his own power. 


“Kundalini” and “Yoga,” In Harper's Encyclopedia of Mys- 
tical and Paranormal Experience, edited by Rosemary 
Ellen Guiley. San Francisco: Harper, 1991. 


yohimbine A substance considered by some as an 
aphrodisiac, or an erotic potion to increase capac- 
ity for and interest in lovemaking. Yohimbine is 
an alkaloid chemical derived from the bark of the 
African yohimbe tree. Its use was first observed 
by Europeans among natives in the 19th century; 
samples were brought back to Germany for study. 
The drug stimulates the nervous system and can 
cause anxiety. It is dangerous in large doses. It is 
sold under the trade name Yocon in the United 
States for sexual performance disorders. There is 
controversy concerning its effectiveness. 


youth See CHILDREN, ADOLESCENTS AND YOUTH. 


Z 





Zen A form of Buddhism used as a basis for relax- 
ation and stress management and concerned with 
the individual meaning of a person’s life, rather than 
just the removal of symptoms or improvement of his 
or her adjustment to life. The goal of Zen is pursued 
through contemplation about the nature of human- 
kind. During this process, individuals release tensions 
and experience oneness with the universe. 

See also COMPLEMENTARY AND ALTERNATIVE MEDI- 
CINE; MEDITATION; RELAXATION; STRESS; TRANSCEN- 
DENTAL MEDITATION. 


zidovudine (AZT) A drug currently approved for 
use in patients with AIDS that has been shown to 
improve longevity and quality of life and may delay 
progression from ARC (AIDS-related complex) to 
the full-blown disease. AZT has also been demon- 
strated to ameliorate cognitive impairment in some 
individuals. 

See also ACQUIRED IMMUNODEFICIENCY SYNDROME. 


Vella, Stefano. “Zidovudine May Improve Survival for 
AIDS Patients.” Journal of the American Medical Associa- 
tion (March 3, 1992). 


Zoloft An antidepressant drug (generic name: 
sertraline hydrochloride) indicated for the symp- 
tomatic relief of depressive illness. It is one of a cat- 
egory of medications known as selective serotonin 
reuptake inhibitors (SSRIs). 

See also ANTIDEPRESSANT MEDICATIONS; DEPRES- 
SION; SEROTONIN. 


Zyprexa Zyprexa (olanzapine) is an “atypical anti- 
psychotic” medication approved for use in schizo- 
phrenia and acute bipolar disorder. This medication 
has a low incidence of extrapyramidal side effects 
and tardive dyskinesia than traditional antipsy- 
chotic medications. 

See also BIPOLAR DISORDER; SCHIZOPHRENIA. 
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RESOURCES 


ADDICTION 


American Society of Addiction Medicine 
(ASAM) 

4601 North Park Avenue 

Upper Arcade #101 

Chevy Chase, MD 20815 

(301) 656-3920 

http://www.asam.org 


Center for Substance Abuse Prevention 
1 Choke Cherry Road 

Rockville, MD 20857 

(240) 276-2420 

http://www.samhsa.gov 


Cocaine Anonymous 

3740 Overland Avenue 
Suite C 

Los Angeles, CA 90034-6337 
(310) 559-5833 

(310) 559-2554 
http://www.ca.org 


Debtors Anonymous 

P.O. Box 920888 

Needham, MA 02492-0009 
(781) 453-2743 
http://debtorsanonymous.org 


Gamblers Anonymous—International Service 
Office 

P.O. Box 17173 

Los Angeles, CA 90017 

(213) 386-8789 

http://www.gamblersanonymous.org 


Marijuana Anonymous 

P.O. Box 2912 

Van Nuys, CA 91404 

(800) 766-8779 
http://www.marijuana-anonymous.org 


Narcotics Anonymous 
P.O. Box 9999 

Van Nuys, CA 91409 
(818) 773-9999 
http://www.na.org 


National Clearinghouse for Alcohol and Drug 
Information 

11426 Rockville Pike 

Rockville, MD 20852 

(800) 729-6686 

http://www.ncadi.samhsa.gov 

info@health.org 


National Council on Problem Gambling 
(NCPG) 

216 G Street NE 

Suite 200 

Washington, DC 20002 

(202) 547-9204 

http://www.ncpgambling.org 


National Institute on Drug Abuse 
6001 Executive Boulevard 

Bethesda, MD 20891 

(800) 644-6432 
http://www.nida.nih.gov 


Substance Abuse and Mental Health Services 
Administration (SAMHSA) 

Center for Mental Health Services 

P.O. Box 42557 

Washington, DC 20015 

(800) 789-2647 

(301) 443-2792 

http://mentalhealth.samhsa.gov 


AGING AND ELDER CARE 


Administration on Aging (AOA) 
330 Independence Avenue SW 
Washington, DC 20201 
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(202) 401-4511 
(202) 619-0724 
http://www.aoa.gov 


Aging Network Services 
Topaz House 

4400 East-West Highway 
Suite 907 

Bethesda, MD 20814 

(301) 657-4329 
http://www.agingnets.com 


Alliance for Aging Research 
2021 K Street NW 

Suite 305 

Washington, DC 20006 

(202) 293-2856 

(202) 785-8574 (fax) 
http://agingresearch.org 


American Association for Geriatric 
Psychiatry 

7910 Woodmont Avenue 

Suite 11050 

Bethesda, MD 20814-3004 

(301) 654-7850 

(301) 654-4137 (fax) 

http://www.aagpgpa.org 


American Association of Retired Persons 
601 E Street NW 

Washington, DC 20049 

(888) 687-2277 

http://www.aarp.org 


National Aging Information and Referral 
Support Center 

1201 15th Street NW 

Suite 350 

Washington, DC 20005 

(202) 898-2578 

http://www.nasua.org/informationandreferral 


National Institute on Aging (NIA) 
31 Center Drive, MSC 2292 

Building 31, Room 5C27 

Bethesda, MD 20892-2292 

(301) 496-1752 

(301) 496-2525 (fax) 
http://www.nia.nih.gov 


Social Security Administration 
Office of Public Inquiries 

6401 Security Boulevard 

Room 4-C-5 Annex 

Baltimore, MD 21235-6401 

(800) 772-1213 

(410) 965-0696 (fax) 
http://www.ssa.gov 


AGORAPHOBIA 


Agoraphobics Building Independent Lives, 
Inc. (ABIL) 

2501 Fox Harbor Court 

Richmond, VA 23235-2829 

(804) 353-3964 (toll-free) 

http://www.anxietysupport.org 


Agoraphobics in Motion (AIM) 
1719 Crooks Street 

Royal Oak, MI 48067 

(248) 547-0400 
http://www.aim-hp.org 


Anxiety Disorders Association of America 
8730 Georgia Avenue 

Suite 600 

Silver Spring, MD 20910 

(240) 485-1001 

(240) 485-1035 (fax) 

http://www.adaa.org 


Panic Attack & Recovery Program 
P.O. Box 43082 

Upper Montclair, NJ 07043 

(973) 783-0007 


AIDS (ACQUIRED IMMUNE DEFICIENCY 
SYNDROME) AND HIV 


AIDSinfo 

P.O. Box 6303 

Rockville, MD 20849-6303 
(800) 448-0440 
http://www.aidsinfo.nih.gov 


National AIDS Hotline 
(800) 342-2437 

(800) 243-7889 (TTY/TDD) 
(800) 342-AIDS (English) 
(800) 344-SIDA (Spanish) 
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National Association of People with AIDS 
Hotline 
(202) 898-0414 (TTY/TDD) 


National Prevention Information Network 
P.O. Box 6003 

Rockville, MD 20849-6003 

(800) 458-5231 

http://www/cdcnpin.org 


Project Inform 

National HIV Treatment Line 
205 13th Street, #2001 

San Francisco, CA 94103 

(415) 558-8669 
http://www.projinf.org 


UCSF AIDS Health Project 
1930 Market Street 

San Francisco, CA 94102 
(415) 476-6430 
http://www.ucsf-ahp.org 


ALCOHOLISM 


Al-Anon/Alateen Family Group 
Headquarters, Inc. 

1600 Corporate Landing Parkway 

Virginia Beach, VA 23454-5617 

(800) 344-2666 

(800) 4AL-ANON 

(757) 563-1600 

(757) 563-1655 (fax) 

http://www.al-anon.alateen.org 


Alcoholics Anonymous (AA) 

AA World Services, Inc. 

P.O. Box 459 

New York, NY 10163 

(212) 870-3400 
http://www.alcoholics-anonymous.org 


National Council on Alcoholism and Drug 
Dependence (NCADD) 

22 Cortlandt Street 

Suite 801 

New York, NY 10007-3128 

(212) 269-7797 

(212) 269-7510 (fax) 

http://www.ncadd.org 


National Institute on Alcohol Abuse and 
Alcoholism (NIAAA) 

5635 Fishers Lane, MSC 9304 

Bethesda, MD 20892-9304 

(301) 496-4452 

http://www.niaaa.nih.gov 


ALZHEIMER’S DISEASE 


Alzheimer’s Association 
919 North Michigan Avenue 
Floor 17 

Chicago, IL 60601-7633 
(800) 272-3900 

(312) 335-1110 (fax) 
http://www.alz.org 


Alzheimer’s Disease Education and Referral 
Center (ADEAR) 

P.O. Box 8250 

Silver Spring, MD 20907-8250 

(800) 438-4380 

(301) 495-3334 

http://www.nia.nih.gov/alzeimers/ 


ANXIETY DISORDERS 


Anxiety & Phobia Treatment Center at White 
Plains Hospital 

Davis Avenue at East Post Road 

White Plains, NY 10601 

(914) 681-1038 

http://www.phobia-anxiety.org 


Anxiety Disorders Association of America 
8730 Georgia Avenue 

Silver Spring, MD 20910 

(240) 485-1001 

(240) 485-1035 

http://www.adaa.org 


Council on Anxiety Disorders 
Route 1 

Box 1364 

Clarkesville, GA 30523 

(706) 947-3854 

(706) 947-1265 (fax) 


Freedom From Fear 
308 Seaview Avenue 
Staten Island, NY 10305 
(718) 351-1717 
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(718) 667-8893 (fax) 
http://www.freedomfromfear.org 


National Anxiety Foundation 

3135 Custer Drive 

Lexington, KY 40517 

(606) 272-7166 
http://www.lexington-on-line.com/naf.html 


National Center for Post Traumatic Stress 
Disorder 

215 North Main Street 

White River Junction, VT 05009 

(802) 296-5132 

http://www.ncptsd.org 


TERRAP Programs 
932 Evelyn Street 
Menlo Park, CA 94025 
(800) 2-PHOBIA 

(415) 327-1312 

(415) 364-4703 (fax) 
http://www.terrap.com 


ATTENTION DEFICIT DISORDERS 


Attention Deficit Information Network 
(AD-IN) 

475 Hillside Avenue 

Needham, MA 02194 

(617) 455-9895 

http://addinfonetwork.com 


Children and Adults with Attention Deficit 
Disorders 

8181 Professional Place 

Suite 150 

Landover, MD 20785 

(301) 306-7070 

(301) 306-7090 (fax) 

http://www.chadd.org 


National Attention Deficit Disorders 
Association (ADAA) 

15000 Commerce Parkway 

Suite C 

Mount Laurel, NJ 08054 

(856) 439-9099 

(856) 439-0525 

http://www.add.org 


BODY THERAPIES 


American Massage Therapy Association 
500 Davis Street 

Suite 900 

Evanston, IL 60201 

(877) 905-2700 

(847) 864-1178 (fax) 
http://www.amtamassage.org 


Feldenkrais Guild of North America (FEFNA) 
3611 SW Hood Avenue 

Suite 100 

Portland, OR 97239 

(866) 333-6248 

(503) 221-6616 (fax) 

http://www.feldenkrais.com 


The Feldenkrais Movement Institute 
721 The Alameda 

Berkeley, CA 94707 

(510) 527-2634 

(510) 528-1332 (fax) 
http://www.feldenkraisinstitute.org 


The Rolf Institute of Structural Integration 
5055 Chaparral Court 

Suite 103 

Boulder, CO 80301 

(800) 530-8875 

(303) 449-5903 

(303) 449-5978 (fax) 

http://www.rolf.org 


CHILD AND ADOLESCENT MENTAL 
HEALTH 


The American Academy of Child and 
Adolescent Psychiatry (AACAP) 

3615 Wisconsin Avenue NW 

Washington, DC 20016-3007 

(202) 966-7300 

(202) 966-2891 (fax) 

http://www.aacap.org 


CHRONIC FATIGUE SYNDROME 


CFIDS Association of America Inc. 
P.O. Box 2203398 

Charlotte, NC 29222-0398 

(704) 365-2343 

http://www.cfids.org 
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International Association for Chronic Fatigue 
Syndrome 

27 North Wacker Drive 

Suite 416 

Chicago, IL 60606 

(847) 258-7248 

(847) 579-0975 

http://www.aacfs.org 


National Chronic Fatigue Syndrome and 
Fibromyalgia Association (NCFSFA) 

P.O. Box 18426 

Kansas City, MO 64133 

(816) 313-2000 

http://www.ncfsfa.org 


COMPLEMENTARY AND 
ALTERNATIVE MEDICINE 


Academy for Guided Imagery 

30765 Pacific Coast Highway 

Malibu, CA 90265 

(800) 726-2070 
http://www.academyforguidedimagery.com 


American Art Therapy Association 
5999 Stevenson Avenue 

Alexandria, VA 22304 

(888) 290-0878 
http://www.arttherapy.org 


American Association of Naturopathic 
Physicians (AANP) 

4435 Wisconsin Avenue NW 

Suite 403 

Washington, DC 20016 

(866) 538-2267 (toll-free) 

(202) 237-8150 

http://www.naturopathic.org 


American Association of Oriental Medicine 
(AAOM) 

P.O. Box 162340 

Sacramento, CA 95816 

(866) 455-7999 (toll-free) 

(916) 443-4770 

(916) 443-4766 (fax) 

http://www.aaom.org 


American Chiropractic Association (ACA) 
1701 Clarendon Blvd. 
Arlington, VA 22209 


(800) 096-4636 

(703) 276-8800 

(703) 243-2593 (fax) 
http://www.amerchiro.org 


American Therapeutic Recreation 
Association 

1414 Prince Street 

Suite 204 

Alexandria, VA 22314 

(703) 683-9420 

http://www/altra-tr.org 


Association of Applied Psychophysiology and 
Biofeedback 

10200 West 44th Avenue, #304 

Wheat Ridge, CO 80033 

(303) 422-8436 

(303) 422-8894 (fax) 

http://www.aapb.org 


Ayurvedic Institute 

11311 Menaul Boulevard NE 
Albuquerque, NM 87112 
(505) 291-9698 
http://www.ayurveda.com 


Chopra Center for Well Being 
2013 Costa del Mar Road 
Carlsbad, CA 92009 

(888) 424-6772 

(760) 494-1600 
http://www.chopra.com/3.html 


The Herb Research Foundation 
4140 15th Street 

Boulder, CO 80304 

(303) 449-2265 

(303) 449-7849 (fax) 
http://www.herbs.org/ 


International Foundation for Homeopathy 
2366 Eastlake Avenue E 

Suite 301 

Seattle, WA 98102 


Mind-Body Medical Institute 
824 Boylston Street 

Chestnut Hill, MA 02467 

(617) 991-0102 

(877) 509-0732 (toll-free) 
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(617) 991-0112 (fax) 
http://www.mbmi.org/home 


National Center for Complementary and 
Alternative Medicine (NCCAM) 

National Institutes of Health 

9000 Rockville Pike 

Bethesda, MD 20892 

(888) 644-6226 (toll-free) 

(866) 464-3615 (TTY) 

(866) 464-3616 (fax) 

http://www.nccam.nih.gov 


National Center for Homeopathy (NCH) 
801 North Fairfax Street 

Suite 306 

Alexandria, VA 22314 

(703) 548-7790 

(703) 548-7792 (fax) 
http://www.homeopathic.org 


The National Council for Therapeutic 
Recreation Certification (NCTRC) 

7 Elmwood Drive 

New City, NY 10956 

(845) 630-1439 

(845) 639-1471 (fax) 

http://www.nctrc.org 


National Dance Association 
1900 Association Drive 
Reston, VA 20191-1598 

(703) 476-3400 
http://www.aahperd.org/nda/ 


CULTS 


Cult Awareness Network (CAN) 
1680 Vine Street 

Suite 415 

Los Angeles, CA 90028 

(800) 556-3055 
http://www.cultawarenessnetwork.org 


Cult Hotline and Clinic 
120 West 57th Street 
New York, NY 10019 
(212) 632-4640 
http://www.cultclinic.org/ 


Task Force on Missionaries and Cults 
711 Third Avenue 
12th Floor 


New York, NY 10017 
(212) 983-4800, ext. 127 


DENTAL FEARS 


American Dental Association 
211 East Chicago Avenue 
Chicago, IL 60611 

(312) 440-2500 
http://www.ada.org 


DEPRESSION 


Depression After Delivery 

P.O. Box 1282 

Morrisville, PA 19607 

(800) 944-4773 (toll-free) 

http://www.depressionafterdelivery. 
com/home/asp 


Depression and Related Affective Disorders 
Association (DRADA) 

8201 Greensboro Drive 

Suite 300 

McLean, VA 22102 

(703) 610-9026 

http://www.drada.org 


National Alliance for Research on 
Schizophrenia and Depression 

60 Cutter Mill Road 

Suite 404 

Great Neck, NY 11021 

(516) 829-0091 

(516) 487-6930 (fax) 

http://www.narsad.org 


National Depressive and Manic-Depressive 
Association 

730 North Franklin Street 

Suite 501 

Chicago, IL 60610-7224 

(800) 826-3632 

(312) 642-7243 (fax) 

http://www.ndmda.org 


National Foundation for Depressive Illness 
P.O. Box 2257 

New York, NY 10116 

(800) 248-4344 

(212) 268-4434 (fax) 

(212) 268-4260 


Resources 493 





DEVELOPMENTAL DISORDERS 


Autism Research Institute 

4182 Adams Avenue 

San Diego, CA 92116 

(619) 563-6840 (fax) 
http://www.autismwebsite.com/ari/index_real.htm 


Klinefelter Syndrome and Associates 
11 Keats Court 

Coto de Caza, CA 92679 

(888) 999-9428 (toll-free) 
http://www.genetic.org 


DISSOCIATIVE DISORDERS 


International Society for the Study of 
Dissociation 

8201 Greensboro Drive 

Suite 300 

McLean, VA 22102 

(703) 610-9037 

(703) 610-9005 (fax) 

http://www. issd.org 


DISABILITIES 


Acoustical Society of America (ASA) 
2 Huntington Quadrangle 

Suite 1NO1 

Melville, NY 11747 

(516) 576-2360 

(516) 576-2377 (fax) 

http://asa.aip.org 


Commission on Mental and Physical 
Disability Law 

740 15th Street NW 

Washington, DC 20005 

(202) 662-1570 

(202) 662-1032 (fax) 

http://www.abanet.org/disability 


Easter Seals National Headquarters 

230 West Monroe Street 

Suite 1800 

Chicago, IL 60606 

(800) 221-6827 

(312) 726-6200 

(312) 726-1494 (fax) 
http://www.easterseals.com/site/pageserver 


Mobility International, U.S.A. 
132 East Broadway 


Suite 343 

Eugene, OR 97401 
(541) 343-1284 

(541) 343-6812 
http://www.miusa.org 


National Dissemination Center for Children 
with Disabilities 

P.O. Box 1492 

Washington, DC 20013 

(800) 695-0285 

(202) 884-8441 (fax) 

http://www.nichcy.org 


President’s Committee on Employment of 
People with Disabilities 

1331 F Street NW 

Suite 300 

Washington, DC 20004 

(202) 376-6200 

(202) 376-6250 (fax) 

http://www.pcepd.gov 


Self-Help for Hard of Hearing People (SHHH) 
7910 Woodmont Avenue 

Suite 1200 

Bethesda, MD 20814 

(301) 657-2248 

(301) 913-9413 (fax) 

http://www.shbh.org 


U.S. Access Board Compliance Board 
1331 F Street NW 

Suite 1000 

Washington, DC 20004-1111 

(800) 872-2253 

(202) 272-0080 

(202) 272-0081 (fax) 


DOMESTIC VIOLENCE 


Batterers Anonymous 
(909) 355-1100 
(909) 370-0438 (fax) 


National Coalition Against Domestic 
Violence (NCADV) 

1120 Lincoln Street 

Suite 1603 

Denver, CO 80203 

(303) 839-1852 

(303) 831-9251 (fax) 

http://www.ncadv.org 
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National Council on Child Abuse and Family 
Violence 

1025 Connecticut Avenue NW 

Suite 1000 

Washington, DC 20036 

(202) 429-6695 

http://www.nccafv.org 


DREAMS 


Association for the Study of Dreams 
1672 University Avenue 

Berkeley, CA 94703 

(209) 724-0889 (phone/fax) 
http://www.asdreams.org 


EATING DISORDERS (SEE ALSO NUTRITION) 


American Anorexia Bulimia Association 
(AABA) 

293 Central Park West 

New York, NY 10024 

(212) 501-8351 

(212) 501-0342 (fax) 


Anorexia Nervosa and Related Fating 
Disorders (ANRED) 
http://www.anred.com 


BASH (Bulimia Anorexia Self Help) 
6125 Clayton Avenue 

Suite 215 

St. Louis, MO 63139 

(314) 567-4080 


Eating Disorders Awareness and Prevention, 
Inc. (EDAP) 

603 Stewart Street 

Suite 803 

Seattle, WA 98101 

(800) 931-2237 

(206) 382-3587 

(206) 292-9890 (fax) 

http://www.edap.org 


International Association of Eating Disorders 
Professionals (IAEDP) Foundation 

P.O. Box 1295 

Pekin, IL 61555-1295 

(800) 800-8126, ext. 80 (membership) 

(309) 346-3341 

(309) 346-2874 (fax) 

http://www.iaedp.com 


National Association of Anorexia Nervosa 
and Associated Disorders 

P.O. Box 7 

Highland Park, IL 60035 

(847) 831-3438 

(847) 433-4632 (fax) 

http://www.anad.org 


EMPLOYEE ASSISTANCE PROGRAMS 


Employee Assistance Professionals 
Association, Inc. 

4350 North Fairfax Drive 

Suite 410 

Arlington, VA 22203 

(703) 387-1000 

(703) 533-4585 (fax) 

http://www.eapassn.org 


ENVIRONMENT 


Environmental Health Clearinghouse 
42 South 15th Street 

Suite 700 

Philadelphia, PA 19102-2299 

(215) 569-2300 

(215) 569-2575 (fax) 
http://infoventures.com 


National Coalition Against the Misuse of 
Pesticides (NCAMP) 

701 East Street SE 

Suite 200 

Washington, DC 20003 

(202) 543-5450 

(202) 543-4791 (fax) 

http://www.ncamp.org 


National Pesticide Telecommunication 
Network (NPTN) 

(800) 858-7378 

(541) 737-0761 (fax) 


National Safety Council 
1121 Spring Lake Drive 
Itasca, IL 60143-3201 
(630) 285-1121 

(630) 285-1315 (fax) 
http://www.nsc.org 
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EYE MOVEMENT DESENSITIZATION AND 
REPROCESSING (EMDR) 


Eye Movement and Desensitization 
Reprocessing (EMDR) Institute, Inc. 

P.O. Box 750 

Watsonville, CA 95077 

(831) 761-1040 

(831) 761-1204 (fax) 

http://www.emdr.com 


Eye Movement Desensitization Reprocessing 
International Association (EMDRIA) 

5806 Mesa Drive 

Suite 360 

Austin, TX 78731 

(512) 451-5200 

(866) 451-5200 (toll-free) 

(512) 451-5256 (fax) 

http://www.emdria.org 


FEAR OF FLYING 


Flying Without Fear 

P.O. Box 33 992 

Takapuna, Auckland, NZ 
0800 737 225 

09 483 5547 (fax) 
http://www.fearofflying.co.nz 


The Institute for Psychology of Air Travel 
551 Boylston Street 

Suite 202 

Boston, MA 02116 

(617) 437-1811 

(617) 846-7242 (fax) 

http://fearlessflying.net 


FITNESS 


Aerobics and Fitness Association of America 
15250 Ventura Boulevard 

Suite 210 

Sherman Oaks, CA 91403 

(877) 968-7263 

http://www.afaa.com 


GAMBLING 


Gamblers Anonymous 
P.O. Box 17173 

Los Angeles, CA 90017 
(213) 386-8789 


(213) 386-0030 (fax) 
http://www.gamblersanonymous.org 


International Centre for Youth Gambling 
Problems and High-Risk Behaviors 

Duggan House, McGill University 

3724 McTavish 

Montreal, Quebec, Canada H3A 1Y2 

(514) 398-1391 

(514) 398-3401 (fax) 

http://www.education.mcgill.ca/gambling 


National Council on Problem Gambling 
216 G Street NE 

Suite 200 

Washington, DC 20002 

(800) 522-4700 

(202) 547-9204 

(202) 547-9206 (fax) 
http://www.ncpgambling.org 


GRIEF 


Afterloss (monthly newsletter) 

79-301 Country Club Drive 

Suite 100 

Bermuda Dunes, CA 92201 

(800) 263-9572 (toll-free) 

(800) 257-9572 (fax) 
http://www.sites.sitemajic.com/-1395/home/html 


Bereavement and Loss Center of New York 
170 East 83rd Street 

Suite 4P 

New York, NY 10028 

(212) 879-5655 


Elisabeth Kübler-Ross Foundation 
P.O. Box 6168 

Scottsdale, AZ 85261 
http://www.elisabethkublerross.com 


Share Pregnancy and Infant Loss Support, 
Inc. 

St. Joseph Health Center 

300 First Capitol Drive 

St. Charles, MO 63301-2893 

(800) 821-6819 

(636) 947-6164 

(636) 947-7486 (fax) 

http://www.nationalshareoffice.com 
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Theos (groups in the U.S. and Canada for 
widowed people) 

322 Boulevard of the Allies 

Pittsburgh, PA 15222 

(412) 471-7779 


HEADACHES 


American Headache Society 

19 Mantua Road 

Mt. Royal, NJ 08061 

(856) 423-0082 (fax) 
http://www.americanheadachesociety.org 


National Headache Foundation 
820 North Orleans 

Suite 217 

Chicago, IL 60610 

(888) NHF-5552 
http://www.headaches.org 


HEALTH 


American Association of Pastoral Counselors 
9504A Lee Highway 

Fairfax, VA 22031-2303 

(703) 385-6967 

(703) 352-7725 (fax) 

http://www.aapc.org 


American Chiropractic Association 
1701 Clarendon Boulevard 

Arlington, VA 22209 

(703) 276-8800 

(703) 243-2593 
http://www.amerchiro.org 


American College of Chiropractic Orthopedists 
1030 Broadway, Suite 101 

El Centro, CA 92243 

(619) 352-1452 

http://www.accoweb.org 


American Heart Association 
7272 Greenville Avenue 
Dallas, TX 75231 

(800) 242-8721 
http://www.americanheart.org 


American Lung Association 
61 Broadway 

6th Floor 

New York, NY 10006 


(800) LUNGUSA 
http://www.lungusa.org 


American Medical Association 
515 North State Street 

Chicago, IL 60610 

(800) 621-8335 
http://www.ama-assn.org 


National Alliance for Hispanic Health 
1501 16th Street NW 

Washington, DC 20036 

(202) 387-5000 
http://www.hispanichealth.org 


National Institute of Allergy and Infectious 
Diseases/NIH (NIAID) 

6610 Rockledge Drive, MSC 6612 

Bethesda, MD 20892-6612 

(301) 496-5717 

(301) 402-3573 (fax) 

http://www3.niaid.nih.gov 


National Institute of Arthritis and 
Musculoskeletal and Skin Diseases/NIH 
(NIAMS) 

1 AMS Circle 

Bethesda, MD 20892-3675 

(877) 22-NIAMS 

(301) 495-4484 

(301) 718-6366 (fax) 

http://www.niams.nih.gov 


Pain Management Guidelines 

Agency for Healthcare Research and Quality 

Office of Communications and Knowledge 
Transfer 

540 Gaither Road 

Suite 2000 

Rockville, MD 20850 

(301) 427-1364 

http://www.ahrq.gov/customer 


HOMELESSNESS 


National Coalition for the Homeless 
2201 P Street NW 

Washington, DC 20037 

(202) 462-4822 

(202) 462-4823 (fax) 
http://www.nationalhomeless.org 
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National Resource Center on Homelessness 
and Mental Illness 

(617) 964-3834 

http://www.nrchmi.samhsa.gov 


Projects for Assistance in Transition 
from Homelessness (PATH) Technical 
Assistance Center 

Center for Mental Health Services 

Substance Abuse and Mental Health Services 
Administration 

1 Choke Cherry Road 

Rockville, MD 20857 

(240) 276-1894 

(240) 276-1930 

http://www.pathprogram.samhsa.gov 


HOMOSEXUALITY 


National Gay and Lesbian Task Force 
80 Maiden Lane 

Suite 1504 

New York, NY 10038 

(212) 604-9830 

(212) 604-9831 (fax) 
http://www.thetaskforce.org 


HOSPICE 


American Cancer Society 
(800) ACS-2345 (ask about local chapters) 
http://www.cancer.org 


Hospice Association of America (HAA) 
228 Seventh Street SE 

Washington, DC 20003 

(202) 546-4759 

(202) 547-9559 (fax) 
http://www.naahc.org/HAA/ 


Hospice Education Institute 
3 Unity Square 

P.O. Box 98 

Machiasport, ME 04655-0098 
(800) 331-1620 

(207) 255-8800 

(207) 255-8008 (fax) 
http://www.hospiceworld.org 


Hospice Net 
401 Bowling Avenue 
Suite 51 


Nashville, TN 37205-5124 
http://www.hospicenet.org 


National Hospice and Palliative Care 
Organization (NHPCO) 

1700 Diagonal Road, Suite 625 

Alexandria, VA 22314 

(703) 837-1500 

(703) 837-1233 (fax) 

http://www.nhpco.org 


HYPNOSIS 


American Psychotherapy & Medical 
Hypnosis Association 

1100 Kittitas Street 

Wenatchee, WA 98801 

(509) 662-5131 

http://apmha.com 


American Society of Clinical Hypnosis 
140 North Bloomingdale Road 
Bloomingdale, IL 60108 

(630) 980-4740 

(630) 351-8490 (fax) 
http://www.asch.net 


Institute of Hypnotherapy 

190 Lincoln Highway 

Edison, NJ 08837 

(732) 446-5995 
http://www.hypnotherapyinstitute.com 


The International Society of Hypnosis 
ISH—Central Office 

Attn: Eric Vermetten, M.D. Ph.D. 
Department Military Psychiatry 

Central Military Hospital 

University Medical Center Utrecht 
Heidelberglaan 100 

3584 CX Utrecht 

The Netherlands 
http://www.ish.driebit.com/page.php 


INHALANT ABUSE 


National Inhalant Prevention Coalition 
(800) 269-4237 
http://www.inhalants.org 


LEARNING DISABILITIES 


Learning Disabilities Association of America 
4156 Library Road 
Pittsburgh, PA 15234-1349 
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(412) 341-1515 
(412) 344-0224 
http://www.ldaamerica.org 


LEGAL ISSUES 


American Civil Liberties Union (ACLU) 
125 Broad Street 

18th Floor 

New York, NY 10004 

(888) 567-ACLU 

http://www.aclu.org 


Commission on Mental and Physical 
Disability Law 

American Bar Association 

740 15th Street NW 

Washington, DC 20005 

(202) 662-1570 

(202) 662-1032 (fax) 

http://www.abanet.org/disability 


Employment Law Center 
600 Harrison Street 

Suite 120 

San Francisco, CA 94107 
(415) 864-8848 

(415) 864-8199 (fax) 
http://www.las-elc.org 


Equal Employment Opportunity Commission 
(EEOC) 

1801 L Street NW 

Washington, DC 20507 

(800) 669-4000 

(202) 663-4900 

http://www.eeoc.gov 


Judge David L. Bazelon Center for Mental 
Health Law 

1101 15th Street NW 

Suite 1212 

Washington, DC 20005 

(202) 467-5730 

(202) 223-0409 (fax) 

http://www.bazelon.org 


National Association of Protection and 
Advocacy Systems 

900 Second Street NE 

Suite 211 

Washington, DC 20002 


(202) 408-9514 
(202) 408-9520 (fax) 
http://www.ndrn.org 


MARRIAGE AND FAMILY 


American Association for Marriage and 
Family Therapy 

112 South Alfred Street 

Alexandria, VA 22314-3061 

(703) 838-9808 

(703) 838-9805 (fax) 

http://www.aamft.org 


The Center for the Family at Pepperdine 
University 

24255 Pacific Coast Highway 

Malibu, CA 90263-4771 

(310) 506-4771 

(310) 506-8561 

http://gsep.pepperdine.edu/family 


Stepfamily Association of America 

163 Freelon Street 

San Francisco, CA 94107 

(866) 710-2229 (toll free) 

http://www.babycenter.com/refcap/baby/ 
babyfamily/1509. html 


MASSAGE (SEE BODY THERAPIES) 


MEDICAL 


American College of Obstetricians and 
Gynecologists 

409 12th Street SW 

P.O. Box 96920 

Washington, DC 20090-6920 

(202) 638-5577 

http://www.acog.org 


American Medical Association 
515 North State Street 

Chicago, IL 60610 

(800) 621-8335 
http://www.ama-assn.org 


MEN’S HEALTH 


Men’s Health Network 

P.O. Box 75972 

Washington, DC 20013 

(202) 543-MHN-1 (6461) 
http://www.menshealthnetwork.org 
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MENTAL HEALTH 
(SEE ALSO ANXIETY DISORDERS) 


American Board of Medical Psychotherapists 
Park Plaza Medical Building 

345 24th Avenue N 

Suite 200 

Nashville, TN 37203 

(615) 327-2984 


American Group Psychotherapy Association 
25 East 21st Street 

6th Floor 

New York, NY 10010 

(877) 668-2472 (toll-free) 

(212) 477-2677 

(212) 979-6627 (fax) 

http://www.agpa.org 


American Mental Health Counselors 
Association 

801 North Fairfax Street 

Suite 304 

Alexandria, VA 22314 

(800) 326-2642 

(703) 548-6002 

(703) 548-4775 (fax) 

http://www.amhca.org 


American Psychiatric Association 
1000 Wilson Boulevard 

Suite 1825 

Arlington, VA 22209-3901 

(703) 907-7300 
http://www.psych.org 


American Psychological Association 
750 First Street NE 

Washington, DC 20002-4242 

(800) 374-2721 

(202) 336-5500 

http://apa.org 


Association for Behavioral and Cognitive 
Therapies 

305 7th Avenue 

16th Floor 

New York, NY 10001 

(212) 647-1890 

(212) 647-1865 (fax) 

http://www.aabt.org 


Beck Institute for Cognitive Therapy and 
Research 

One Belmont Avenue 

Suite 700 

Bala Cynwyd, PA 19004-1610 

(610) 664-3020 

(610) 664-4437 (fax) 

http://www.beckinstitute.org 


National Alliance For Research on 
Schizophrenia and Depression 

60 Custer Mill Road 

Suite 404 

Great Neck, NY 11021 

(800) 829-8289 

(516) 487-6930 (fax) 

http://www.narsad.org 


National Alliance on Mental Illness 
2107 Wilson Boulevard 

Suite 300 

Arlington, VA 22201-3042 

(800) 950-6264 

(703) 524-7600 

(703) 524-9094 (fax) 
http://www.nami.org 


National Association for the Advancement of 
Psychoanalysis 

80 Eighth Avenue 

Suite 1501 

New York, NY 10011 

(212) 741-0515 

(212) 366-4347 (fax) 

http://www.naap.org 


National Association of Cognitive-Behavioral 
Therapist 

102 Gilson Avenue 

Weirton, WV 26062 

(800) 853-1135 

(304) 723-3982 (fax) 

http://www.nacbt.org 


National Institute of Mental Health (NIHM) 
Public Information and Communications Branch 
6001 Executive Boulevard 

Room 8184, MSC 9663 

Bethesda, MD 20892-9663 

(866) 615-6464 (toll-free) 
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(301) 443-4513 
(301) 443-4279 (fax) 
http://www.nimh.nih.gov 


National Mental Health Association 
2000 N. Beauregard Street 

6th Floor 

Alexandria, VA 22311 

(800) 969-6642 

(703) 684-5968 (fax) 
http://www.nmha.org 


National Mental Illness Screening Project 
One Washington Street 

Suite 304 

Wellesley Hills, MA 02481 

(781) 239-0071 

(781) 431-7447 (fax) 

http://www.nmisp.org 


Psychonomic Society 

1710 Fortview Road 

Austin, TX 78704 

(512) 462-2442 

(512) 462-1101 (fax) 
http://www.psychonomic.org 


U.S. Department of Health and Human 
Services 

200 Independence Avenue SW 

Washington, DC 20201 

(877) 696-6775 (toll-free) 

(202) 619-0257 

http://www.hhs.gov 


MENTAL HEALTH: 
CHILDREN AND ADOLESCENTS 


American Academy of Child and Adolescent 
Psychiatry 

3615 Wisconsin Avenue NW 

Washington, DC 20016-3007 

(202) 966-7300 

(202) 966-2891 (fax) 

http://www.aacap.org 


American Academy of Pediatrics 
141 Northwest Point Boulevard 

Elk Grove Village, IL 60007-1098 
(847) 434-4000 

(847) 434-8000 (fax) 
http://www.aap.org 


Federation of Families for Children’s Mental 
Health 

9605 Medical Center Drive 

Suite 280 

Rockville, MD 20850 

(240) 403-1901 

(240) 403-1909 

http://www.ffcmh.org 


MENTAL RETARDATION 


American Association on Intellectual and 
Developmental Disabilities 

444 North Capital Street NW 

Suite 846 

Washington, DC 20001-1512 

(202) 387-1968 

(202) 387-2137 (fax) 

http://www.aamr.org 


Association for Retarded Citizens (ARC) 
1010 Wayne Avenue 

Suite 650 

Silver Spring, MD 20910 

(301) 565-3842 

(301) 565-3843 (fax) 

(301) 565-5342 (fax) 

http://www.thearc.org 


National Down Syndrome Congress 
1370 Center Drive 

Suite 102 

Atlanta, GA 30338 

(800) 232-NDSC 

(770) 604-9500 

(770) 604-9898 
http://www.ndsccenter.org 


NUTRITION (SEE ALSO EATING DISORDERS) 


American Dietetic Association 
120 South Riverside Plaza 

Suite 2000 

Chicago, IL 60606-6995 

(800) 877-1600 

http://www. eatright.org 


Food and Nutrition Information Center 
National Agricultural Library 

10301 Baltimore Avenue 

Room 105 

Beltsville, MD 20705 
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(301) 504-5414 
(301) 504-6409 (fax) 
http://fnic.nal.usda.gov 


OBESITY 


American Society for Bariatric Surgery 
100 SW 75th Street 

Suite 201 

Gainesville, FL 32607 

(352) 331-4900 

(352) 331-4975 (fax) 

http://www.asbs.org 


OBSESSIVE-COMPULSIVE DISORDER 
(See also ANXIETY DISORDERS; PHOBIAS) 


Obsessive-Compulsive Foundation 
676 State Street 

New Haven, CT 06511 

(203) 401-2070 
http://www.ocfoundation.org 


PARKINSON’S DISEASE 


American Parkinson’s Disease Association 
135 Parkinson Avenue 

Staten Island, NY 10305 

(800) 223-2732 

(718) 981-8001 

(718) 981-4399 (fax) 
http://www.apdaparkinson.org 


Parkinson’s Disease Foundation 
1359 Broadway 

Suite 1509 

New York, NY 10018 

(800) 457-6676 

(212) 923-4700 

(212) 923-4778 (fax) 
http://www.pdf.org 


PHOBIAS 
(SEE ALSO ANXIETY DISORDERS) 


Anxiety Disorders Association of America 
8730 Georgia Avenue 

Suite 600 

Silver Spring, MD 20910 

(240) 485-1001 

(240) 485-1035 

http://www.adaa.org 


Anxiety Disorders Special Interest Group 
http://www.aabt-anxietysig.org 


National Mental Health Association 
200 N. Beauregard Street 

6th Floor 

Alexandria, VA 22311 

(800) 969-6642 

(703) 684-5968 (fax) 
http://www.nmha.org 


Phobics Anonymous 
P.O. Box 1180 

Palm Springs, CA 92263 
(760) 322-2673 


POST-TRAUMATIC STRESS DISORDER 
(PTSD) (See also ANXIETY DISORDERS) 


Anxiety Disorders Association of America 
8730 Georgia Avenue 

Suite 600 

Silver Spring, MD 20910 

(240) 485-1001 

(240) 485-1035 

http://www.adaa.org 


SCHIZOPHRENIA 


National Alliance for Research on 
Schizophrenia and Depression 

60 Cutter Mill Road 

Suite 404 

Great Neck, NY 11021 

(800) 829-8289 

(516) 487-6930 (fax) 

http://www.narsad.org 


SELF-HELP AND SUPPORT GROUPS 


National Self-Help Clearinghouse 

Graduate School and University Center of the City 
University of New York 

365 5th Avenue 

Suite 3300 

New York, NY 10016 

(212) 817-1822 

http://www.selfhelpweb.org 


Recovery, Inc. 
802 North Dearborn Street 
Chicago, IL 60610 
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(312) 337-5661 
(312) 337-5756 (fax) 
http://www.recovery-inc.com 


SEXUALLY TRANSMITTED DISEASES 


American Academy of Dermatology 
P.O. Box 4014 

Schaumburg, IL 60168-4014 

(866) 503-7546 (toll-free) 

(847) 240-1859 

http://www.aad.org 


American Social Health Association 
P.O. Box 13827 

Research Triangle Park, NC 27709 

(919) 361-8400 

(919) 361-8425 
http://www.ashastd.org 


CDC National Prevention Information 
Network (NPIN) 

P.O. Box 6003 

Rockville, MD 20849-6003 

(800) 458-5231 

(888) 282-7681 (fax) 

http://www.cdcnpin.org 


Division of STD Prevention (DSTDP) 
Centers for Disease Control and Prevention 
1600 Clifton Road 

Atlanta, GA 30333 

(404) 639-3311 

http://www.cdc.gov/std 


The Herpes Resource Center 

2990 Panorama Drive 

North Vancouver, BC, Canada V7G 2A4 
(604) 437-7374 
http://www.herpesresourcecenter.com 


Sexual Function Health Council 
American Foundation for Urologic Disease 
1000 Corporate Boulevard 

Linthicum, MD 21090 

(866) 746-4282 (toll-free) 

(410) 689-3700 

(410) 689-3800 (fax) 
http://www.afud.org 


SIECUS (Sexuality Information and 
Education Council of the U.S.) 

130 West 42nd Street 

Suite 2500 

New York, NY 10036 

(212) 819-9770 

(212) 819-9776 (fax) 

http://www.siecus.org 


STD Information and Referrals 
(800) 232-4636 
(888) 232-6348 (TTY) 


SLEEP 


American Sleep Apnea Association 
1424 K Street NW 

Suite 302 

Washington, DC 20005 

(202) 293-3650 

(202) 293-3656 (fax) 
http://www.sleepapnea.org 


American Sleep Association 

614 South 8th Street 

Suite 282 

Philadelphia, PA 19147 

(443) 593-2285 (phone/fax) 
http://www.americansleepassociation.org 


Narcolepsy Network (NA) 

79 Main Street 

North Kingstown, RI 02852 

(888) 292-8522 (toll-free) 

(401) 667-2523 

(401) 633-6567 
http://www.narcolepsynetwork.org 


National Sleep Foundation 
1522 K Street NW 

Suite 500 

Washington, DC 20005 

(202) 347-3471 
http://www.sleepfoundation.org 


SMOKING 


Office on Smoking and Health 

Centers for Disease Control and Prevention 
1600 Clifton Road 

Atlanta, GA 30333 


Resources 503 





(800) CDC-1311 (toll-free) 
(404) 639-3311 
http://www.cdc.gov/tobacco 


SOCIAL PHOBIA/SOCIAL ANXIETY 
(See also ANXIETY DISORDERS) 


Social Phobia/Social Anxiety Association 
http://www.socialphobia.org 


SOCIAL WORKERS 


National Association of Social Workers 
750 First Street NE 

Suite 700 

Washington, DC 20002-4241 

(202) 408-8600 
http://www.socialworkers.org 


STRESS 


American Institute of Stress 
124 Park Avenue 

Yonkers, NY 10703 

(914) 963-1200 

(914) 965-6267 (fax) 
http://www.stress.org 


International Society for Traumatic Stress 
60 Revere Drive 

Suite 500 

Northbrook, IL 60062 

(847) 480-9028 

(847) 480-9282 (fax) 

http://www. istss.org 


Stress Reduction Program 

University of Massachusetts Medical Center 
55 Lake Avenue North 

Worcester, MA 01655 

(508) 856-2656 


SUBSTANCE ABUSE 
(See also ADDICTION) 


American Council for Drug Education (CDE) 
164 West 74th Street 

New York, NY 10023 

(800) 488-3784 

http://www.acde.org 


American Society of Addiction Medicine 
(ASAM) 

4601 North Park Avenue 

Arcade Suite 101 

Chevy Chase, MD 20815 

(301) 656-3920 

(301) 656-3815 (fax) 

http://www.asam.org 


Center for Substance Abuse Prevention 
1 Choke Cherry Road 

Rockville, MD 20857 
http://www.samhsa.gov 


Cocaine Anonymous World Services 
(CAWS) 

3740 Overland Avenue 

Suite C 

Los Angeles, CA 90034 

(310) 559-5833 

(310) 559-2554 (fax) 

http://www.ca.org 


SUICIDE 


American Association of Suicidology 
5221 Wisconsin Avenue NW 
Washington, DC 20015 

(202) 237-2280 

(202) 237-2282 (fax) 
http://www.suicidology.org 


American Foundation for Suicide 
Prevention 

120 Wall Street 

22nd floor 

New York, NY 10005 

(888) 333-AFSP (toll-free) 

(212) 363-3500 

(212) 363-6237 (fax) 

http://www.afsp.org 


Suicide Prevention Action Network USA 
1025 Vermont Avenue NW 

Suite 1066 

Washington, DC 20005 

(202) 449-3600 

(202) 449-3601 (fax) 
http://www.spanusa.org 
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VOLUNTEERISM 


Volunteer Management Associates 
320 South Cedar Brook Road 

Boulder, CO 80304 

(720) 304-3637 

(720) 304-3638 (fax) 
http://www.volunteermanagement.com 


WOMEN’S HEALTH 


National Women’s Health Resource Center 
157 Broad Street 

Suite 315 

Red Bank, NJ 07701 

(877) 986-9472 
http://www.healthywomen.org 


A 
AAMI. See age-associated memory 
impairment 
aberration 1 
abnormal 1 
abortion 1-2, 2t, 354, 378 
Abraham, Karl 3, 147 
abreaction 3 
abstract thought 3 
abuse. See sexual abuse 
acceptance 3 
access to care 3 
accommodation 3 
acculturation 4-5, 340 
ACE inhibitors 223 
acetylcholine 5, 43, 99 
acquired immunodeficiency syndrome 
(AIDS) 5-9, 6t, 7t. See also human 
immunodeficiency virus 
ATIS 223-224 
AZT 6l 
condom 119 
“safe sex” 381-382 
SMI 401-402 
Western blot test 468 
zidovudine 476 
acrophobia 9 
ACTH. See adrenocorticotropic hormone 
acting out 9-10 
activity therapy 10 
actualization 10, 10 
acupressure 10, 281 
acupuncture 10-11, 178, 218 
ADA (Americans with Disabilities Act) 
34-35 
Adapin 11. See also doxepin 
hydrochloride 
adaptation 11 
adaptive behavior scale 11 
addiction 11. See also substance abuse; 
specific addictions, e.g.: alcoholism and 
alcohol dependence 
cocaine 107-109 
dependency 145 
eating disorders 170 
gambling 199-201 
heroin 220 
opioid substance abuse 326 
random drug testing 367 


INDEX 


sex addiction 402-403 
smoking 415-419 
tobacco 454-455 
withdrawal effects 468-469 
work addiction 469-470 
addictive personality 11-12 
additive effect 12 
Ader, Robert 359 
ADHD. See attention-deficit/hyperactivity 
disorder 
ADIS (Anxiety Disorders Interview 
Schedule) 54 
adjustment disorders 12 
Adler, Alfred 12, 39, 72, 195 
adolescents 
Al-Anon/Alateen 27 
conduct disorder 119-120 
depression 148-149 
gambling 201 
inhalants 251 
loneliness 271 
peer group 336 
peer pressure 336-337 
puberty and puberty rites 365-366 
schizophrenia 384, 386 
suicide 438 
adoption 12-15, 15t 
adrenal cortex 15, 15, 135 
adrenal gland 15 
adrenaline 15, 16, 184, 189, 426. See 
also epinephrine 
adrenergic block agents 15-16 
adrenergic drugs 16 
adrenergic system 16 
adrenocorticotropic hormone (ACTH) 
15, 16 
Adrian, Edgar 82 
adult day care 137-138 
advance directive 140 
advantage by illness 16 
aerosols 250 
affect 16, 74, 191 
affective disorders 16-18, 69-70, 90, 168. 
See also specific disorders, e.g.: depression 
affective flattening 18-19 
affirmation 19 
African Americans 
AIDS 6 
civil rights 103 
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gonorrhea 207-208 
homelessness 226, 227 
minorities and mental health 298 
syphilis 444 
agape 19 
age-associated memory impairment 
(AAMI) 33, 285 
age discrimination 20-21, 62-63 
aggression 19-20 
bullies 84 
escalation of provocation 182 
excitation transfer 183-184 
hostility 236 
passive-aggressive personality 
disorder 335 
road rage 377-378 
aging iv, 20-21, 21t. See also geriatric 
entries; geropsychiatry; older adults 
adult day care 137-138 
Alzheimer’s disease 32-34 
caregivers 88-89 
DSSI 166 
elderly parents 172-173 
geropsychiatry 205 
menopause 285-286 
mid-life crisis 293 
Pick’s disease 345 
respite care 376 
senility 395 
stroke 430 
suicide 438 
sundowning/sundown syndrome 
439 
agitation 21-22 
agnosia 22 
agonist 22 
agoraphobia 22-26, 49, 51-52, 134, 344 
aha experience 26 
AIDS. See acquired immunodeficiency 
syndrome 
AIDSinfo 27 
AIDS-related complex (ARC) 27 
air pollution 179 
akathisia 27 
Al-Anon/Alateen 27 
alcohol 67, 163, 278, 330, 342 
Alcoholics Anonymous 31 
alcoholism and alcohol dependence 
28-31, 28t-30t 
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alcoholism and alcohol dependence 
(continued) 
agoraphobia 26 
Al-Anon/Alateen 27 
Antabuse 42 
codependency 109 
delirium tremens 143 
detoxification 152 
disulfiram 158 
FASD 189-190 
gambling 200 
genetic disorders 204 
hangover 213 
Korsakoff’s syndrome 261-262 
nutrition 316 
SMI 401 
thiamine deficiency 452 
Alexander, F. Matthias 31 
Alexander technique 31-32 
alexithymia 32 
algolagnia 32 
alienation 32 
alogia 32 
alpha blockers 15-16, 223 
alprazolam 24-26, 32, 201-202, 331, 
474 
alternative medicine. See complementary 
and alternative medicine 
Alzheimer, Alois 33 
Alzheimer’s disease 32-34, 33t 
acetylcholine 5 
aging 20 
dementia 143, 144 
music therapy 306-307 
PD 334 
PET 347 
Amaral, David 37 
Ambien 34 
ambisexuality 34 
ambivalence 34 
amentia 34 
American Association on Mental 
Retardation (AAMR) 289, 290 
American Indians. See Native Americans 
Americans with Disabilities Act (ADA) 
34-35 
amine 18, 35, 78 
amineptine 35 
amino acid 271-272, 337 
Amitid 36. See also amitriptyline 
amitriptyline 36, 36, 171, 176 
amnesia 36, 157, 198, 357-358 
amok 36 
amoxapine 36, 55 
amphetamine drugs 36-37, 45, 463 
amphetamine psychosis 37 
amygdala 37-38 
anabolic steroids 38, 425 
Anafranil 38. See also clomipramine 
anal character 38 
anal fantasy 38 
analgesia 38-39 
anal stage 39, 194 
analysand 39 


analyst 39 
analytical psychology 259 
Anatomy of an Illness (Cousins) 124, 264 
Anatomy of Melancholy 39 
Androcure 135 
anger 8, 39-41, 183-184, 377-378 
angina pectoris 41 
angst 41 
anhedonia 41-42 
anniversary reaction 42, 208 
anomaly 42 
anomie 42 
anorexia nervosa 169-170 
anorgasmia 42, 267 
ANS. See autonomic nervous system 
Antabuse 42. See also disulfiram 
antianxiety medications 42-43, 242, 
299, 342, 456. See also benzodiazepine 
drugs; beta adrenergic-receptor 
blockers; specific medications, e.g.: 
diazepam 
anticholinergic medications 43 
anticipatory anxiety 43 
anticonvulsant medications 43, 46, 88, 
106, 181, 343 
antidepressant medications 43—46, 43t. 
See also specific classes of antidepressants, 
e.g.: monoamine oxidase inhibitors; 
specific medications, e.g.: Xanax 
brain chemistry 78 
developmental disorders 154 
gambling 201 
headaches 217 
L-tryptophan 271-272 
metabolic syndrome 291 
pharmacological approach 342 
PTSD 349 
titration 454 
antimanic medications 46, 270 
antipsychotic medications 27, 46-47, 
387. See also “atypical” antipsychotic 
medications; specific medications, e.g.: 
butyrophenones 
antiretroviral medications 7 
antisocial personality disorder 10, 
47-48 
anxiety 48-49. See also specific forms of 
anxiety, e.g.: anticipatory anxiety 
anxiety disorders 49-54, 49t, 95-96, 
134, 213, 389. See also panic attacks 


and panic disorder; specific disorders, e.g.: 


acrophobia 

Anxiety Disorders Interview Schedule 
(ADIS) 54 

anxiogenic 54 

anxiolytics. See antianxiety medications 

apathy 54 

aphasia 54 

aphonia 54 

appropriate services 54-55 

apraxia 55 

ARC (AIDS-related complex) 27 

aromatherapy 55 

art therapy 55 


Asendin 55. See also amoxapine 

Asian Americans 6, 298 

asociality 55 

Asperger’s syndrome 152 

assertive community treatment 56 

assertiveness training 56 

assessment 56 

assignment 56 

assisted pregnancy 351 

assisted suicide. See physician-assisted 
suicide 

association, free 56 

astereognosis 56 

asthenic personality 56 

ataque de nervios 56-57 

ATIS (HIV/AIDS Treatment Information 
Service) 223-224 

Ativan 57, 271. See also lorazepam 

attentional impairment 57 

attention-deficit/hyperactivity disorder 
(ADHD) 96, 152-155, 377. See also 
hyperactivity 

attitude 57 

“atypical” antidepressant medications 
46 

“atypical” antipsychotic medications 47, 
57-58, 57t, 204, 387, 476 

aura 58 

autism spectrum disorders (ASD) 152 

autogenic training 58 

autoimmune disorders 58, 305, 386- 
387 

autonomic nervous system (ANS) 16, 
58-59, 82, 442 

autonomy 59 

autosome 59 

autosuggestion 59 

Aventyl 59. See also nortriptyline 

aversion 59 

aversion therapy 59-60 

Aviator’s neurasthenia 312 

avoidant personality disorder 54, 60 

avolition 60 

awareness (self-awareness) 60, 258 

Ayres, A. Jean 395 

Ayurveda 60-61, 99-100 

AZT (azidothymidine) 5, 61, 476 


B 
“baby blues” 62 
baby boomers iv, 62-63 
Bach, Edward 230 
Bach flower remedies 230 
Bandura, Albert 391 
barbiturate drugs 63, 343 
Bardet-Biedl syndrome 63 
battered child syndrome 162 
BEAM. See brain electrical activity 

mapping 

Beauvoir, Simon de 303 
Beck, Aaron 110 
Beckwith-Wiedeman syndrome 63 
bedwetting 63-64 
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behavioral health care firm 64 
behaviorism 64, 467 
behavior therapy 64-66 
agoraphobia 25 
anxiety disorders 53 
assertiveness training 56 
aversion therapy 59-60 
biofeedback 69 
covert rehearsal 126 
covert reinforcement 126 
deconditioning 141 
depression 150 
desensitization 151 
exposure therapy 184 
feedback 189 
flooding 191-192 
implosive therapy 247 
modeling 300 
OCD 323 
panic attacks and panic disorder 
331 
positive reinforcement 347 
reinforcement 370-371 
SE 392 
Skinner, Burrhus Frederic 411- 
412 
systematic desensitization 445 
thought stopping 453 
benchmark 66 
Benjamin, Harry 457 
Benkert, Karoly Maria 231 
Benson, Herbert 66-67, 295, 350, 372 
benzodiazepine drugs 25, 26, 32, 67, 
67t, 110. See also specific drugs, e.g.: 
Ativan 
bereavement 67, 132, 208, 210 
Berent, Stanley 285 
Bernard, Claude 231 
Berne, Eric 456 
beta adrenergic-receptor blockers 15-16, 
67-68, 223, 355 
beta waves 82 
bibliotherapy 68 
bilis (cholera) 68 
binge eating disorder 68, 169 
binge/purge cycle. See bulimia 
bioavailability 68 
bioenergetics 68 
bioethics 182-183 
biofeedback 66, 69, 218 
biogenic amines 69 
biological clock 69, 345. See also 
circadian rhythms 
biological markers 69-70, 326, 454 
biorhythms 70, 103 
bipolar disorder 70-71 
affective disorders 16-17 
cyclothymia 135 
hypomanic episode 243 
lithium carbonate 270 
menstruation 288 
MHPG 453-454 
rapid cycling 369 
switching 441 


thyroid gland 454 
Zyprexa 476 
Birdwhistell, Ray L. 261 
birth control 71, 112, 119 
birth control pills 217 
birth defects 71-72, 74, 91, 189-190, 
203. See also congenital defects 
birth order 72-73 
birth trauma 368 
blended families 424 
Bleuler, Eugen 34, 41, 383, 423 
blocking 73 
blood brain barrier 73 
blood pressure 73 
blood tests 73-74 
“blues” 74 
blunted affect 74 
blunting. See affective flattening 
BMI (body mass index) 320-321 
“boarder” babies 74 
body image 74-75 
bioenergetics 68 
dieting 156 
dysmorphic disorder 167 
eating disorders 169-170 
exercise 184 
obesity 318-320 
body language 75, 75t, 261 
body mass index (BMI) 320-321 
body narcissism 75 
body therapies 75-76. See also specific 
therapies, e.g.: acupressure 
bondage 76 
bonding 76, 92 
boredom 76-77 
bouffée delirante 77 
brain 77-78 
amygdala 37-38 
blood brain barrier 73 
coma 112-113 
cranial nerves 126 
EEG 174 
encephalitis 176 
frontal lobe 197 
hypothalamus 243 
limbic system 269 
locus coeruleus 270 
PET 347 
prefrontal system 350 
psychosurgery 363 
brain chemistry 78, 314 
brain damage 78-79, 291, 292 
brain death 79, 139 
brain electrical activity mapping (BEAM) 
79, 82 
brain fog 79-80 
brain imaging 80, 347 
brain stem 77, 79 
brain syndrome, organic 80-81 
brain tumors 81 
brainwashing 81, 131 
brain waves 82 
breathing 82-83, 831, 242, 260 
Breuer, Josef 3 


brief psychotherapy 84 
Briquet’s syndrome 84, 422 
Browne, Richard 306 

bruxism 84, 448, 449 
bulimarexia 170 

bulimia 84, 169-171, 467 
bullies 84, 439 

Bullock, Kim D. 31 

bupropion hydrochloride 85, 468 
burnout 85-86 

Burton, Robert 39 

BuSpar 86 

buspirone hydrochloride 86 
“butterflies” in the stomach 86 
butyrophenones 86 





Cc 
cacolalia 87 
caffeine 87-88, 110, 215 
calcium channel blockers 223 
Callahan, Roger D. 453 
cancer 81 
cancer patients 254, 278, 411, 460 
cannabis 88 
Cannabis sativa 275 
Cannon, Walter B. 231 
carbamazepine 88, 448 
Carbolith. See lithium carbonate 
carbon dioxide sensitivity 88, 422 
caregivers 33-34, 88-89, 376, 430 
Carr, John A. 156 
Cartwright, Rosalind 412, 413 
case manager/case management 89, 105 
castration 89 
Catapres 106 
catastrophize 89-90 
catatonia 90 
catharsis 3, 90, 258 
cathexis 90 
CD4 cells 5 
Celexa 90 
central nervous system (CNS) 90 
cerebral cortex 79, 185 
cerebral palsy 79, 91 
cerebrospinal fluid (CSF) 78, 91 
certification 91 
cesarean section 92-93 
CFS. See chronic fatigue syndrome 
chakra 61 
Challela, Mary S. 157 
change of life 91 
checking 91 
chemotherapy 278 
chi (energy) 10, 408 
child abuse 142, 162, 227-228, 305- 
306 
childbirth 92-93 
“baby blues” 62 
bonding 76 
couvade 125 
postpartum depression 347 
postpartum psychosis 348 
surrogacy 441 
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children, adolescents and youth 93-97, 
94t, 398t 
anxiety disorders 52-54 
bedwetting 63-64 
birth order 72-73 
bonding 76 
breathing 83 
bullies 84 
criticism 129 
culture-related syndromes 134 
day care 136-138 
developmental disorders 152-155 
divorce 159-160 
Down Syndrome 164-165 
dysfunctional family 166-167 
family therapy 188 
foster homes 193 
homelessness 227-228 
hyperactivity 241 
intergenerational conflicts 253-254 
lead poisoning 265 
learning disabilities 265 
marijuana 275, 276 
money 301 
mutism 307 
nail biting 308 
night terror 315 
only children 324-325 
parenting 332-334 
peer group 336 
play therapy 346 
primal fantasies 353 
primal scene 353 
school phobia 388 
self-esteem 392 
self-injurious behaviors 393 
separation anxiety 397 
sibling rivalry 410 
SID 395-396 
sleepwalking 415 
suicide 438 
tantrums 447-448 
terrorism 450 
toilet training 455 
underachiever 461 
China White 151 
chiropractic medicine 97 
chlamydia 97-99, 98t 
chlordiazepoxide 99, 268, 452 
chlorpromazine 99 
cholinergic medications 99 
Chopra, Deepak 61, 99-100 
Christianity 273 
chromosome 59, 100, 145, 164, 204, 
474 
chronic fatigue immune dysfunction 
syndrome (CFIDS) 100 
chronic fatigue syndrome (CFS) 100- 
102, 313, 349 
chronic illness 91, 102-103, 304-305, 
430 
Churchill, Winston 225 
Cibalith. See lithium carbonate 
circadian rhythms 103, 257, 354, 408 


citalopram 90 
civil rights 103-104, 266, 367 
Civil Rights Act (1964) 103 
CJD. See Creutzfeldt-Jakob disease 
classical conditioning 119 
claustrophobia 24, 104 
client-centered therapy 3, 104, 378-379 
climate and mental health 104-105 
climate change. See global warming 
clinical depression. See major depression 
clinical psychology 105 
clinical social worker 105 
clinical trials 367-368 
clitoris 105-106 
clomipramine 38, 106 
clonazepam 106, 261 
clonidine 106 
clorazepate 106, 457 
Clorazil 106-107 
clozapine 47, 106-107 
club drugs 107 
cluster headaches 215, 270 
Clytemnestra complex 107 
CNS (central nervous system) 90 
COBRA (Consolidated Omnibus Budget 
Reconciliation Act) 121 
cocaine 107-109, 1087, 109¢, 126, 192 
codeine 109 
codependency 109-110, 176 
cofactors 110 
coffee 110 
cognitive behavior therapy 201 
cognitive dysfunction 110 
cognitive testing 296 
cognitive theory 147 
cognitive therapy 110-111, 150, 224— 
225, 331 
coital death 111 
coitus 111 
clitoris 105-106 
dyspareunia 168 
HIV 238 
hyperventilation 242 
incest 247 
menstruation 287-288 
pregnancy 352 
coitus condomatus 112 
coitus interruptus 111, 112 
Colligan, Douglas 359 
colon 255-256 
color 112 
coma 112-113 
commitment 113 
communication 75, 113-115, 114¢, 120, 
261, 269 
comorbidity 71, 115 
compensation 115 
competency to stand trial 267 
competition 115 
complementary and alternative medicine 
8, 83, 115-117, 217-218. See also specific 
therapies, e.g.: acupressure 
complex 117-118. See also specific 
complexes, e.g.: inferiority complex 


compliance 118 

compulsions 261, 322, 408-409 

computerized axial tomography (CAT) 
80 

computers 118, 254-255 

concurrent therapy 118 

conditioned response 335 

conditioning 64, 81, 118-119, 335 

condom 71, 119, 238 

conduct disorder 47-48, 119-120 

confidentiality 266 

conflict resolution 120, 120t 

congenital defects 79, 120 

conscience 120 

consent, informed 121 

Consolidated Omnibus Budget 
Reconciliation Act (COBRA) 121 

constipation 121 

contraception. See birth control 

contract 121-122 

contraindication 122 

control 122 

control group 122 

conversion reaction 122 

convulsions 43, 122 

coping 122-123 

corticotropin. See adrenocorticotropic 
hormone 

cortisol 69-70, 123, 135, 148 

cosmetic surgery 21, 390 

cotherapy 123, 365 

counseling 123-124 

countertransference 124 

couples counseling 124 

Cousins, Norman 57, 124-125, 264 

couvade 125, 351 

covert modeling 125 

covert rehearsal 126 

covert reinforcement 126 

crack 108, 126 

cranial nerves 126 

crank 126. See also methamphetamines 

creativity 126-128, 184 

Creutzfeldt-Jakob disease (CJD) 128- 
129, 128t 

crime 93, 348 

criminal trials 266-267 

crisis 129 

criticism 129-130 

Crocker, Allen C. 157 

cross-dressing. See transvestitism 

crowding 130 

crying 130 

CSF. See cerebrospinal fluid 

cults 81, 131 

culture-related syndromes 1, 131-135, 
1331, 134t, 202, 405, 446, 458-459. See 
also specific syndromes, e.g.: amok 

culture shock v, 293-294 

Cushing’s syndrome 135 

cyberspace relationships 254-255 

cyclothymia 17, 135, 441 

Cymbalta 135. See also duloxetine 

cyproterone acetate 135 
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D 
Dalmane. See flurazepam 
dance therapy 136 
Darvon 136 
date rape 107, 368 
dating 136, 136t 
day care 136-138, 138t 
daydreaming 138 
day treatment 138. See also partial 
hospitalization 
DBS (deep brain stimulation) 141 
deadlines 138-139 
deafness and hearing loss 139 
death 139-141 
bereavement 67 
brain death 79 
end of life issues 177-178 
euthanasia 183 
grief 208 
hospice 233-235 
pets 341 
suicide 435-439 
terminal illness 449 
decision making 141 
decompensation 141 
deconditioning 141 
deep brain stimulation (DBS) 141 
deep sleep 412 
deep tissue massage 281 
Deer, Patricia 281 
defense mechanisms 141-142 
compensation 115 
decompensation 141 
denial 144-145 
DFS 142 
ego 171 
identification 245-246 
projection 354 
rationalization 369 
regression 370 
repression 375 
resistance 376 
Sullivan, Harry Stack 439 
Defensive Functioning Scale (DFS) 
142 
déja vu 142 
delibidinization 142 
delirium 143 
delirium tremens 143 
delta-9-tetrahydrocannabinol (THC) 
214, 276-278 
delta sleep 412 
delta waves 82 
delusion 143 
dysmorphic disorder 167 
folie a deux 192 
formication 192 
ideas of influence 245 
irrational beliefs 255 
megalomania 284 
paranoia 331-332 
schizophrenia 384-385 
thought disorders 453 
delusional jealousy 143 


dementia 143-144 
Alzheimer’s disease 33 
mercury poisoning 291 
multi-infarct dementia 304 
PD 334 
pseudodementia 355 
senility 395 
sundowning/sundown syndrome 
439 
Demerol 144. See also meperidine 
denial 142, 144-145, 208 
deoxyribonucleic acid (DNA) 145 
dependency 11, 37, 87, 145, 357, 
441-442 
dependent personality disorder 145 
depersonalization 145, 158, 453 
Deprenyl 145-146. See also selegiline 
depressants 30, 146, 468 
depression vi, 146-150, 150t. See also 
specific depressions, e.g.: endogenous 
depression 
affective disorders 16 
brain chemistry 78 
children, adolescents and youth 
96 
culture-related syndromes 132 
DBS 141 
dysphoric mood 168 
ECT 174 
endocrine disorders 177 
flat affect 191 
GDRS 205 
Healthy People 2010 218 
helplessness 219 
hopelessness 232 
hypersomnia 241 
hyperthyroidism 242 
insomnia 252 
learned helplessness 265 
manic-depressive disorder 275 
metabolic syndrome 291 
methamphetamines 292 
minorities and mental health 298 
NARSAD 309 
neurotransmitters 314 
norepinephrine 315 
OCD 322-323 
phobia 344 
pregnancy 351 
pseudodementia 355 
REM sleep 375 
serotonin 402 
sleep therapy 414-415 
stroke 430 
thyroid gland 454 
thyrotropin-releasing hormone test 
454 
TMS 457 
VNS 464-465 
Depression and Related Affective 
Disorders Association (DRADA) 150 
deprogramming 131 
depth psychology 151 
derealization 151, 453 


desensitization 25, 65, 151, 191-192, 
445. See also deconditioning; exposure 
therapy; systematic desensitization 

“designer drugs” 151 

desipramine 151, 315 

Desyrel 151-152. See also trazodone 

detoxification 152, 291 

developmental delays 164-165, 193, 
289 

developmental disorders 91, 152-155, 
163-165, 193, 241 

DeVryer, Miepje 316 

dexamethasone suppression test (DST) 
70 

Dexedrine 241 

dextroamphetamine 155 

dextropropoxyphene hydrochloride 136 

DFS (Defensive Functioning Scale) 142 

dhat 155 

diabetes 58, 113, 318 

Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition (DSM-IV) 
155-156, 289 

diagnostic evaluation 156 

dialysis 152 

Diana complex 156 

diaphragmatic breathing 82, 83 

diazepam 156, 202, 465 

diet. See nutrition 

Dietary Guidelines for Americans 322 

dieting 156, 169 

DiMario, Francis, Jr. 83 

disabilities 156-157 

disability payments. See Social Security 
disability 

disorientation 157 

dissociative disorders 157-158 

amok 36 

defense mechanisms 142 
depersonalization 145 
fugue 198 

MPD 304 

pibloktog 345 
self-injurious behaviors 393 
split personality 423 

dissociative identity disorder. See multiple 
personality disorder 

dis-stress 158 

disulfiram 42, 108, 158 

diuretics 223 

diversity 158 

divorce 158-160, 1591, 375 

dizziness 160 

DNA. See deoxyribonucleic acid 

domestic violence 160-162, 161t, 
188-189 

dopamine 162 

antipsychotic medications 47 
depression 148 

marijuana 277 

PD 334 

prolactin 354 

schizophrenia 387 

tardive dyskinesia 448 
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Dopar. See levodopa 
Doral 162 
Dossey, Larry 162-163, 165-166, 350 
Down, John Langdon 164 
downers 163 
Down Syndrome 100, 163-165, 164t 
doxepin hydrochloride 11, 165, 411 
DRADA (Depression and Related 
Affective Disorders Association) 150 
dream analysis 165 
dreaming 165-166 
magical thinking 273 
nightmare 314-315 
REM sleep 375 
sleep 413 
symbolism 442 
wish fulfillment 468 
drug interactions 45, 85, 442 
drug testing 122, 183 
DSM-IV. See Diagnostic and Statistical 
Manual of Mental Disorders, Fourth 
Edition 
DSSI (Duke Social Support Index) 166 
dual diagnosis 115, 166 
dual-orgasm theory 195, 466 
dual sex therapy 166 
Duke social support and stress scale 
(DUSOCS) 187 
Duke Social Support Index (DSSI) 166 
duloxetine 166 
durable power of attorney 140-141 
Duralith. See lithium carbonate 
Durham rule 266t 
dysfunctional family 166-167, 188-189, 
206 
dyskinesia 167 
dyslexia 167 
dysmenorrhea 167 
dysmorphic disorder 167 
dyspareunia 168 
dysphoric mood 168, 302 
dyssomnia 168 
dysthymic disorder 17, 168 
dystonic reaction 168 


E 
EAPS. See employee assistance programs 
Eastern massage 281 
eating disorders 68, 96, 169-170, 467. 

See also bulimia 

ECG. See electrocardiogram 
echolalia 170 
echopraxia 171 
Ecstasy (MDMA) 107, 151, 212, 401 
ECT. See electroconvulsive therapy 
Edelberg, David 115 
EEG. See electroencephalogram 
Effexor 171 
ego 171, 194, 308 
ejaculation 171, 468 
EKG. See electrocardiogram 
Elavil 171. See also amitriptyline 
Eldepryl 171. See also selegiline 


elderly parents 172-173, 173t, 177-178, 
210, 325, 382 
Electra complex 89, 173 
electrocardiogram (ECG, EKG) 173-174 
electroconvulsive therapy (ECT) 150, 
174 
electroencephalogram (EEG) 79, 82, 
139, 174, 339 
ELISA test 174, 468 
Ellis, Albert 76, 110 
EMDR (eye movement desensitization 
and reprocessing) 185 
emotional charge 174 
Emotional Health Anonymous 174-175 
emotions 175, 257 
empathy 175 
employee assistance programs (EAPS) 
175-176 
employment. See workplace 
empty nest syndrome 176 
enabler 176 
encephalitis 176 
encounter group 176 
Endep 176. See also amitriptyline 
endocrine disorders 176-177 
endocrine system 177, 233, 345, 380 
endocrinology 177 
end of life issues 177-178. See also 
hospice 
death 140-141 
elderly parents 172-173 
ethics 182-183 
hospice 233-235 
Surrogate Act 441 
terminal illness 449 
endogenous 178 
endogenous depression 178 
endorphins 178, 184, 264, 380 
enkephalins 178 
environment 148, 179, 410-411 
envy 179, 257 
enzyme-linked immunosorbent assay. See 
ELISA test 
enzymes 180 
epidemic 180 
epidemic anxiety 180. See also mass 
hysteria 
epidemiologic survey 180 
epididymitis 207 
epilepsy 58, 180-182, 391, 448. See also 
temporal lobe epilepsy 
epinephrine 15, 182. See also adrenaline 
Equanil 182. See also meprobamate 
erectile dysfunction 465 
Erikson, Erik H. 341 
erotica 346 
Esalen Institute 379 
Esalen massage 281 
escalation of provocation 182 
Eskalith. See lithium carbonate 
Eskimos 345 
estrogen 286, 287 
ethical drug 182, 342 
ethics 140, 177-178, 182-183, 183 


euphoria 183, 302 

Europe 6 

eustress 183 

euthanasia 178, 183 

euthymic mood 302 

Eutonyl 183. See also pargyline 

evening primrose oil 101 

Exceptional Cancer Patients (ECP) 411 

excitation transfer 183-184 

exercise 184, 222, 318, 427, 428 

exotica 346 

experiential family therapy 184 

experimental psychology 473 

explanatory model 131 

exposure therapy 25, 65, 184, 392. See 
also desensitization 

extrapyramidal system 184 

extroversion 184-185 

eye movement desensitization and 
reprocessing (EMDR) 185 

Eysenck, Hans 185 


F 
facial expression 261 
factitious disorder. See Munchausen’s 
syndrome 

faith healing 186 

familial 50, 186, 389 

family 186-187 
AIDS 8-9 
Al-Anon/Alateen 27 
birth order 72-73 
caregivers 88 
culture-related syndromes 132 
disabilities 157 
dysfunctional family 166-167 
foster homes 193 
friends/friendship 196 
GARF 206 
genetic counseling 203 
holiday depression 225 
homelessness 227 
intergenerational conflicts 253-254 
only children 324-325 
orthopsychiatry 327 
panic attacks and panic disorder 331 
parenting 332-334 
pregnancy 350 
remarriage 375 
respite care 376 
“sandwich” generation 382 
sibling rivalry 410 
stepfamilies 424 
stress 426-427 
suicide 435 

family history 187 

family therapy 187-188 
behavior therapy 66 
dysfunctional family 167 
experiential family therapy 184 
GARF 206 
psychotherapies 365 
PTSD 348-349 
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family violence 188-189 
fantasy 189, 353 
FASD (fetal alcohol spectrum disorder) 
189-190 
fear 7-8, 37, 189, 191, 425 
feedback 189 
Feldenkrais, Moshe 75-76 
Feldman, Daniel 462 
fentanyl 151 
Ferenczi, Sandor 34 
fetal alcohol effects (FAE) 72, 190 
fetal alcohol spectrum disorder (FASD) 
189-190 
fetal alcohol syndrome (FAS) 190 
fibromyalgia 190-191 
fight or flight response 182, 189, 191 
flashbacks 52, 191 
flat affect 191 
flooding 65, 191-192 
fluoxetine hydrochloride 192, 355 
fluphenazine 354 
flurazepam 192 
focusing 213-214 
folie à deux 192 
folk medicine 4, 116-117, 192, 219 
foot 370 
forgetting 192 
formication 192 
foster care adoption 13-14 
foster homes 193 
Fragile X syndrome 193, 474 
Frankl, Victor 270 
free association. See association, free 
free love 193-194 
Freud, Sigmund/Freudian theory 194— 
195 
Abraham, Karl 3 
Adler, Alfred 12 
advantage by illness 16 
anal stage 39 
analyst 39 
anger 40 
anhedonia 41 
anxiety disorders 50 
association, free 56 
complex 117-118 
depression 147 
dream analysis 165 
ego 171 
Electra complex 173 
genital stage 204 
hypnosis 242 
hysteria 244 
id 245 
instinct 253 
Jung, Carl 259 
Kohut, Heinz 261 
libido 268 
migration 293 
money 300 
nervous 311 
Oedipus complex 324 
personality disorders 339 
phallic stage 341 


pleasure principle 346 
psyche 356 
psychoanalysis 357 
psychosexual development 362 
Rat Man, case of 369 
Reich, Wilhelm 370 
religion 373 
resistance 376 
slips of the tongue 415 
suicide 437 
Victorianism 465-466 
wish fulfillment 468 
Frey, William 130 
friends/friendship 8-9, 195-197, 371 
frigidity 197 
frontal lobe 197, 350 
frottage 197 
frustration 197-198 
FSH (follicle stimulating hormone) 345 
fugue 157, 198, 358 
“futile treatment” 177-178 


G 

GABA (gamma-aminobutyric acid) 
201-202 

GAD. See generalized anxiety disorder 

galvanic skin response (GSR) 199 

gambling 199-201, 200t, 335 

gametophobia 280 

gamma-aminobutyric acid (GABA) 
201-202 

gamma hydroxybutyrate (GHB) 107 

gamophobia 280 

GARF (Global Assessment of Relational 
Functioning Scale) 206 

GAS. See general adaptation syndrome 

gay 202 

gay liberation movement 267 

GDRS (geriatric depression rating scale) 
205 

gender identity disorder 202, 457 

gender role 202, 328, 461 

Gendlin, Eugene 213 

gene 69-70, 100, 145, 202 

general adaptation syndrome (GAS) 
123, 183, 202-203, 394, 427 

generalized anxiety disorder (GAD) 48, 
50, 67, 95 

generic drug 203 

genetic counseling 203, 203t 


genetic disorders 72, 203-204, 339, 389. 


See also specific disorders, e.g.: Bardet- 
Biedl syndrome 

genetics. See heredity 

genital candidiasis 361 

genital herpes 220-221, 361 

genital stage 195, 204 

Geodon 204 

geriatric depression 204-205 

geriatric depression rating scale (GDRS) 
205 

geropsychiatry 205, 365 

gestalt psychology 205 


ghost sickness 205 

Gilman, Sid 285 

glass ceiling 205-206 

Global Assessment of Relational 
Functioning Scale (GARF) 206 

global warming 206 

glucose 154-155, 177, 243 

gonorrhea 206-208, 207t 

grand mal seizure 181 

Greeley, Andrew 374 

grief 40-41, 67, 130, 208, 299, 425 

group health plans 121 

group marriage 279-280 

group therapy 176, 209, 349, 357, 
364-365 

GSR (galvanic skin response) 199 

guardianship 209, 250 

guided imagery 209 

Guilford, J. P. 127 

guilt 132, 210 

guilty but mentally ill verdict 210 

Guthrie, Woody 240 


H 
habits 211 
habitual abortion 299 
hair pulling 211 
hakomi 211-212 
halazepam 212 
Halcion 212. See also triazolam 
Haldol 213 
hallucinations and hallucinogens 212 
LSD 272 
mescaline 291 
PCP 335-336 
peyote 341 
psychedelic 356 
schizophrenia 384 
haloperidol 213 
Hamilton Anxiety Rating Scale 213 
hangover 213 
happiness vi, 213 
hardiness 213-214 
Harris, Thomas A. 456 
Hart, Robert W. 419 
hashish 214 
Hatcher, David 298 
Hathaway, Starke Rosecrans 297 
“having it all” 214 
Hayworth, Rita 33 
HD (Huntington’s disease) 239-240 
headaches 214-218, 216t, 355 
Health and Human Services, U.S. 
Department of 27, 218-219 
health insurance 
COBRA 121 
complementary and alternative 
medicine 117 
job security 258 
managed care 274 
Medicaid 283 
Medicare 283 
MHPA 289 
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health maintenance organizations 
(HMOs) 274 
Healthy People 2010 218-219 
hearing 139 
Hearst, Patty 236 
heartbeat 173-174, 329, 446 
heart disease/heart attack 111, 124, 
254, 459 
heart disorders 41 
helplessness 219 
hemodialysis 152 
herbal medicine 116-117, 219, 219t, 
310, 425-426 
heredity 69-70, 100, 145, 147, 219-220 
heroin 220, 468 
herpes 220-221, 2201, 361 
high blood pressure 73, 106, 221-223, 
222t 
hippocampus 15, 277 
Hispanic Americans 298 
HIV. See human immunodeficiency virus 
HIV/AIDS Treatment Information Service 
(ATIS) 223-224 
HMOs (health maintenance 
organizations) 274 
hoarding 224-225, 224t 
hobbies 225 
holiday depression 225 
holistic medicine 225-226, 229-230. See 
also complementary and alternative 
medicine 
Holmes, Thomas H., I 183, 226, 268 
home-based services 226 
homelessness 226-229, 2271, 229t, 386 
homeopathy 229-230, 379 
homeostasis 230-231 
homosexuality 202, 231, 257, 267 
homosexual panic 231 
hope 231-232 
hopelessness 232-233 
hormone. See LH 
hormone replacement therapy 286 
hormones 19, 70, 148, 233, 345. See also 
endocrine entries; specific hormones, e.g.: 
epinephrine 
Horney, Karen 195 
hospice 233-235, 233t, 234t 
hospitalization 113, 235, 252 
hostages 235-236 
hostility 236, 377-378 
hot flashes 237-238 
hotlines 238 
huffing 251 
human immunodeficiency virus (HIV) 
238 
AIDS 5-9 
ARC 27 
ATIS 223-224 
“boarder” babies 74 
ELISA test 174 
substance abuse 434 
Western blot test 468 
humanistic psychology 239 
humor 239, 263-264 


Hunter’s syndrome 239 

Huntington’s disease (HD) 239-240 

Hurd, William W. 248, 249 

Hurler syndrome 240 

Hurricane Katrina v—vi, 240-241, 421, 
462 

Huss, Magnus 29 

hydrocephalus 78 

hydrocortisone. See cortisol 

hyperactivity 241 

hypericum 426 

hypersomnia 241 

hypertension. See high blood pressure 

hyperthyroidism 241-242 

hyperventilation 82-83, 242 

hypnosis 66, 242 

hypnotic drugs 34, 242 

hypochondriasis 132, 243 

hypoglycemia 243 

hypomanic episode 17, 243, 274 

hypothalamic-pituitary-thyroid (HPT) 
axis 70 

hypothalamus 69, 77, 243, 308, 345 

hypothyroidism 177, 242, 243 

hypoxia 79 

hysterectomy 243-244 

hysteria 244 


I 
iatrogenic psychiatric disorder 245 
IBS (irritable bowel syndrome) 255-256 
id 194, 245 
idealization 245 
ideas of influence 245 
ideas of reference 245 
identification 245-246 
identity 246 
idiot savant 246 
illicit drugs. See substance abuse 
illiteracy 246, 246t 
illness, physical. See physical illness 
illusion 246 
imipramine hydrochloride 246, 257, 455 
immigrants/immigration. See migration 
immune system 5, 58, 187, 246-247, 
359 
implosive therapy 65, 247 
impulse control disorders 247 
incest 247, 446 
independent living services 247 
Indian Ocean tsunami (December 2004). 
See tsunami 
indigestion 247-248, 248t 
individual psychology 12 
infants 74, 353, 435 
inferiority complex 248 
infertility 248-250 
informed consent 209, 250 
inhalants 250-251, 251t, 422 
inhibition 252 
inhibitory avoidance 252 
inkblot test. See Rorschach test 
inner ear 465 


inpatient hospitalization 252 
insanity 252, 2661, 272, 380 
insanity defense 266-267, 266t 
insight meditation 284 

insomnia 34, 252 

instinct 252-253 

insulin 113 

insulin-shock therapy 253 
insurance. See health insurance 
integration 253 

intelligence 253 

intelligence quotient (IQ) 253 
intelligence tests 253 
intergenerational conflicts 253-254 
international adoptions 14-15 
Internet 254-255 

interpersonal psychotherapy 254 
interpersonal theory 147 

intimacy 136, 254-255, 254t 
introversion 255 

intrusive symptoms 255 

in vivo therapy. See exposure therapy 
involutional melancholia 255 
iproniazid 255 

Iraq War (2003-— ) 349 

irrational beliefs 255 

irresistible impulse rule 266 
irritable bowel syndrome (IBS) 255-256 
Iscovitz, Todd 34 

isocarboxazid 256 
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Janimine 257. See also imipramine 
hydrochloride 
Janov, Arthur 353 
jealousy 196, 257, 410 
Jefferson, James 409 
Jensvold, Margaret F. 288 
jet lag 70, 257 
job. See workplace 
job change iv-v, 257-258 
job security 258, 264-265 
Johnson, Virginia. See Masters and 
Johnson 
Jorgensen, Christine 457 
journal keeping 258 
Jung, Carl 259 
analyst 39 
extroversion 185 
Freud, Sigmund 195 
inferiority complex 248 
libido 268 
religion 373 
juvenile delinquency. See conduct 
disorder 
juvenile justice system 96 
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Kabat-Zinn, Jon, Ph.D. 260 
Kahlbaum, Karl 90 
karoshi 260-261 
Kempf’s disease 231 
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Kennel, J. H. 76 

Kerman, Ariel 459 

Kevorkian, Jack 438 

kinesics 261 

Kirkbride, Thomas 369 

Klaus, M. H. 76 

kleptomania 261 

Klonopin 261. See also clonazepam 
Kobasa, Suzanne 214 

Kohut, Heinz 39, 261, 394 

Kope, Sally A. 249-250 

Korsakoff, Sergei 262 

Korsakoff’s syndrome 36, 261-262, 452 
Kraepelin, Emil 41, 90, 383 
Krafft-Ebing, Baron Richard von 381 
Krieger, Dolores 451 

Kübler-Ross, Elisabeth 449 


L 
labile 263 
laboratory tests 263, 454 
Lamaze, Fernand 92 
Lardinois, Claude K. 222 
Larodopa. See levodopa 
latency 194-195, 263 
Latinos 56-57, 68, 311 
laughter 124, 239, 263-264 
lay analyst 264 
layoffs 48-49, 264-265 
lead encephalopathy 265 
lead poisoning 93-94, 265 
Leana, Carrie 462 
lean muscle mass 321 
learned helplessness 265, 394 
learned optimism 265 
learning disabilities 265-266, 395 
learning theory 50 
least restrictive alternative 267 
legal issues 266-267, 266t 
ADA 34-35 
brain death 79 
certification 91 
civil rights 103-104 
commitment 113 
consent, informed 121 
death 139-141 
domestic violence 162 
ethics 182-183 
guardianship 209 
guilty but mentally ill verdict 210 
informed consent 250 
insanity 252 
MHPA 289 
Roe v. Wade 378 
sexual harassment 405 
Surrogate Act 441 
Legionnaire’s disease 410 
lesbianism 267 
leukotomy 197, 267 
levodopa 267-268 
LH (luteinizing hormone) 237, 345 
libido 194, 268. See also sex drive 
Librium 268. See also chlordiazepoxide 


life change self-rating scale 226, 268- 
269, 269t 

life expectancy 31 

limbic system 269 

Lincoln, Abraham 374 

listening 269, 269t 

Lithane. See lithium carbonate 

lithium (element) 288 

lithium carbonate (medication) 45, 46, 
270, 270t, 275 

living will 140, 172-173 

lobotomy 270. See also leukotomy 

Locke, Steven 359 

locus coeruleus 24, 88, 270 

logotherapy 270 

loneliness 225, 271, 466, 467 

longitudinal study 271 

lorazepam 57, 271 

love 19, 300, 322, 336, 341 

love object 271 

LSD. See lysergic acid diethylamide 

L-tryptophan 271-272 

Ludiomil 272 

lump in the throat 272 

lunacy 272 

lysergic acid diethylamide (LSD) 212, 
272 


M 
Maddi, Salvatore 213 
magic 273 
magical thinking 273 
magnetic resonance imaging (MRI) 80 
Maharishi Mahesh Yogi 99, 456 
mainstreaming 273-274 
major affective disorders 274 
major depression 16, 17, 270, 274 
malingering 274 
managed care 64, 274, 289 
mania 46, 106, 274-275, 284, 315 
manic-depressive disorder 275 
hypomanic episode 243 
lithium carbonate 270 
mania 274 
megalomania 284 
NDMDA 309 
rapid cycling 369 
thyrotropin-releasing hormone test 
454 
manic episode 17, 46, 392-393 
MAOIs. See monoamine oxidase 
inhibitors 
maprotiline 272, 275 
marijuana 88, 214, 275-278, 276t, 2771, 
433t 
Marinol 278 
marital therapy 278-279 
Marplan 279. See also isocarboxazid 
marriage 279-280 
agoraphobia 23 
divorce 158-160 
“having it all” 214 
marital therapy 278-279 


mothers 302-303 
open marriage 325-326 
pregnancy 351 
remarriage 375 
retirement 377 
unwed mothers 462-463 
Marsalid 255 
martial arts 446-447 
masked depression 280 
Maslow, Abraham 346 
masochism 280, 381 
massage therapy 280-282, 379, 408 
mass hysteria 282 
Masters, William H. See Masters and 
Johnson 
Masters and Johnson 166, 197, 327, 
395, 404, 423 
masturbation 282, 466 
mathematics anxiety 282-283 
Maury, Marguerite 55 
McDaniel, Susan 422 
McKinley, John Charnley 297 
MDMA. See Ecstasy 
Medicaid 283, 401-402 
medical imaging. See brain imaging 
medical marijuana 278 
Medicare 56, 274, 283 
Medicina Musica (Browne) 306 
meditation 283-284, 284t 
headaches 218 
Kabat-Zinn, Jon, Ph.D. 260 
t'ai chi 446-447 
TM 456-457 
Zen 476 
medulla oblongata 77 
megalomania 284 
melancholia 149, 284-285 
melatonin 306-307, 345 
Mellaril. See thioridazine 
memory 21, 33, 142, 192, 285, 388 
men 
castration 89 
chlamydia 98 
communication 114 
couvade 125 
pregnancy 351 
sex addiction 402-403 
menarche 285, 366 
meninges 77-78 
menopause 237-238, 285-286, 413 
menophobia 287 
menstruation 286-288 
dysmenorrhea 167 
headaches 216 
menarche 285 
menopause 285-286 
PMS 352-353 
premenstrual depression 352 
mental health iv, 288-289 
Mental Health Parity Act (MHPA) 289 
mental illness 289 
mental retardation 289-290 
adaptive behavior scale 11 
amentia 34 
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mental retardation (continued) 
Bardet-Biedl syndrome 63 
Beckwith-Wiedeman syndrome 63 
Down Syndrome 163-165 
Hunter’s syndrome 239 
Hurler syndrome 240 
XLMR 474 
mentor 206, 290 
meperidine 144, 290 
meprobamate 182, 290-291, 295 
Meprospan 291 
mercury poisoning 291 
mescaline 291, 341 
metabolic syndrome 291 
metabolism 77, 105, 263 
methadone 291, 468 
methamphetamines 107, 291-292 
methylphenidate. See Ritalin 
Meyer, Adolf 39 
MHPA (Mental Health Parity Act) 289 
MHPG (3-methoxy-4- 
hydroxyphenylglycol) 453-454 
MID. See multi-infarct dementia 
midbrain 77 
middle child 72 
mid-life crisis 293 
migraine headaches 58, 171, 215-217, 
460 
migration 4, 116-117, 293-294 
milieu therapy 294-295 
Miltown 295 
mind/body connections 295, 295t 
Alexander technique 31-32 
Ayurveda 60-61 
Benson, Herbert 66 
body therapies 75-76 
chiropractic medicine 97 
Chopra, Deepak 99-100 
conversion reaction 122 
Dossey, Larry 163 
faith healing 186 
guided imagery 209 
holistic medicine 225 
homeostasis 230-231 
massage therapy 280-282 
meditation 283-284 
PNI 359 
psychobiology 357 
Weil, Andrew 467 
yoga 475 
mindfulness meditation 260, 284 
Mini-Mental State Examination (MMSE) 
296 
Minnesota Multiphasic Personality 
Inventory (MMPI) 296-297 
minorities and mental health 297-299 
minor tranquilizers 299 
miscarriage 299-300 
mitral valve prolapse (MVP) 300 
MMPI (Minnesota Multiphasic 
Personality Inventory) 296-297 
MMSE (Mini-Mental State Examination) 
296 
M’Naghten Rule 266t 


modeling 65-66, 119, 125, 300 

money 257-258, 271, 300-301 

monoamine oxidase inhibitors (MAOIs) 
24, 25, 44-45, 301. See also specific 
MAOIs, e.g.: Eldepryl 

mood disorders 70-71, 135, 275, 301, 
352-353. See also affective disorders 

moods 178, 301-302 

Moody, Raymond 310 

morals 259, 302 

Moreno, J. L. 176, 357 

morning sickness 351 

morphine 220 

mothers 76, 302-303, 341, 455, 462— 
463 

mothers-in-law 303 

motion sickness 303-304 

MPD. See multiple personality disorder 

MRI (magnetic resonance imaging) 80 

MS (multiple sclerosis) 304-305 

MSBP (Munchausen Syndrome by 
Proxy) 305-306 

multifactorial genetic disorders 204 

multi-infarct dementia (MID) 144, 304 

multiple personality disorder (MPD) 
158, 304 

multiple sclerosis (MS) 304-305 

Munchausen’s syndrome 305 

Munchausen Syndrome by Proxy 
(MSBP) 305-306 

muscle contraction headaches 215 

muscle relaxants 306 

music therapy 306-307, 307t 

mutism 307 

MVP (mitral valve prolapse) 300 

myxdedema. See hypothyroidism 


N 

nabilone 278 

nail biting 308 

narcissism 75, 261, 308, 393 

narcolepsy 308 

narcotic drugs 291, 308 

Nardil 309. See also phenelzine 

National Alliance for Research on 
Schizophrenia and Depression 
(NARSAD) 309 

National Alliance for the Mentally Ill 
309 

National Center for Posttraumatic Stress 
Disorder 309 

National Depressive and Manic- 
Depressive Association (NDMDA) 309 

National Institute of Mental Health 
(NIMH) 309-310 

National Institute on Drug Abuse 310 

National Mental Health Association 310 

Native Americans 205, 219, 298-299 

natural childbirth 92 

naturopathy 310 

nausea 310, 351 

NDMDA (National Depressive and 
Manic-Depressive Association) 309 


near-death experiences 310-311 
nefazodone 402 
nerva/nervios 311 
nervous 86, 311 
nervous breakdown 311-312 
nervous habits 312 
neurasthenia 312 
neuroleptic 168, 312-313, 452 
neurological examination 263, 313 
neurology 313 
neuromyasthenia 313 
neuron 313 
neuropsychiatry 226, 313 
neuropsychological testing 313-314 
neurosis 314. See also psychoneurosis 
neurosurgery 314 
neurosyphilis 314 
neurotransmitters 314. See also specific 
neurotransmitters, e.g.: norepinephrine 
antidepressant medications 44 
biogenic amines 69 
biological markers 69 
brain chemistry 78 
depression 147-148 
ECT 174 
sympatholytic drugs 442 
nicotine dependence 314, 454-455. See 
also smoking 
nightmare 314-315, 333 
night terror 315 
NIMH (National Institute of Mental 
Health) 309-310 
nitrites 250 
noncompliance 315 
nonrapid-eye-movement (NREM) sleep 
413, 415 
norepinephrine 315 
adrenal gland 15 
antidepressant medications 44 
brain chemistry 78 
depression 148 
dopamine 162 
MAOIs 301 
maprotiline 275 
MHPG 453 
sympatholytic drugs 442 
Norpramin 315. See also desipramine 
nortriptyline 315-316, 329 
nostalgia 294, 316 
NREM sleep. See nonrapid-eye- 
movement sleep 
nutrition 316 
nutritional disorders 317 


o 
obesity 222, 291, 318-322, 320t, 321t 
object relations 322 
obscenity 322 
obsessions 24, 132, 322 
obsessive-compulsive disorder (OCD) 
322-323 
anxiety disorders 52 
checking 91 
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children, adolescents and youth 96 
clomipramine 106 
hoarding 224-225 
rumination 379 
Tourette syndrome 455 
obstructive sleep apnea syndrome 
(OSAS). See sleep apnea 
occupational health psychology (OHP) 
323-324 
OCD. See obsessive-compulsive disorder 
Oedipus complex 89, 324 
O’Guinn, Thomas C. 409 
ohashiatsu 324 
Ohl, Dana A. 249 
OHP (occupational health psychology) 
323-324 
only children 72, 271, 324-325 
open adoption 14 
open marriage 279, 325-326 
operant conditioning 66, 119 
opioid substance abuse 109, 144, 220, 
326, 447 
opportunistic infections 7 
oral character 326 
oral contraceptives 217 
Orestes complex 326 
organic approach 326 
orgasm 326-327 
anorgasmia 42 
clitoris 106 
ejaculation 171 
Freud, Sigmund 195 
frigidity 197 
hysterectomy 244 
Victorianism 466 
orthopsychiatry 327 
orthostatic 327 
Othello syndrome 143, 257 
outcome measure 327 
overanxious disorder 53 
over-the-counter medications 327 
overwork 260-261 
ovulation 286, 345 
oxazepam 397 


P 
Pacific Islanders 298 
pain 328-329, 328t 
palpitations 329 
Pamelor 329. See also nortriptyline 
panic attacks and panic disorder 329- 
331 
agoraphobia 22-24 
anxiety 48, 49 
anxiety disorders 51 
caffeine 87 
carbon dioxide sensitivity 88 
claustrophobia 104 
dizziness 160 
MVP 300 
phobia 344 
sodium lactate infusions 421-422 
tachycardia 446 


paradoxical therapy 239 
paranoia 132, 143, 245, 331-332 
paranoid schizophrenia 383 
paraphilias 332 
algolagnia 32 
bondage 76 
masochism 280 
sadism 381 
sadomasochism 381 
urolagnia 463 
urophilia 463 
voyeurism 466 
parapsychology 332 
parasomnia 332 
parasympathetic drugs 99 
parasympathetic nervous system (PNS) 
58-59 
parenting 332-334 
bonding 76 
childbirth 92-93 
children, adolescents and youth 
93-94 
codependency 109 
culture-related syndromes 134 
day care 136-138 
lesbianism 267 
mothers 302-303 
MSBP 305-306 
only children 324-325 
separation anxiety 397 
SIDS 435 
SMI 402 
toilet training 455 
underachiever 461 
paresthesia 334 
pargyline 183, 334 
Parkinson's disease (PD) 146, 162, 267— 
268, 334, 391 
Parnate 334. See also Tranxene; 
tranylcypromine 
paroxetine 335 
partial hospitalization 334-335 
passive-aggressive personality disorder 
335 
passivity 20 
pastoral counselors 335 
pathological gambling 335 
Patient Self-Determination Act (1991) 
140, 182-183 
Pavlov, Ivan Petrovich 335 
Pavlovian conditioning. See classical 
conditioning 
Paxil 335 
Paxipam 212 
PCP 335-336 
PD. See Parkinson’s disease 
PDDs. See pervasive developmental 
disorders 
Peck, M. Scott 336 
peer group 59, 336 
peer pressure 336-337 
pelvic inflammatory disease 207, 361 
pentazocine 447 
peptides 178, 337 


perception 337 
perfection 337-338, 338t 
performance anxiety 338 
perphenazine 338 
perseveration 338, 453 
personality 338-339, 449, 456, 468. See 
also specific personality types, e.g.: asthenic 
personality 
personality disorders 339-340. See also 
complex; specific disorders, e.g.: antisocial 
personality disorder 
personality inventories. See psychological 
tests 
personal space 130, 340 
Pertofrane. See desipramine 
pervasive developmental disorders 
(PDDs) 152, 395 
perversion, sexual 340. See also 
paraphilias 
PET. See positron emission tomography 
petit mal seizure 181 
pets 340-341 
peyote 291, 341 
Phaedra complex 341 
phallic stage 194, 341 
phallic symbol 341-342 
phantom limb pain 342 
phantom lover syndrome 342 
pharmacokinetics 342 
pharmacological approach 22, 342, 360, 
365 
phencyclidine. See PCP 
phenelzine 309, 343 
phenobarbital 343 
phenomenology. See client-centered 
therapy 
phenothiazine drugs 338, 343, 354 
phobia 343-344 
acrophobia 9 
anxiety disorders 51 
biofeedback 69 
claustrophobia 104 
culture-related syndromes 134 
dizziness 160 
exposure therapy 184 
school phobia 388 
SE 392 
stage fright 423 
systematic desensitization 445 
Wolpe, Joseph 469 
physical illness 
advantage by illness 16 
depression 148 
intimacy 254 
life change self-rating scale 268- 
269 
malingering 274 
psychosomatic illness 362-363 
somatic fixation 422 
physician-assisted suicide 140, 178, 183, 
438 
physiologists 335 
pibloktoq 345 
Pick’s disease 345 
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pineal gland 345 

Pinel, Philippe 345 

Piorkowski, Geraldine K. 254, 371 

PIT (psycho-imagination therapy) 358 

pituitary gland 16, 135, 345, 354 

placebo/placebo effect 345-346 

planned communities 21 

play therapy 346 

pleasure principle 346 

PMS. See premenstrual syndrome 

PNI (psychoneuroimmunology) 359 

PNS (parasympathetic nervous system) 
58-59 

Polle syndrome. See Munchausen 
Syndrome by Proxy 

pollution 179 

polysubstance dependence 346 

pornography 346 

Porter, Laura S. 122, 123 

positive psychology 346-347, 394 

positive reinforcement 347 


positron emission tomography (PET) 80, 


347 
postencephalitic parkinsonism 267-268 
postpartum depression 62, 347-348, 
348, 351 
postpartum psychosis 348 
post-traumatic stress disorder (PTSD) 
v-vi, 348-349 
anxiety disorders 52 
children, adolescents and youth 96 
culture-related syndromes 134 
derealization 151 
EMDR 185 
flashbacks 191 
intrusive symptoms 255 
minorities and mental health 298 
National Center for Posttraumatic 
Stress Disorder 309 
shell shock 407-408 
stress 427 
terrorism 450 
war neurosis 467 
postviral fatigue syndrome (PVFS) 349 
poverty 93, 226, 298, 402 
powerlessness 349 
PPOs (preferred provider organizations) 
274 
prayer 350 
precocious puberty 366 
preferred provider organizations (PPOs) 
274 
prefrontal lobotomy. See leukotomy 
prefrontal system 350 
pregenital phase 350 
pregnancy 350-352 
abortion 1-2 
birth control 71 
civil rights 103 
cocaine 108 
couvade 125 
headaches 217 
infertility 248-250 
marijuana 278 


menstruation 286 
miscarriage 299-300 
STDs 406 
stillbirth 425 
tobacco 455 
unwed mothers 462-463 
premenstrual depression 352 
premenstrual syndrome (PMS) 287, 
352-353 
prenatal screening 164 
primal anxiety 353, 368 
primal fantasies 353 
primal scene 353 
primal therapy 353 
primary depression 353 
prisoners 386, 401, 439 
prisoners of war 81 
private adoption 14 
procreation fantasy 353 
prodrome 353, 383 
professional neurasthenia 312 
progesterone 286, 287 
prognosis 354 
progressive muscle relaxation 354 
projection 132-133, 354 
prolactin 354 
pro-life and pro-choice 354 
Prolixin 354 
promiscuity 354-355 
propranolol 217, 355 
proprietary 355 
prostaglandins 167 
prostitution 355 
Protection and Advocacy Bill for 
Mentally Il Individuals (1986) 266 
protriptyline 355 
Prozac 355. See also fluoxetine 
hydrochloride 
pseudodementia 355 
psyche 355-356 
psychedelic 191, 356 
psychiatrist 356 
psychoactive drug 357 
psychoanalysis 357 
Abraham, Karl 3 
analyst 39 
association, free 56 
countertransference 124 
delibidinization 142 
depression 149 
depth psychology 151 
dream analysis 165 
Freud, Sigmund 194-195 
lay analyst 264 
Rank, Otto 368 
Reich, Wilhelm 370 
transference 457 
unconscious 461 
psychoanalytic psychopathology 360 
psychoanalytic theory 50, 147, 259 
psychobiology 357 
psychodrama 357 
psychogenic 357 
psychogenic amnesia 357-358 


psychogenic deafness 139 
psychogenic fugue 157, 358 
psycho-imagination therapy (PIT) 358 
psychological tests 358. See also specific 
tests, e.g.: Rorschach test 
psychologist 358-359 
psychology 359 
psychometry 359 
psychoneuroimmunology (PNI) 359 
psychoneurosis 360 
Psychonomic Society 360 
psychopathology 360 
psychopharmacology 360. See also 
pharmacological approach 
psychosexual anxieties 360-362 
psychosexual development 362 
anal stage 39 
Electra complex 173 
Freud, Sigmund 194-195 
genital stage 204 
latency 263 
oral character 326 
personality disorders 339 
phallic stage 341 
pregenital phase 350 
urethral phase 463 
psychosexual disorders 202, 362. See also 
paraphilias 
psychosexual dysfunctions 42, 362 
psychosexual trauma 362 
psychosis 46-47, 348, 362 
psychosocial development 194-195 
psychosomatic 186, 362-363 
psychosomatic deafness 139 
psychosurgery 267, 270, 363 
psychotherapeutics 363-364, 363t 
psychotherapies 364-365. See also specific 
therapies, e.g.: logotherapy 
agoraphobia 25 
aha experience 26 
contract 121-122 
cotherapy 123 
depression 149 
feedback 189 
pastoral counselors 335 
psychiatrist 356 
psychodrama 357 
therapeutic alliance 451 
working through 470 
psychotropic drugs 288, 316, 365 
PTSD. See post-traumatic stress disorder 
puberty and puberty rites 136, 365-366, 
386, 450 
puerperal psychosis. See postpartum 
psychosis 
PVFS (postviral fatigue syndrome) 349 


R 
racial discrimination 103 
radical behaviorism 412 
Rahe, Richard H. 183, 226, 268 
random drug testing 367 
randomized clinical trial 367-368 
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Rank, Otto 368 
rape, rape prevention and rape trauma 
syndrome 107, 368-369 
rapid cycling 288, 369 
rapid-eye-movement sleep. See REM 
sleep 
Rational Emotive Therapy (RET) 110 
rationalization 369 
Rat Man, case of 369 
raves 107 
Ray, Isaac 369 
Reagan, Ronald 33 
reality principle 346 
reciprocal inhibition 469 
recreational therapists 370 
reductions in force (RIFs). See layoffs 
reflexology 281, 370, 370t 
regression 370 
Reich, Wilhelm 68, 75, 370 
reinforcement 370-371 
Reinthaler, Bee 114 
relationships 371-372, 371t 
codependency 109 
dating 136 
depression 149 
enabler 176 
envy 179 
intimacy 254-255 
relaxation 372-373 
autogenic training 58 
breathing 83 
Chopra, Deepak 100 
Cousins, Norman 124-125 
Dossey, Larry 162-163 
guided imagery 209 
hobbies 225 
humor 239 
Kabat-Zinn, Jon, Ph.D. 260 
laughter 263-264 
meditation 283-284 
muscle relaxants 306 
ohashiatsu 324 
prayer 350 
progressive muscle relaxation 354 
stress 427-429, 428t-429t 
stress relief 428 
vacations 464 
Wolpe, Joseph 469 
yoga 475 
Relaxation Response, The (Benson) 66, 
295, 372 
religion 373-374 
climate and mental health 105 
cults 131 
faith healing 186 
magic 273 
pastoral counselors 335 
Peck, M. Scott 336 
prayer 350 
remarriage 375, 424 
REM sleep 82, 165, 314, 375, 413 
repetitive nocturnal myoclonus 413 
repression 3, 192, 375 
resiliency 375 


resistance 376, 388 

respite care 376 

Restoril 376 

RET (Rational Emotive Therapy) 110 
retirement 20, 376-377 
rheumatism 190-191 

Ribot, Théodule 41 

RIFs (reductions in force). See layoffs 
Rinker, Candiss 114 

Ritalin 154, 241, 308, 377 

road rage 377-378, 378t 

Roe v. Wade 1, 378 

Rogers, Carl R. 3, 104, 378-379 
Rohypnol 107 

role playing 379 

Rolf, Ida 379 

Rolfing 379 

Rorschach, Hermann 379 
Rorschach test 379 

Rudley, Lloyd D. 102 
rumination 379 

runner's high 380 

Rush, Benjamin 29, 380 


S 
Sacher-Masoch, Leopold von 280 
Sacks, Oliver 306 
SAD. See seasonal affective disorder 
Sade, Marquis de 381 
sadism 381, 381 
sadomasochism 280, 381 
SADS (schedule for affective disorders 
and schizophrenia) 382 
“safe sex” 119, 238, 381-382 
SAI (sex anxiety inventory) 403 
“sandwich” generation 382 
sanitary napkins 287 
schedule for affective disorders and 
schizophrenia (SADS) 382 
Schimmer, Barry M. 190-191 
schizoaffective disorder 382 
schizoid personality disorder 383 
schizophasia 383 
schizophrenia 383-387, 383(-386t 
alogia 32 
BEAM 79 
blocking 73 
catatonia 90 
children, adolescents and youth 
96-97 
ideas of influence 245 
ideas of reference 245 
NARSAD 309 
phantom lover syndrome 342 
tardive dyskinesia 448 
Thorazine 452 
Zyprexa 476 
schizophrenic depression 387 
schizophreniform disorder 387-388 
schizotypal personality disorder 388 
school phobia 388, 397 
schools, drug testing in 367 
Schultz, Johannes Heinrich 58 


SCID-I 388 
screen memory 388 
SE (self-efficacy) 391-392 
seasonal affective disorder (SAD) 149, 
345, 352, 388-389 
Seconal (secobarbital) 242 
secondary depression 389 
secondary gain 16, 102, 389, 411 
secrets 389-390 
security object 390 
sedative drugs 63, 268, 390-391 
seizures 85, 122, 180-182, 391 
selective serotonin and norepinephrine 
reuptake inhibitors (SSNRIs) 135, 166, 
171 
selective serotonin reuptake inhibitors 
(SSRIs) 46, 291, 331, 391, 391f. See 
also specific SSRIs, e.g.: Prozac 
selegiline 108, 145-146, 171, 391 
self-actualization 10 
self-awareness. See awareness 
self-efficacy (SE) 391-392 
self-esteem 392-393 
affirmation 19 
body image 74 
catastrophize 89-90 
competition 115 
criticism 129-130 
defense mechanisms 141-142 
dependent personality disorder 145 
eating disorders 169-170 
envy 179 
exercise 184 
humanistic psychology 239 
inferiority complex 248 
layoffs 264-265 
obesity 318 
perfection 337-338 
shyness 409 
success 435 
superiority complex 439 
self-help groups 393. See also support 
groups 
agoraphobia 26 
alcoholism and alcohol dependence 
31 
CFS 101-102 
depression 150 
disabilities 157 
Emotional Health Anonymous 
174-175 
group therapy 209 
self-help techniques 237, 393 
self-hypnosis 242 
self-injurious behaviors 393 
self psychology 261, 394 
Seligman, Martin E. P. 265, 346, 394 
Selye, Hans 394-395 
coping 123 
crowding 130 
dis-stress 158 
eustress 183 
GAS 202-203 
homeostasis 231 
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semen 171 
Seneca 29 
senility 395 
sensate-focus-oriented therapy 395 
sensory integration disorder (SID) 395- 
397, 395t, 396t 
separation anxiety 53-54, 95-96, 397 
September 11, 2001 terrorist attacks v, 
421, 450 
Serax 397 
serious mental illness (SMI) 397-402, 
398t-400t 
Seroquel 402 
serotonin 402 
acting out 10 
affective disorders 18 
antidepressant medications 44 
brain chemistry 78 
depression 148 
Desyrel 152 
L-tryptophan 271-272 
prolactin 354 
Serzone 402 
sertraline hydrochloride 402 
Serzone 402 
sex addiction 402-403 
sex anxiety inventory (SAI) 403 
sex drive 404 
sex education 333 
sex hormones 450-451 
sex surrogates 44] 
sex therapy 404 
behavior therapy 65 
cotherapy 123 
dual sex therapy 166 
SAI 403 
sensate-focus-oriented therapy 395 
spectator role 423 
surrogacy 441 
sexual abuse 227-228, 247, 404 
sexual dysfunction 404-405 
dyspareunia 168 
ejaculation 171 
frigidity 197 
frottage 197 
hysterectomy 243-244 
psychosexual dysfunctions 362 
shen-k’'uel 408 
sleep 414 
vaginismus 464 
Viagra 465 
yohimbine 475 
sexual fears 231, 368, 369, 403, 405 
sexual harassment 405 
sexual identity 390, 405 
sexual intercourse. See coitus 
sexuality 405. See also psychosexual 
development 
agape 19 
ambisexuality 34 
birth control 71 
castration 89 
childbirth 92 
clitoris 105-106 


coitus 111 
dating 136 
free love 193-194 
homosexuality 231 
infertility 248-250 
latency 263 
libido 268 
love object 271 
masturbation 282 
menarche 285 
menopause 285-286 
menstruation 286-288 
obscenity 322 
Oedipus complex 324 
orgasm 326-327 
parenting 333 
pornography 346 
procreation fantasy 353 
promiscuity 354-355 
prostitution 355 
psychosexual anxieties 360-362 
psychosexual development 362 
puberty and puberty rites 365-366 
rape, rape prevention and rape 
trauma syndrome 368-369 

Victorianism 465-466 
wet dream 468 

sexual jealousy 257 

sexually transmitted diseases (STDs) 


119, 360-362, 381-382, 405-407, 406t. 


See also specific diseases, e.g.: syphilis 
sexual response 407 
sexual revolution 407 
Shapiro, Francine 185 
shared paranoia disorder. See folie a deux 
shell shock 407-408 
shenjian shuairuo 408 
shen-k'uel (shenjui) 408 
Shepp, Elaine 427 
shiatsu 281, 408 
shift work 69, 103, 408 
shin-byung 408 
shopaholism 300-301, 408-409 
shoplifting 261 
Shorr, Joseph E. 358 
shyness 409-410 
sibling rivalry 410 
sick building syndrome 410-411 
sick role 133-134, 411 
SID. See sensory integration disorder 
side effects of drugs 411 
additive effect 12 
akathisia 27 
antipsychotic medications 47 
brain chemistry 78 
contraindication 122 
iatrogenic psychiatric disorder 245 
SIDS (sudden infant death syndrome) 
435 
Siegel, Bernie S. 411 
sign 411 
sildenafil. See Viagra 
Sinequan 411. See also doxepin 
hydrochloride 


Skinner, Burrhus Frederic 119, 411-412 
sleep 412-414, 414t 
brain waves 82 
caffeine 87 
CFS 101 
dreaming. See dreaming 
hypersomnia 241 
insomnia 252 
narcolepsy 308 
nightmare 314-315 
night terror 315 
REM. See REM sleep 
snoring 419-420 
sleep apnea 412, 419-420 
sleep disorders 168, 332, 412-413 
sleep paralysis 414 
sleep terror. See night terror 
sleep therapy 414-415 
sleepwalking 415 
slips of the tongue 415 
SMI. See serious mental illness 
smoking 314, 415-419, 416t-419t, 
454-455 
snoring 414, 419-420, 419¢ 
SNS. See sympathetic nervous system 
social learning theory 147 
social phobias 
anxiety disorders 50 
avoidant personality disorder 60 
catastrophize 89-90 
children, adolescents and youth 96 
culture-related syndromes 134 
inhibition 252 
phobia 343-344 
Social Security disability 420 
social status 279 
social support system 166, 420 
social workers 105, 420-421, 421t 
sodium lactate infusions 24-25, 421-422 
solvent abuse 250-251, 422 
somatic 422 
somatic fixation 422 
somatization 422-423 
somatization disorder. See Briquet’s 
syndrome 
somnambulism. See sleepwalking 
soteria 423 
South Asian tsunami (December 2004). 
See tsunami 
spectator role 423 
speech 383 
speech disorders 430 
Sperry, Len 254 
Spielberger, Charles 456 
spinal cord 77, 78 
spinal tap 78 
spiritual values 259 
split personality 423 
sports massage 281 
SSNRIs. See selective serotonin and 
norepinephrine reuptake inhibitors 
SSRIs. See selective serotonin reuptake 
inhibitors 
St. John’s wort 425-426 
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stage fright 423 
Stampfl, Thomas G. 247 
state anxiety 423-424, 424 
state-trait anxiety inventory (STAI) 424 
STDs. See sexually transmitted diseases 
stealing 261 
Steffans, Evan 409 
Steinem, Gloria 279 
stepfamilies 424 
steroids 424-425, 450-451 
stillbirth 425 
stimulant drugs 425 
amphetamine drugs 36-37 
antidepressant medications 45 
caffeine 87-88 
coffee 110 
dextroamphetamine 155 
methamphetamines 291-292 
withdrawal effects 468-469 
stimulus properties 425 
Stone, Arthur A. 122, 123 
stress iv—v, 426-430, 4281-429t 
adjustment disorders 12 
coping 122-123 
deadlines 138-139 
decompensation 141 
dis-stress 158 
eustress 183 
GAS 202-203 
hardiness 213-214 
karoshi 260-261 
lump in the throat 272 
nervous breakdown 311-312 
PTSD 348-349 
resiliency 375 
Selye, Hans 394-395 
stress management. See relaxation 
stroke 144, 430 
stupor 430 
stuttering 430 
subconscious 430 
subfertility 248-249 
sublimation 194, 431 
subluxation 97 
substance abuse 431-435, 432, 433t. 
See also opioid substance abuse; specific 
substances, e.g. cocaine 
addiction 11 
anabolic steroids 38 
chronic illness 102 
Darvon 136 
dependency 145 
dextroamphetamine 155 
dual diagnosis 166 
formication 192 
narcotic drugs 308 
polysubstance dependence 346 
psychotherapeutics 363-364 
random drug testing 367 
sex addiction 403 
SMI 398-401 
solvent abuse 422 
Talwin 447 
success 435 


sudden infant death syndrome (SIDS) 
435 
suicide 96, 270, 386, 435-439, 436 
438t 
Sullivan, Harry Stack 358, 439 
sundowning/sundown syndrome 439 
superego 194, 439 
superiority complex 439 
superstition 440, 446 
support groups 440 
Alzheimer’s disease 34 
CFS 101-102 
disabilities 157 
encounter group 176 
journal keeping 258 
relationships 371-372 
Siegel, Bernie S. 411 
surgery. See psychosurgery 
Surmontil 440. See also trimipramine 
surrogacy 440-441 
Surrogate Act 441 
Swedish massage 281 
switching 441 
symbiosis 441-442 
symbolism 442 
sympathetic inhibitors 223 
sympathetic nervous system (SNS) 58, 
191, 243, 442 
sympatholytic drugs 442 
symptom 353, 442. See also sign 
synapse 442 
syndrome 442, 442 
synergy 442 
syphilis 314, 361, 442-444, 443m, 444t 
systematic desensitization 65, 445. See 
also desensitization 


T 
TA (transactional analysis) 456 
taboo 247, 446 
tachycardia 446 
taichi 446-447 
“talking” treatment 149, 447 
Talwin 447 
tampons 287 
Tannen, Deborah 114, 269 
tantrums 447-448 
tardive dyskinesia 448 
antipsychotic medications 47 
clonazepam 106 
phenothiazine drugs 343 
schizophrenia 387 
thioridazine 452 
Thorazine 452 
TAT (thematic apperception test) 451 
Tay-Sachs disease 448 
Teasell, Robert W. 430 
teenagers. See adolescents 
teeth grinding 448. See also bruxism 
Tegretol 448. See also carbamazepine 
temazepam 376 
Temoshok, Lydia 460 
temperament 449 


temporal lobe epilepsy (TLE) 449 

temporomandibular joint syndrome 
(TMJ) 76, 215, 448, 449 

TENS (transcutaneous nerve stimulation) 
457 

tension headaches 215 

terminal illness 449-450 

terrorism 450 

testing. See laboratory tests; psychological 
tests; psychometry 

testosterone 345, 450-451 

TFT (thought field therapy) 453 

THC. See delta-9-tetrahydrocannabinol 

thematic apperception test (TAT) 451 

therapeutic alliance 451 

therapeutic contract. See contract 

therapeutic touch 451-452 

thiamine deficiency 452 

thioridazine 452 

Thorazine 452. See also chlordiazepoxide 

thought disorders 3, 452-453. See 
also specific thought disorders, e.g.: 
perseveration 

thought field therapy (TFT) 453 

thought stopping 453 

3-methoxy-4-hydroxyphenylglycol 
(MHPG) 453-454 

thyroid gland 241-242, 454, 454 

thyrotropin-releasing hormone test 70, 
454 

thyroxin 241 

tic 167, 454, 455-456 

titration 454 

TLE (temporal lobe epilepsy) 449 

TM. See transcendental meditation 

TMJ. See temporomandibular joint 
syndrome 

TMS (transcranial magnetic stimulation) 
457 

tobacco 454-455 

Tofranil 455. See also imipramine 
hydrochloride 

toilet training 455 

tongue 61 

Tourette, Georges Gilles de la 455 

Tourette syndrome 455-456 

toxic shock syndrome 287 

trait 456 

trait anxiety 424, 456 

tranquilizer medications 456. See also 
specific medications, e.g.: Librium 

transactional analysis (TA) 456 

transcendental meditation (TM) 66, 372, 
456-457 

transcranial magnetic stimulation (TMS) 
457 

transcutaneous nerve stimulation (TENS) 
457 

transference 124, 457 

transracial adoption 15 

transsexualism 457 

transvestitism 457 

Tranxene 457. See also clorazepate 

tranylcypromine 457 
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traumatic neurasthenia 312 

trazodone 151-152, 457 

tremor 334, 458 

triazolam 212, 458, 474 

triazolobenzodiazepine 32 

tribadism 267 

trichotillomania 211 

tricyclic antidepressant medications 
25, 44, 110, 331, 458. See also specific 
medications, e.g.: Adapin 

trimipramine 440, 458 

trisomy 21. See Down Syndrome 

tryptophan 402 

tsunami 458-459 

Turback, Gay 75 

Type A personality 435, 459 

Type B personality 459-460 

Type C personality 460, 460t 

tyramine 460 


U 
unconscious 151, 194, 259, 461 
underachiever 461 
unemployment 461-462 
unipolar disorder 37, 462 
unwed mothers 462-463 
upper 155, 463 
urethral phase 463 
urethritis 361 
urine testing 367 
urolagnia 463 
urophilia 463 
uterus 243 


Vv 

vacations 464 

vaginismus 464 

vagus nerve stimulation (VNS) 464- 
465 

Vaillant, George 123, 142 

Valium 465. See also diazepam 

Valnet, Jean 55 

vascular dementia. See multi-infarct 
dementia 

vasodilators 223 

venereal diseases. See sexually 
transmitted diseases 

venlafaxine 171 

vertigo 160, 465 

veterans 52, 228, 349, 374, 407—408 

Viagra 465 

Victorianism 465-466 

violence 84, 105, 119-120, 188-189. 
See also rape, rape prevention and rape 
trauma syndrome 

Vivactil 466. See also protriptyline 

VNS (vagus nerve stimulation) 464-465 

volunteerism 466 

voyeurism 466 


WwW 
war neurosis 467 
Watson, John B. 64, 467 
weekend depression 467 
weight gain and loss 467 
Weil, Andrew 371-372, 467 
Wellbutrin 468. See also bupropion 
hydrochloride 
weltanschauung 468 
Wentz, Ann Colston 249 
Wernicke-Korsakoff syndrome. See 
thiamine deficiency 
Western blot test 468 
wet dream 468 
will therapy 368 
will to survive 468 
wish fulfillment 468 
withdrawal effects 143, 278, 291, 
468-469 
Wolpe, Joseph 65, 445, 453, 469 
women 
agoraphobia 22-23 
AIDS 6 
anxiety disorders 52 
“baby blues” 62 
baby boomers 62 
biological clock 69 
caregivers 88 
castration 89 
CFS 100 
childbirth 92-93 
chlamydia 97-99 
civil rights 103-104 
clitoris 105-106 
Clytemnestra complex 107 
communication 114 
Diana complex 156 
dyspareunia 168 
eating disorders 169-170 
Electra complex 173 
empty nest syndrome 176 
fibromyalgia 191 
Freud, Sigmund 195 
frigidity 197 
glass ceiling 205-206 
“having it all” 214 
headaches 215-217 
herpes 220 
hysterectomy 243-244 
lesbianism 267 
libido 268 
loneliness 271 
menarche 285 
menopause 285-286 
menstruation 286-288 
orgasm 326-327 
PMS 352-353 
postpartum depression 347-348 
pregnancy 350-352 
premenstrual depression 352 


rape, rape prevention and rape 
trauma syndrome 368-369 
STDs 406 
Victorianism 465, 466 
women’s liberation movement 214, 
407, 469 
word salad. See schizophasia 
work addiction 469-470 
working through 470 
workplace 470-471 
ADA 35 
baby boomers 62 
burnout 85-86 
computers 118 
criticism 130 
EAPS 175-176 
environment 179 
friends/friendship 196 
glass ceiling 205-206 
job change 257-258 
job security 258 
karoshi 260-261 
layoffs 264-265 
OHP 323-324 
parenting 333-334 
random drug testing 367 
retirement 376-377 
shift work 408 
sick building syndrome 410-411 
stress 426 
unemployment 461-462 
worry 379, 471, 471t 
worry beads 471-472 
writer’s block 472-473, 472t 
writing 54, 258 
Wundt, Wilhelm Max 473 


X 
Xanax 474. See also alprazolam 
X-linked disorders 474 
X-linked mental retardation (XLMR) 474 
X-rays 80 
XYY syndrome 474 


Y 
yeast infection 361, 407 
yoga 83, 475 
yohimbine 475 


Z 
Zal, H. Michael 330 
Zen 476 
zidovudine (AZT) 476. See also AZT 
ziprasidone 204 
Zoloft 476. See also sertraline 
hydrochloride 
zolpidem 34 
Zyprexa 476 


